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The  relative  value  of  various  therapies  in 
dementia  paralytica  is  still  in  dispute.  There 
is  no  dispute,  however,  over  the  fact  that  un- 
til the  introduction  of  malarial  therapy  by 
Wagner  Jauregg,  the  treatment  of  general 
paresis  was  unsatisfactory.  Since  that  time 
malarial  therapy  has  generally  been  the  ac- 
cepted treatment  of  this  severe  type  of  active 
neurosyphilis.  Within  the  last  10  years  the 
question  of  superiority  or  preferential  place 
for  this  treatment  has  been  seriously  chal- 
lenged by  other  methods  of  fever  induction 
believed  by  its  adherents  to  be  more  scien- 
tific, less  empiric,  hazardous  and  productive 
of  a higher  percentage  of  clinical  remissions 
from  all  symptoms  of  the  disease.  The  clini- 
cal and  experimental  evidence  to  substanti- 
ate this  belief  has  been  reviewed  else- 
where(1 2>  by  one  of  us  (A.  E.  Bennett)  and 
by  many  other  workers  in  the  field. 

The  purpose  of  this  paper  is  to  review  a 
five-year  experience  in  the  treatment  of  de- 
mentia paralytica  by  combined  artificial 
fever  therapy  and  chemotherapy  at  the  Uni- 
versity of  Nebraska  College  of  Medicine,  also, 
to  compare  a previous  experience  at  Hast- 
ings, Nebraska,  State  Hospital  in  treating 
general  paresis  by  chemotherapy  alone, 
malarial  inoculation  followed  by  chemother- 
apy and  our  present  method,  artificial  fever 
combined  with  chemotherapy.  No  other 
type  of  neurosyphilis  is  considered  in  this 

*From  the  University  of  Nebraska  Fever  Therapy  Research 
and  Clarkson  Memorial  Hospital  Psychiatric  Departments  and 
Hastings  State  Hospital.  Read  by  title  before  the  Central  So- 
ciety for  Clinical  Research,  Chicago,  111.,  Nov.  3,  1939. 


report.  Favorable  results  obtained  in  asymp- 
tomatic, meningovascular  and  tabetic  types 
have  been  reported  elsewhere ( 3 4). 

Adequate  records  suitable  for  this  study 
were  obtained  from  1926.  From  then  up  to 
1931  chemotherapy  in  the  form  of  tryparsa- 
mide  and  heavy  metals,  (bismuth  and  mer- 
cury) were  used.  During  this  five-year  peri- 
od 57  cases  of  dementia  paralytica  were  giv- 
en an  adequate  course  of  chemotherapy. 
Only  7,  or  12  per  cent,  obtained  a clinical  re- 
mission or  sufficient  improvement  to  be  dis- 
charged from  the  state  hospital,  and  in  one 
of  these  patients  an  attack  of  erysipelas 
with  high  fever  seemed  to  have  brought 
about  the  improvement  in  the  mental  state. 

In  1931  active  malarial  therapy  was  be- 
gun. By  1936,  65  cases  of  general  paresis 
were  each  given  12  malarial  chills.  Follow- 
ing the  malarial  therapy  each  patient  was 
further  treated  by  tryparsamide  and  bis- 
muth. This  was  continued  several  years 
usually  with  reversal  of  serologic  reaction. 
During  this  five-year  period  27,  or  42  per 
cent,  obtained  a remission  sufficient  to  war- 
rant a parole  or  discharge. 

In  1937  the  method  of  treatment  used  in 
the  University  of  Nebraska  Fever  Therapy 
Department  since  1934  was  introduced.  This 
method  consists  of  administering  50  hours 
of  artificial  fever  above  105  degrees,  induced 
by  means  of  the  Kettering  Hypertherm,  com- 
bined with  .06  gm.  of  mapharsen  (meta- 
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aminoparahydroxyphenvlarsine  oxide)*,  giv- 
en in  10  to  15,  3 to  5 hour  sessions.  Lately 
we  have  been  giving  also  a bismuth  salt  .01 
gm.  with  each  fever  session.  By  this  method 
we  have  completed  treatments  in  70  cases  of 
general  paresis — 30  from  the  University  of 
Nebraska  College  of  Medicine  Clinic  and  40 
from  Hastings  State  Hospital,  all  followed  at 
least  six  months  thus  obtaining  sufficient 
clinical  and  serologic  data  upon  which  to 
properly  evaluate  therapeutic  results.  A full 
clinical  remission  of  mental  symptoms  of 


chemotherapy  is  given  until  serologic  re- 
versal is  obtained. 

The  following  chart  shows  the  compara- 
tive percentage  of  treatment  results  obtained 
by  the  various  therapies  employed. 

COMPARATIVE  INCIDENCE  OF  REMISSIONS 
FROM  VARIOUS  THERAPIES  IN  PARETIC 
DEMENTIA,  HASTINGS  STATE  HOS- 
PITAL, NEBRASKA 

Criterion  of  remission  for  tryparsamide  and  ma- 
larial groups  was  improvement  sufficient  for  parole 
or  discharge.  For  combined  fever  and  chemother- 


1926-1931 
Chemotherapy 
Tryparsamide  and 
Heavy  Metals. 


1931-1936 
Malaria  Fever 
Followed  by 
Chemotherapy 


1934-1939 
Artificial  Fever 
Combined  with 
Chemotherapy 
(Mapharsen) 


1 50 100 

57  Cases 


=7=  12%  remissions 


65  Cases 


=27-  42%  remissions 


*70  Cases 


i 37  -----  — — - 53%  A remissions 


1 50  100 


*70  C&ses  include  30  from  Fever  Therapy  Research  Depart- 
ment having  56%  A remissions ; 40  committed  state  hospital 
paretics,  including  12  chronic  malarial  failures,  47.5  A remis- 
sions. 


paresis  was  obtained  in  37,  or  53  per  cent  of 
this  entire  group,  while  some  additional  de- 
gree of  improvement  was  obtained  in  20 
more  patients  or  a total  of  81  per  cent.  Four 
of  the  latter  group  were  improved  sufficient- 
ly to  be  paroled  but  are  classed  as  B result 
because  of  not  reaching  their  former  econ- 
omic or  social  adjustment  level.  If  the  cri- 
terion of  parole  or  discharge  was  used  the 
percentage  would  be  58.5.  These  results  in- 
clude a number  of  very  chronic  patients  who 
had  remained  in  state  hospitals  2 or  more 
years  having  failed  to  be  improved  by  vigor- 
ous chemotherapy.  A special  group  of  ma- 
larial failures,  12  patients  committed  from 
one  to  five  years  are  also  included  in  this 
series.  After  remission  by  fever,  further 

*We  are  indebted  to  Parke-Davis  & Company  for  cooperation 
in  this  study. 


apy,  absence  of  all  mental  symptoms,  return  to  for- 
mer economic  and  social  status. 

The  70  patients  adequately  treated  and 
followed  at  least  six  months  include  10  pa- 
tients classified  as  taboparesis,  and  12  pa- 
tients who  failed  to  obtain  a clinical  remis- 
sion from  malarial  therapy  followed  by  try- 
parsamide. Of  the  remaining  48  patients,  20 
treated  in  the  research  clinic  were  early 
types  of  general  paresis,  only  one-half  of 
which  required  psychiatric  hospitalization. 
The  remaining  28  were  all  committed  state 
hospital  paretics  of  severe  grade.  Many  were 
markedly  deteriorated,  having  been  paretic 
for  as  long  as  five  years. 

Only  17  out  of  70  patients  reported  they 
had  not  received  previous  chemotherapy.  Re- 
sults are  graded  A,  B and  C.  An  A result 
means  full  remission,  return  to  former  econ- 
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omic  and  social  status  showing  normal  sen- 
sorium  tests,  no  psychotic  trends  and  full  in- 
sight. B results  is  improvement  in  some  de- 
gree, a partial  remission  in  mental  status, 
at  times  equivalent  to  social  recovery.  C re- 
sults means  unimproved  or  worse  than  be- 
fore treatment. 

Results  obtained  in  twenty  cases  of  paresis  treated 
in  the  Fever  Therapy  Department  of  the  College  of 
Medicine. 

CLINICAL  RESULTS 

A — 13  patients,  or  65  per  cent 
B — 6 patients,  or  30  per  cent 
C — 1 patient,  or  5 per  cent 

SPINAL  FLUID  SEROLOGY 

Complete  reversal — 8 patients,  or  40  per  cent 
Partial  reversal — 6 patients,  or  30  per  cent 
Unchanged — 5 patients,  or  25  per  cent 
Remained  negative — 1 patient,  or  5 per  cent 

These  patients  were  in  the  earlier  stages 
of  paresis  but  incapacitated.  About  one-half 
required  psychiatric  hospitalization.  Two 
patients  had  severe  cardiovascular  complica- 
tions, none  died  under  treatment,  but  2 died 
subsequently— one  six  months  later  after  ob- 
taining temporary  improvement,  another  two 
years  later  after  obtaining  full  remission,  re- 
turning to  his  former  occupation  until  death. 
One  patient  had  a negative  spinal  fluid  re- 
versed by  previous  chemotherapy  but  was 
treated  for  continued  sensorium  changes  and 
petit  mal  attacks. 

Results  obtained  in  ten  cases  of  taboparesis 
treated  in  the  Fever  Therapy  Department  of  the 
College  of  Medicine: 

CLINICAL  RESULTS 

A — 5 patients,  or  50  per  cent 
B — 3 patients,  or  30  per  cent 
C — 2 patients,  or  20  per  cent 

SPINAL  FLUID  SEROLOGY 

Complete  reversal — 4 patients,  or  40  per  cent 
Partial  reversal — 1 patient,  or  10  per  cent 
Unchanged — 3 patients,  or  30  per  cent 
Remained  negative — 2 patients,  or  20  per  cent 

These  patients  all  had  marked  tabetic 
symptoms  in  addition  to  paretic  dementia. 
Two  cases  had  negative  spinal  fluids  re- 
versed by  previous  chemotherapy,  treated 
because  of  continued  mental  symptoms. 
Neither  case  obtained  a good  result. 

Results  obtained  in  twenty-eight  cases  of  ad- 
vanced paresis  treated  at  the  Hastings  State  Hos- 
pital: 

CLINICAL  RESULTS 

A — 15  patients,  or  54  per  cent 
B — 8 patients,  or  28.5  per  cent 
C — 5 patients,  or  18  per  cent 


SPINAL  FLUID  SEROLOGY 

Complete  reversal — 8 patients,  or  28  per  cent 
Partial  reversal — 14  patients,  or  50  per  cent 
Unchanged — 4 patients,  or  14.5  per  cent 
Remained  negative — 2 patients,  or  7.5  per  cent 

These  28  cases  represent  the  advanced 
cases  of  paretic  dementia — all  committed 
state  hospital  patients — many  were  residents 
for  several  years.  Over  one-half  have  been 
followed  less  than  one  year  accounting  for 
less  reversal  in  serology  than  the  cases  of 
taboparesis.  One  patient  obtaining  full  re- 
mission was  a case  of  juvenile  paresis.  There 
were  no  deaths  under  treatment  in  this  se- 
ries. 

Results  obtained  in  twelve  cases  of  paresis  that 
failed  to  obtain  a complete  clinical  remission  from 
malarial  inoculation  treated  at  the  Hastings  State 
Hospital: 

CLINICAL  RESULTS 

A — 4 patients,  or  33%  per  cent 
B — 3 patients,  or  25  per  cent 
C — 5 patients,  or  41.6  per  cent 

.*• 

SPINAL  FLUID  SEROLOGY 

Complete  reversal — 4 patients,  or  36  per  cent 
Partial  reversal — 5 patients,  or  45  per  cent 
Unchanged — 2 patients,  or  16.6  per  cent 
Remaining  negative — 1 patient,  or  8.3  per  cent 

Many  of  these  cases  had  been  committed 
two  to  five  years  after  malarial  therapy  and 
had  received  adequate  courses  of  tryparsa- 
mide  and  bismuth.  They  were  given  50 
hours  of  artificial  fever  above  105  degrees, 
combined  with  mapharsen.  Three  of  the  4 
patients  obtaining  remissions  were  not  com- 
plete malarial  failures  but  had  obtained  some 
degree  of  improvement  from  malaria  three 
to  four  years  previously.  Further  improve- 
ment was  not  obtained  by  chemotherapy  and 
one  patient  had  regressed.  One  patient  not 
benefited  by  malaria  obtained  a good  temp- 
orary improvement,  then  relapsed.  Two  other 
improved  cases  had  run  poor  courses  with 
malaria — spontaneous  termination  after  five 
chills.  The  5 patients  showing  no  improve- 
ment with  combined  artificial  fever  and 
chemotherapy  had  all  received  10  to  16  ma- 
larial chills  with  high  temperature  without 
the  slightest  degree  of  improvement,  and 
subsequent  prolonged  tryparsamide  and  bis- 
muth likewise  failed  to  improve  them.  No 
deaths  occurred  in  this  series  but  one  death 
occurred  in  a deteriorated  malarial  failure 
after  the  first  fever  session,  from  cerebral 
hemorrhage. 

Comment  on  results  obtained  in  the  en- 
tire 70  cases  of  dementia  paralytica  treated 
by  50  hours  of  fever  above  105  degrees  com- 
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bined  with  mapharsen:  Thirty-seven  pa- 

tients, or  53  per  cent,  obtained  a full  remis- 
sion; 20  more,  or  28.8  per  cent  showed  im- 
provement ; while  13,  or  18.5  per  cent  were 
unimproved. 

The  spinal  fluid  serology  was  completely 
reversed  to  negative  in  24  patients,  or  34  per 
cent,  and  partially  reversed  in  26,  or  37  per 
cent.  These  patients  have  been  followed  six 
to  fifty-one  months,  or  an  average  of  18 
months  for  the  entire  series. 

From  these  experiences  we  feel  justified 
in  drawing  the  following  conclusions  of  the 
comparative  value  of  malarial  inoculation 
followed  by  tryparsamide  and  combined  fever 
and  chemotherapy  in  general  paresis. 

Patients  of  advanced  years,  or  in  poor 
condition  complicated  by  hypertension  or  aor- 
titis can  be  treated  with  greater  safety  in 
the  hypertherm  because  the  height  and  dur- 
ation of  temperature  can  be  adequately  con- 
trolled. 

The  combination  of  chemotherapy  and  ar- 
tificial fever  increases  therapeutic  effective- 
ness. 

The  prescribed  number  of  treatment  hours 
are  more  easily  obtained  with  physically  in- 
duced fever.  The  results  obtained  are  defi- 
nitely correlated  with  the  amount  of  fever 
given. 

Patients  who  show  mild  symptoms  do  not 
require  hospitalization.  Hospitalization  is 
markedly  shortened  by  artificial  fever  ther- 
apy as  compared  with  malaria.  Physically 
induced  fever  is  harder  to  administer  to  un- 
cooperative patients  requiring  individual  at- 
tention and  expert  nursing. 

Certain  workers  believe  relapse  rate  is 
higher  with  physically  induced  fever.  This 
has  not  been  our  experience.  We  believe  re- 
lapses occur  where  insufficient  amount  of 
fever  (less  than  50  hours  at  105  degrees) 
has  been  given.  The  mortality  is  much  less 
from  artificial  fever  therapy  than  malaria. 

A fair  percentage  of  patients  who  fail  to 
improve  from  malaria,  especially  those  who 
do  not  receive  an  adequate  number  of  chills, 
can  be  improved  by  artificial  fever  combined 
with  chemotherap3r. 

SUMMARY 

A comparative  study  of  treatment  of  state 
hospital  cases  of  paretic  dementia  revealed 
a 12  per  cent  incidence  of  clinical  remission 


from  chemotherapy  (tryparsamide)  alone,  a 
42  per  cent  incidence  of  clinical  remission 
from  malarial  fever  followed  by  chemother- 
apy as  compared  to  a 53  per  cent  clinical  re- 
mission obtained  by  combined  artificial  fever 
and  chemotherapy. 

In  20  cases  of  early  paretic  dementia  a full 
remission  was  obtained  in  65  per  cent  with 
partial  improvement  in  30  per  cent.  Com- 
plete reversal  in  spinal  fluid  serology  was  ob- 
tained in  40  per  cent  with  partial  reversal 
in  30  per  cent  after  combined  artificial  fever 
and  chemotherapy.  In  10  cases  of  tabopare- 
sis, 50  per  cent  obtained  a full  remission  and 
30  per  cent,  a partial  remission.  Spinal  fliud 
serology  was  reversed  completely  in  40  per 
cent,  and  partially  reversed  in  10  per  cent. 

In  28  cases  of  advanced  paretic  dementia 
committed  to  a state  hospital,  54  per  cent  ob- 
tained a full  clinical  remission  and  28  per 
cent  a partial  remission.  Complete  reversal 
in  spinal  fluid  serology  occurred  in  28  per 
cent,  partially  reversed  in  50  per  cent. 

In  12  cases  failing  to  obtain  a full  remis- 
sion from  a course  of  malarial  inoculation 
followed  by  tryparsamide,  33 V3  per  cent  ob- 
tained a full  remission  and  an  additional  25 
per  cent  improved.  Spinal  fluid  was  reversed 
to  negative  in  33  per  cent  and  improved  in 
41  per  cent. 

The  results  from  artificial  fever,  50  hours 
above  105  degrees  combined  with  mapharsen 
in  the  entire  70  cases  of  all  stages  of  paretic 
dementia,  were  53  per  cent  full  remission 
with  an  additional  28  per  cent  improved. 
Complete  reversal  of  spinal  fluid  serology  oc- 
curred in  34  per  cent,  with  partial  reversal 
in  an  additional  37  per  cent. 

CONCLUSIONS 

The  percentage  of  clinical  remissions  in 
paretic  dementia  is  about  20  per  cent  greater 
after  a full  treatment  course  of  combined 
artificial  fever  and  chemotherapy  than  from 
malarial  inoculation.  This  includes  certain 
grave  risks  that  are  unable  to  withstand 
malarial  therapy.  The  percentage  of  serol- 
ogic reversal  is  likewise  higher  following  ar- 
tificial fever  combined  with  chemotherapy. 
The  mortality  is  much  less  from  artificial 
fever  than  malarial  therapy  if  given  by  ex- 
pert attendants. 

A fair  percentage  of  malarial  failures  can 
obtain  a clinical  remission  by  additional 
treatment  in  the  form  of  combined  fever  and 
chemotherapy. 
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The  percentage  of  full  clinical  remissions 
in  early  paresis  obtained  by  combined  arti- 
ficial fever  and  chemotherapy  is  better  than 
60  per  cent.  In  advanced  state  hospital 
paretics  a full  remission  can  be  obtained  in 
about  50  per  cent. 

We  do  not  believe  there  is  a higher  inci- 
dence of  relapse  from  physically  induced 
fever  unless  insufficient  amount  of  fever  is 
given. 

At  present,  combined  artificial  fever  and 
chemotherapy  is  the  most  effective  type  of 
treatment  known  for  resistant  asymptomatic 
neurosyphilis.  Treatment  in  this  stage  pre- 
vents active  clinical  neurosyphilis.  We  be- 


lieve it  also  the  most  effective  treatment  for 
all  types  of  active  clinical  neurosyphilis,  in- 
cluding paretic  dementia. 
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IN  THIS  ISSUE 


DEMENTIA  PARALYTICA  is  an  old  dis- 
ease. Its  age,  however,  is  not  nearly  as  spec- 
tacular as  its  peculiar  character.  A contri- 
bution to  the  subject  is  made  by  Drs.  A.  E. 
Bennett,  J.  C.  Nielsen  and  A.  H.  Fechner 
representing  three  different  localities  in  the 
state  and  from  three  different  institutions. 
Page  1 

THIS  is  pneumonia  season.  Its  modern 
treatment  is  discussed  by  Dr.  Edmond  Walsh 
on  page  . 6 

SULFANILAMIDE  is  the  rage  of  the 
times.  A good  many  of  its  virtues  and  a 


good  many  diseases  have  undoubtedly  been 
exaggerated.  When  it  comes  to  its  use  in 
pneumonia  it  is  undoubtedly  the  best  drug 
now  available.  Dr.  Lynn  T.  Hall  discusses 
this  phase  of  treatment  on  page 12 

INDEED,  Mary  has  never  been  the  same 
since  Johnnie  was  born.  The  paper  is  as 
clear  as  its  title,  straight  to  the  point,  with 
good,  practical  advice.  Read  Dr.  Sage’s 
quaint  presentation  on  page  15 

“GENITO-Urinary  Diseases  in  General 
Practice”  is  discussed  from  a practical  view- 
point, sensibly  put  to  practical  use  in  the 
paper  by  Dr.  J.  D.  Bradley  on  page  17 


Present  Day  Treatment  of  Pneumonia 

EDMOND  M.  WALSH,  M.  D. 

Omaha,  Nebr. 


Recent  advances  in  the  treatment  of  pneu- 
monia have  been  brought  about  both  through 
the  discovery  of  new  specific  therapeutic 
agents,  and  by  the  perfection  and  general 
use  of  specific  therapy  already  well  known. 
The  introduction  of  two  (para-aminobenzene- 
sulfamido-pyridine)  commonly  known  as  sul- 
fapyridine  is  an  example  of  the  former;  the 
development  of  type  specific  pneumococcic 
antiserum  an  example  of  the  latter. 

The  role  of  the  physician  in  this  resulting 
therapeutic  regime  is  a much  more  gratify- 
ing but  not  an  easier  one.  The  course  of 
pneumonia  has  been  definitely  shortened. 
However,  for  this  shorter  period  there  is  de- 
manded of  the  physician  more  skill,  keener 
judgment,  and  closer  observation  of  his  pa- 
tient than  ever  before. 

Pneumonia  demands  our  serious  consider- 
ation, as  it  is  still  the  third  leading  cause  of 
death.  It  kills  more  people  today  than  any 
other  infectious  disease.  Seventy-five  per 
cent  of  its  victims  are  below  the  age  of  65, 
thus  greatly  reducing  their  life  expectancy. 
Many  persons  are  taken  during  their  most 
productive  years  hence  there  is  a tremendous 
economic  loss. 

In  view  of  the  efficacious  therapeutic  re- 
gime that  is  being  developed  the  present 
pneumonia  mortality  rate  stands  as  a bold 
challenge  to  the  medical  profession.  So,  it 
behooves  us  to  attempt  to  keep  informed  of 
the  advances  being  made  and  to  adopt  those 
methods  of  treatment  best  suited  to  our  lo- 
cality and  facilities. 

It  would  be  impossible  to  begin  to  discuss 
the  entire  pneumonia  therapeutic  regime  in 
this  short  paper.  So  it  will  be  my  purpose 
to  briefly  discuss  some  of  the  specific  and 
non-specific  therapeutic  agents  and  to  out- 
line a simple  plan  of  management  of  pneu- 
monia adaptable  to  general  practice. 

From  the  standpoint  of  therapy,  our  con- 
cept of  pneumonia  should  be  based  on  the 
underlying  etiological  agent,  rather  than  on 
the  anatomical  involvement. 

It  matters  little  whether  we  are  dealing 
with  a lobar  pneumonia  or  a bronchial  pneu- 
monia if  we  are  certain  it  is  due  to  a type  II 
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pneumonococcus  for  example  or  a hemolytic 
streptococcus. 

We  now  recognize  some  fifty  causes  of 
pneumonia.  Tularemia  pneumonia,  Brucella 
pneumonia,  and  the  pneumonia  of  rheumatic 
fever  are  some  of  the  kinds  more  recently 
described.  However,  the  pneumococcus  is 
responsible  for  from  90  to  95%  of  all  lobar 
pneumonias  and  from  55  to  65%  of  all  bron- 
chial pneumonias.  It  is  mainly  against  this 
invader  that  we  direct  our  warfare. 

Most  of  the  progress  in  treatment  to  the 
present  has  come  through  study  of  the  etiol- 
ogy. In  the  future  we  can  reasonably  expect 
definite  progress  in  the  prevention  of  pneu- 
monia. The  medical  profession  on  the  whole 
has  been  slow  to  appreciate  the  infectious- 
ness of  this  disease.  Stillman,  years  ago 
showed  that  pathogenic  pneumococci  could 
be  found  in  the  sputum  of  pneumonia  pa- 
tients ninety  days  after  recovery.  The  pos- 
sibility of  pneumococcus  carriers  has  not 
been  sufficiently  stressed.  We  occasionally 
see  more  than  one  member  of  a family  be- 
come ill,  especially  those  living  in  crowded 
quarters.  Last  year  five  members  of  one 
family  were  admitted  to  my  service  at  the 
Douglas  County  Hospital  with  pneumonia 
within  a ten  day  period.  We  were  able  to 
isolate  the  same  type  pneumococcus  from 
four  of  them.  This  year  a patient’s  father 
took  ill  five  days  after  the  onset  of  the  pa- 
tient’s illness.  Both  had  lobar  pneumonia 
due  to  type  II  pneumococcus. 

The  prevention  and  immediate  treatment 
of  upper  respiratory  tract  infections,  head 
colds,  influenza,  and  sinus  infections  would 
greatly  reduce  the  incidence  of  pneumonia. 
Most  cases  of  bronchial  pneumonia,  and  a 
higher  percentage  than  was  formerly 
thought  of  lobar  pneumonia,  are  preceded  by 
some  sort  of  upper  respiratory  infections. 

Prevention  by  vaccination  has  been 
studied  for  years.  Lister’s  extensive  work 
in  Africa  failed  to  show  it  to  be  of  special 
value.  Cecil  and  co-workers  in  1918  were 
the  first  to  demonstrate  its  possible  merits. 
Dr.  L.  D.  Felton  of  the  National  Institute  of 
Health  reported  in  Washington  last  week 
the  results  of  some  of  his  work.  He  has 
found  that  90%  of  the  people  has  a relative- 
ly low  susceptibility  to  the  pneumococcus  and 
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10%  a high  susceptibility.  It  is  in  this  lat- 
ter group  in  which  the  high  pneumonia  mor- 
tality occurs  regardless  of  the  type  of  speci- 
fic therapy  used.  He  hopes  by  the  simple 
skin  test  to  determine  the  most  susceptible 
individuals.  These  persons  would  then  be 
given  a prophylactic  vaccine,  which  would 
stimulate  the  production  of  specific  anti- 
bodies. It  is  the  presence  of  these  antibodies 
which  determine  the  efficiency  of  any  of  our 
specific  therapy  as  I will  show  later.  This 
procedure,  if  it  ever  becomes  practical,  would 
do  more  to  reduce  the  mortality  rate  of  pneu- 
monia than  to  reduce  the  incidence  of  pneu- 
monia. 

The  clinical  diagnosis  of  pneumonia  is 
usually  easily  made  on  the  cardinal  symp- 
toms and  the  typical  physical  findings. 
Whenever  possible  a portable  x-ray  of  the 
chest  should  be  taken.  We  are  now  not  con- 
tent with  a clinical  diagnosis  and  should  pro- 
ceed to  attempt  to  establish  the  etiological 
diagnosis.  This  can  usually  be  readily  done 
by  collecting  a specimen  of  sputum  and 
staining  with  the  usual  Gram  stain.  If  the 
predominating  organism  is  a pneumococcus, 
as  it  usually  is,  then  one  proceeds  with  the 
typing.  Statistics  show  that  98%  of  the 
people  in  this  country  live  within  thirty 
miles  of  a hospital.  Most  hospitals  now  do 
satisfactory  typing  and  bacteriological  study. 
Sputum  can  be  readily  transferred  or  even 
mailed  long  distances  without  it  being  spoiled 
for  typing.  If  a physician  finds  it  more  ex- 
pedient to  do  his  own  typing,  a diagnostic 
set-up  can  be  obtained  at  a very  low  cost. 
A good  microscope  is  the  only  other  physical 
equipment  necessary.  Blood  cultures  should 
be  run  routinely  if  possible.  This  is  an  im- 
portant guide  in  the  prognosis,  and  if  a bac- 
teremia is  present,  it  can  be  used  as  a further 
check  on  the  sputum  typing  and  an  indica- 
tion to  increase  the  dosage  of  either  serum 
or  sulfapyridine,  or  to  use  a combination  of 
both. 

Sputum  specimens  must  be  obtained  be- 
fore any  specific  therapy  is  started.  The 
reason  is  obvious  if  serum  is  to  be  used  and 
sulfapyridine  often  changes  the  typing  reac- 
tion of  the  pneumococcus.  One  does  not  wait 
for  the  blood  culture  to  grow  out  when  spu- 
tum tvping  is  satisfactory,  as  it  is  entirely 
dependable  in  90%  to  95%  of  the  cases. 

This  all  takes  but  a short  time  as  a rule, 
but  while  it  is  being  done  symptomatic  treat- 
ment should  be  followed.  We  must  remem- 
ber we  are  still  treating  a sick  patient,  who 


happens  to  have  pneumonia.  This  is  easy  to 
forget  when  one  becomes  absorbed  in  the 
use  of  spectacular  specific  therapy. 

Oxygen  therapy  is  a valuable  adjunct  to 
treatment  in  very  ill  patients,  when  specific 
therapy  has  been  started  late  or  when  it  is 
contra-indicated.  The  purposes  of  oxygen 
are  first  to  prevent  or  eliminate  anoxemia, 
which  in  turn  produces  pulmonary  edema 
and  thus  initiating  a vicious  circle.  Second- 
ly, to  supply  the  increased  demand  for  oxy- 
gen, which  results  from  the  fever  and  in- 
creased metabolism.  Thirdly,  to  lessen  car- 
diac work,  and  thus  prevent  cardiovascular 
collapse.  The  intra-nasal  catheter  method  of 
administration  is  in  my  opinion  just  as  ef- 
fective as  the  oxygen  tent  and  the  apparatus 
is  comparatively  inexpensive. 

Artificial  pneumothorax  is  mentioned 
only  to  be  condemned.  Its  value  is  very 
questionable  and  the  procedure  is  not  appli- 
cable to  general  use. 

The  maintenance  of  body  fluids  by  intra- 
venous injection  of  normal  saline  and  glucose 
is  a valuable  adjunct.  We  must  remember 
that  the  blood  chlorides  tend  to  fall  in  pneu- 
monia. Frequently  abdomina1  distention 
diminishes  after  adequate  administration  of 
chlorides. 

Diathermy  has  a very  limited  place  in  the 
relieving  of  pleural  pain.  It  has  been  of 
greatest  help  to  me  in  cases  of  diaphrag- 
matic pleurisy  with  marked  abdominal  dis- 
tention in  which  we  prefer  not  to  use  much 
opiate.  As  a rule  I prefer  not  to  strap  the 
chest  with  adhesive  but  limit  motion  with  re- 
movable cloth  binders. 

In  regard  to  stimulants  there  is  a place 
for  caffeine,  adrenalin,  and  coramine  when 
indicated.  Digitalis  is  contra-indicated  un- 
less heart  failure  is  present.  There  is  no  in- 
dication for  the  use  of  alcohol  in  pneumonia 
therapy  today. 

X-ray  therapy  of  pneumonia  is  still  in  its 
infancy  but  some  of  the  reports  are  encour- 
aging. There  has  not  as  yet  been  published 
any  large  carefully  studied  series  with  a con- 
trol group.  Before  sulfapyridine  was  intro- 
duced we  used  x-ray  therapy  in  several  cases 
in  which  serum  was  contra-indicated.  All  of 
the  cases  showed  improvement  immediately 
and  I believe  the  course  of  the  disease  was 
cut  short.  I feel  that  there  may  be  a limited 
place  for  it  in  certain  cases  of  lobar  pneu- 
monia, in  which  serum  and  sulfapyridine  are 
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contra-indicated  or  ineffective.  It  is  of  defi- 
nite value  in  delayed  resolution.  It  necessi- 
tates a portable  therapeutic  x-ray  unit. 

This  brings  us  now  to  a comparative  con- 
sideration of  our  two  chief  specific  therapeu- 
tic agents,  pneumococcus  serum  and  sulfa- 
pvridine. 

The  diagnosis  of  pneumonia  cases  cured 
by  any  method  should  be  substantiated  by 
chest  x-rays  before  any  deduction  may  be 
made  regarding  the  value  of  the  treatment. 
A few  of  the  factors  on  which  to  judge  the 
efficacy  of  a pneumonia  cure  merit  consider- 
ation. The  individual  susceptibility  or  re- 
sistance of  the  patient  is  of  prime  import- 
ance. We  know  that  this  is  based  on  the 
amount  of  antibodies  available.  The  virilence 
of  the  causative  agent  varies  greatly.  Some 
types  of  pneumococcus  have  a much  greater 
virilence  than  others,  this  varies  also  in  the 
same  organism  from  year  to  year  and  per- 
haps in  different  localities  in  the  same  year. 
The  age  of  the  patient  is  important.  Nearly 
all  children  survive,  but  the  mortality  rate 
then  increases  up  to  the  age  of  65.  The 
presence  of  bacteremia  in  general  increases 
the  mortality  rate  about  50%. 

The  point  in  the  course  of  the  disease  at 
which  therapy  is  started  must  also  be  con- 
sidered. Control  groups  comparing  as  near- 
ly as  possible  in  all  these  respects  should  be 
run  the  same  year. 

It  has  taken  many  years  to  bring  the  use 
of  specific  pneumococcus  serum  to  stage  of 
perfection  it  now  holds.  Reliable  reports 
from  all  the  large  clinics  and  hospitals  where 
the  cases  are  studied  carefully  in  regard  to 
the  previously  mentioned  factors  and  are 
compared  to  control  groups,  show  a marked 
reduction  in  mortality  for  nearly  all  types 
of  pneumococcus  pneumonia.  It  is  more 
gratifying  when  we  study  the  reports  of  the 
past  two  years  as  it  has  been  since  the  re- 
cent introduction  of  rabbit  serum  that  many 
cases  have  received  adequate  dosage. 

The  mortality  reductions  in  tvpes  I,  II.  V, 
VII.  VIII,  in  adults,  and  XIV,  VI.  and  XIX 
in  children  has  been  especially  notable.  This 
is  all  the  more  noteworthy  when  we  realize 
that  these  types  are  responsible  for  the  more 
severe  and  more  common  cases  of  pneumo- 
coccal pneumonia. 

We  now  have  type  specific  serum  against 
all  thirty-two  types  of  pneumococcus,  but 
some  are  more  effective  than  others.  I will 


refrain  from  discussing  the  technicalities  of 
sputum  typing  and  giving  serum  as  that  is 
adequately  covered  in  the  movie  which  fol- 
lows this  paper. 

In  the  past  two  and  a half  years  I have 
treated  fourteen  cases  of  pneumococcus 
pneumonia  of  various  types  with  specific 
anti-serum  with  one  death.  X-rays  of  the 
chest  were  taken  in  each  case.  There  were 
six  type  II  cases  in  this  series  and  the  usual 
mortality  rate  for  type  II  cases  without  spe- 
cific therapy  is  around  45%.  There  were 
five  bacteremic  cases,  all  of  which  had  de- 
veloped before  therapy  was  started.  The 
fatality  occurred  in  a man  54  years  old,  seen 
first  on  the  third  day  with  a bilateral,  type 
II  pneumococcus  pneumonia.  He  was  sensa- 
tive  to  horse  serum,  having  received  various 
other  sera  previously.  This  was  before  the 
introduction  of  either  rabbit  serum  or  sulfa- 
pyridine.  Because  of  the  extent  of  involve- 
ment and  a positive  blood  culture  I attempted 
to  desensitize  him  and  give  him  serum.  I 
was  forced  to  quit  the  serum  after  giving 
some  60,000  units  which  I feel  was  grossly 
inadequate.  He  expired  on  the  eighth  day 
of  his  disease. 

This  series  is  too  small  to  draw  any  defi- 
nite conclusions  and  besides  I do  not  have  a 
control  group.  However,  the  mortality  rate 
in  this  vicinity  for  the  past  two  and  a half 
years  has  been  about  average,  of  that  I am 
certain.  These  cases  nearly  all  received  their 
entire  estimated  dosage  within  twenty-four 
hours  of  when  first  seen. 

One  does  not  need  to  treat  a large  number 
of  cases  to  be  duly  impressed  by  the  remark- 
able change  in  the  general  condition  of  the 
patient  soon  after  receiving  large  doses  of 
specific  antiserum.  It  is  most  gratifying  to 
see  their  fever  and  pulse  rate  drop  sharply, 
and  the  toxemia  disappear  within  twelve 
hours.  This  was  particularly  noticeable  in 
type  II  cases,  most  of  whom  were  very  ill. 
In  my  limited  experience  the  only  change 
comparable  to  it  is  that  of  diphtheria  pa- 
tients after  receiving  huge  doses  of  anti- 
toxin. 

Serum  therapy  has  its  disadvantages.  Most 
of  the  ones  commonly  considered  are  more 
apparent  than  real.  The  fact  that  the  serum 
has  to  be  given  early  in  the  course  of  the  dis- 
ease to  get  the  best  results,  is  a real  disad- 
vantage over  which  the  physician  may  not 
have  control.  However,  with  the  education- 
al program  now  on,  many  pneumonia  cases 
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are  being  seen  earlier.  The  other  real  objec- 
tion to  its  use  is  the  cost.  It  requires  from 
$40  to  $80  worth  of  serum  to  treat  the  aver- 
age case.  On  first  thought  this  seems  very 
expensive,  but  if  we  stop  to  consider  that  the 
course  of  the  disease  is  shortened  at  least 
one-third,  that  amount  will  be  easily  saved 
in  hospital  expense  and  nursing  care.  The 
usual  case  is  out  of  the  hospital  in  five  to 
six  days  and  back  to  work  in  three  weeks. 
Pneumonia  should  always  be  treated  in  the 
hospital  when  possible. 

The  majority  of  pneumonia  patients  are 
males  and  the  rapidity  with  which  they  get 
back  to  normal  production  is  an  important 
factor.  I am  certain  that  convalescence  is 
shorter,  that  patients  regain  their  strength 
sooner,  and  feel  better  after  adequate  serum 
therapy  than  they  do  with  any  other  form 
of  treatment  today. 

I do  not  consider  the  necessity  of  typing 
the  sputum  a real  objection  of  serum  ther- 
apy. I know  physicians  who  send  the  spu- 
tum by  messenger  to  the  serum  center  or 
hospital,  get  the  report  by  telephone  and 
have  the  messenger  bring  back  the  type  and 
quantity  of  serum  needed,  all  within  a few 
hours.  Also  one  should  type  the  sputum 
even  if  you  are  going  to  use  sulfapyridine  as 
I will  show  later. 

The  incidence  of  bacteremia  is  definitely 
reduced  by  the  early  use  of  serum.  This  ac- 
counts for  marked  decrease  in  the  morbidity 
as  well  as  the  mortality.  Complication  in 
general  are  considerably  reduced. 

If  serum  is  used  intelligently  there  should 
be  very  little  chance  of  a fatality  resulting 
from  its  use.  With  the  new  refined  and 
highly  concentrated  horse  and  rabbit  serums 
there  are  few  contra-indications  to  their  use. 

It  is  my  opinion  that  type  specific  serum 
is  the  safest,  most  dependable  and  most 
physiological  therapy  we  have  today  for  most 
cases  of  pneumococcal  pneumonia  when 
treatment  can  be  started  early. 

The  chemical  compound  sulfapyridine  as 
it  is  officially  known  in  this  country  was 
first  used  in  the  treatment  of  pneumonia  in 
England  about  a year  ago.  The  striking 
beneficial  effects  of  the  drug  were  immedi- 
ately noted  and  described.  This  discovery 
was  not  unexpected  when  we  consider  the 
rapid  progress  that  has  been  made  in  chemo- 
therapy of  bacterial  infections  in  recent 


years.  Also,  it  had  previously  been  shown 
that  sulphanilamide  was  effective  in  treat- 
ing type  III  pneumonia  in  mice  and  in  man. 

A tremendous  amount  of  animal  experi- 
mentation and  carefully  checked  clinical 
work  has  been  done  in  England  to  date. 
Similar  work  is  now  going  on  in  this  coun- 
try. All  of  the  reports  so  far  have  been  so 
encouraging,  that  they  have  been  almost  un- 
believable. This  new  drug  has  been  heralded 
throughout  the  world  as  the  magic  cure  of 
pneumonia.  I think  that  we  can  conserva- 
tively state  that  this  drug  offers  greater 
promise  than  any  other  chemotherapeutic 
agent  that  has  ever  been  introduced  in  pneu- 
mococcal pneumonia  therapy.  It  is  reason- 
able to  expect  that  with  improved  methods 
of  administration,  and  with  greater  knowl- 
edge concerning  dosage  and  the  toxic  effects 
of  the  drug,  that  the  drug  can  be  well  toler- 
ated and  given  with  a fair  degree  of  safety 
in  the  near  future. 

I do  not  believe  that  we  have  as  yet  ar- 
rived at  the  stage  in  the  development  of  its 
use.  There  are  many  problems  concerning 
its  use  as  yet  to  be  solved. 

One  of  the  best  early  clinical  studies  was 
that  of  Evans  and  Gaisford  report  in  The 
Lancet.  They  observed  two  hundred  cases 
of  pneumococcus  pneumonia  of  all  types.  The 
one  hundred  cases  which  were  given  only 
symptomatic  therapy  had  a mortality  rate 
of  24%.  In  the  other  hundred  cases  receiv- 
ing sulfapyridine  the  mortality  rate  was  8 
per  cent.  This  report  had  a great  influence 
on  the  wide  spread  acceptance  of  sulfapyri- 
dine. 

Like  sulfanilamide,  the  major  action  of 
sulfapyridine  is  bacterostatic  rather  than 
bacteriacidal. 

This  has  been  proven  both  in  “vitro”  and 
“vivo.”  Hence,  it  follows  that  the  actual 
killing  of  the  bacteria  must  be  done  by  the 
natural  defenses  of  the  body.  It  has  been 
shown  that  the  effectiveness  of  sulfapyri- 
dine varies  directly  in  proportion  to  the  con- 
centration of  immune  antibodies  in  the  blood. 
In  light  of  this  knowledge,  attempts  are  be- 
ing made  to  increase  the  production  of  speci- 
fic antibodies  by  the  injection  of  vaccine,  or 
supply  them  by  type  specific  concentrated 
serum.  Barach,  in  1981,  showed  that  pa- 
tients with  pneumonia  can  develop  antibodies 
in  a very  short  time  in  response  to  a vac- 
cine. 
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Mac  Lean  and  Fleming  of  London  have 
shown  that  there  is  considerable  variation 
in  the  sensativity  of  different  pneumococci 
to  sulfapyridine.  They  have  also  demon- 
strated that  pneumococci  can  acquire  a toler- 
ance or  fastness  to  the  drug,  thus  justifying 
the  large  initial  dose,  which  is  usually  given. 

The  drug  is  usually  given  by  mouth,  an 
initial  dose  of  4 grams  followed  by  one  gram 
every  four  hours  until  the  temperature,  pulse 
and  respiration  have  been  normal  for  48 
hours,  then  one  gram  T.  I.  D.  for  three  or 
four  days.  In  children  one  to  one  and  one- 
half  grams  per  pound  of  body  weight  in  24 
hours  suffices. 

For  best  results  a blood  level  of  four  mlgm. 
per  100  c.c.  of  blood  should  be  maintained. 

Nausea  commonly  follows  administration 
and  vomiting  occasionally,  necessitating  dis- 
continuance of  the  drug.  Marshall  and  Long 
use  the  more  soluble  sodium  salt  of  sulfapy- 
ridine and  give  it  intravenously.  They  have 
found  vomiting  occasionally  occurs  even  then 
so  it  is  perhaps  not  due  to  gastric  irrita- 
tion. 

Severe  toxic  reactions  may  develop  very 
quickly,  so  the  patient  must  be  seen  often. 
Nausea  and  cyanosis  are  not  indications  to 
stop  the  drug.  The  more  severe  reactions 
such  as  Neutropenia,  acute  hemolytic  ane- 
mia, severe  skin  eruptions,  and  hemorrhage 
into  the  bowel  have  all  been  noted.  Dr.  Blake 
of  Yale  reported  severe  renal  hemorrhage  in 
10%  of  his  cases.  Frequent  blood  counts 
and  urinalysis  should  be  made  while  the  pa- 
tient is  under  therapy.  Several  deaths  which 
the  clinicians  felt  were  directly  due  to  the 
drug  were  reported  at  the  recent  American 
College  of  Physicians  meeting. 

I have  used  sulfapyridine  in  only  eight 
cases,  with  no  fatalities.  Chest  x-rays  of 
this  group  were  also  taken.  There  were  no 
severe  toxic  reactions,  but  only  two  of  the 
patients  were  able  to  tolerate  the  advocated 
dosage,  and  in  all  cases  it  was  stopped  as 
soon  as  the  fever  fell.  All  cases  showed  im- 
mediate, marked  clinical  improvement  and  I 
believe  that  course  of  the  disease  was  defi- 
nitely shortened  in  each  case. 

The  patients  receiving  sulfapyridine  do 
not  convalesce  as  rapidly  as  those  receiving 
specific  serum.  This  has  been  noted  by  Rei- 
mann,  Blake  and  many  others. 

A distinct  advantage  of  sulfapyridine  is 


that  it  is  effective  even  if  started  late  in  the 
course  of  the  disease.  Another  is  that  com- 
pared to  the  cost  of  serum  it  is  inexpensive. 
I do  not  feel  that  it  is  any  easier  or  safer  to 
give. 

Perhaps  the  ideal  method  of  treatment, 
at  least  for  the  bacteremia  and  severe  cases 
of  pneumococcus  pneumonia  would  be  a com- 
bination of  sulfapyridine  and  specific  serum, 
or  possibly  a vaccine  to  stimulate  production 
of  antibodies.  The  synergistic  action  of  the 
drug  and  the  immune  antibodies  has  already 
been  shown.  The  addition  of  the  drug  to 
serum  therapy  may  reduce  the  amount  of 
serum  necessary  to  bring  the  cost  down 
within  reach  of  all.  The  addition  of  serum 
to  sulfapyridine  therapy  may  decrease  the 
dosage  of  drug  enough  to  avoid  the  danger- 
ous toxic  reactions. 

There  is  a too  inherent  natural  tendency 
for  us  to  consider  the  most  recent  discovery 
as  automatically  the  best,  and  to  neglect 
known  dependable  methods.  It  would  be 
much  wiser  for  us  to  follow  the  advice  of  the 
writer  who  said,  “Be  not  the  first  by  whom 
the  new  is  tried,  or  yet  the  last  to  cast  the 
old  aside.” 

DISCUSSION 

DR.  ARTHUR  OFFERMAN  (Omaha):  I would 
like  to  ask  what  Dr.  Walsh  considers  adequate  dos- 
age of  serum  of  specific  types  and  to  outline  his 
method  of  giving  it. 

DR.  WALSH:  With  each  package  of  serum  there 
comes  a small  vial  containing  a few  drops  to  use  as 
a test  dose.  Two  or  three  drops  are  placed  in  the 
conjunctival  sac  of  the  patient.  If  you  prefer  you 
can  give  a drop  intracutaneously.  Then  one  waits 
for  fifteen  minutes.  If  there  is  no  reaction  and  you 
have  a negative  allergic  history  you  proceed.  Only 
by  careful  consideration  of  each  individual  patient 
can  you  direct  the  dosage  to  be  used.  The  average 
moderately  sick  patient  with  Type  I infection  will 
require  from  60,000  to  90,000  units.  Patients  with 
Type  II,  which  has  a higher  mortality  rate  should 
have  from  110,000  to  150,000  units.  The  indications 
to  increase  the  dosage  are  first:  positive  blood  cul- 
ture, if  you  cannot  get  blood  cultures  go  on  indica- 
tion such  as  repeated  chills.  Second,  if  the  patient 
is  pregnant.  Third,  if  the  patient  is  over  45  years 
of  age.  Fourth,  if  you  have  an  extensive  involve- 
ment it  is  well  to  double  the  dosage. 

For  the  initial  dose  I give  from  10,000  to  20,000 
units.  It  is  given  slowly,  having  handy  a hypoder- 
mic syringe  of  adrenalin.  If  one  has  a positive  al- 
lergic history  or  any  other  reason  to  suspect  trouble 
it  is  well  to  have  a blood  pressure  cuff  on  the  other 
arm  and  have  a nurse  record  the  blood  pressure  and 
pulse  while  giving  the  serum.  If  the  pulse  increases 
more  than  ten  beats  or  the  blood  pressure  drops 
more  than  10  m.m.  it  is  a sign  you  are  getting  into 
trouble.  This  reaction  precedes  clinical  signs.  If 
there  is  no  reaction  from  the  initial  dose  the  re- 
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mainder  of  the  estimated  dose  is  given  in  one  in- 
jection two  to  four  hours  later.  It  is  more  effective 
this  way,  increasing  the  concentration  of  antibodies 
to  the  maximum  as  soon  as  possible. 

DR.  R.  S.  RUSSELL  (Sutherland):  I would  like 
to  have  him  tell  us  about  the  availability  of  serum. 

DR.  WALSH:  For  rapid  distribution  there  are 

being  established  serum  centers.  Lincoln  and  Oma- 
ha supply  most  of  this  area.  Other  serum  centers 
will  be  established.  Effective  serum  for  the  com- 
mon types  are  nearly  always  on  hand.  Types  I and 
II  make  up  over  50%  of  all  lobar  pneumonias  and 
these  are  always  available. 

DR.  OLIN  J.  CAMERON  (Omaha):  Some  years 
ago  we  were  giving  a good  deal  of  diphtheria  anti- 
toxin, and  we  found  serum  sensitive  patients  could 


often  be  given  the  whole  regular  dose  of  serum  if 
the  patient  were  given  one-fourth  grain  of  morphine 
followed  in  one-half  hour  by  adrenalin,  followed  by 
the  whole  dose  of  serum.  Is  it  possible  to  give  the 
whole  required  dose  of  pneumonia  serum  under  such 
a regime? 

DR.  WALSH:  The  practice  of  giving  adrenalin 

before  serum  administration  to  the  sensitive  patient 
has  been  of  some  value.  I have  not  tried  it  com- 
bined with  morphine.  We  do  like  to  give  the  entire 
dose  in  as  short  an  interval  as  possible.  We  now 
have  serum  made  up  from  sheep  or  rabbit  serum 
and  changing  to  one  of  these  sometimes  overcomes 
the  difficulty.  The  rabbit  serum  is  especially  valu- 
able because  it  is  more  concentrated,  some  of  it  hav- 
ing 10,000  units  to  the  c.c.,  so  the  amount  of  foreign 
protien  is  reduced  to  a minimum. 


Says  Occupation  of  Farming  Is 
‘Exceedingly  Dangerous’ 

“Farming  is  an  exceedingly  dangerous  oc- 
cupation, the  hazards  of  which  are  not  uni- 
versally appreciated,”  John  H.  Powers,  M. 
D.,  Cooperstown,  N.  Y.,  declares  in  The  Jour- 
nal of  the  American  Medical  Association  for 
Oct.  7. 

“Agricultural  accidents  were  responsible 
for  nearly  one-fourth  of  all  serious  injuries 
treated  at  a medium  sized  rural  hospital  in 
the  central  part  of  New  York  state  during 
the  years  1929-1938  inclusive,”  the  author 
says.  “Such  accidents  showed  a definite  sea- 
sonal variation  with  a peak  during  July  and 
August,  for  which  haying,  the  playing  of 
children  and  other  unclassified  activities 
were  largely  responsible.  Fifty  per  cent  of 
all  farm  accidents  occurred  either  in  the  barn 
or  in  the  barnyard. 

“Routine  chores  were  the  most  dangerous 
single  motivating  activity,  with  logging  and 
haying  next  in  order  of  frequency.  Farm 
tools  and  implements,  animals,  machinery 
and  vehicles  all  contributed  their  share  of  in- 
juries in  about  equal  proportions.  Falls  were 
numerous.  Males  were  involved  with  ten 
times  the  frequency  of  females. 

“Fractures  comprised  one-third  of  all  in- 
juries; division  of  nerves  and  tendons  and 
partial  or  complete  amputations  of  fingers 
and  hands  were  common.  The  shoulder  and 
upper  extremity  were  injured  more  frequent- 
ly than  the  hip  and  lower  extremity. 

“The  average  period  of  hospitalization  was 
18.3  days  and  the  average  number  of  out- 
patient visits  was  5.7.  Nearly  50  per  cent  of 
all  patients  reached  the  hospital  within  one 
hour. 


“The  monetary  loss  incidental  to  serious 
injuries  was  for  most  farmers  a major  fi- 
nancial catastrophe.  Twenty  per  cent  were 
able  to  pay  nothing  for  their  professional 
care  and  hospitalization,  18  per  cent  paid  in 
part  and  62  per  cent  paid  in  full.  Most  of 
the  last  mentioned  required  many  months 
and  even  years  for  the  complete  discharge 
of  their  financial  obligation.  The  mortality 
was  5.1  per  cent.” 

In  analyzing  the  310  farm  accidents  re- 
quiring hospitalization,  Dr.  Powers  says  that 
routine  chores  accounted  for  nearly  one- 
third  of  them,  logging  for  one-fifth  and  hay- 
ing for  one-sixth. 

Of  the  total  number  70.3  per  cent  were 
due  to  carelessness  of  the  person  injured  and 
9.4  per  cent  to  the  carelessness  of  someone 
else. 

“Assault  or  suicide  was  responsible  for  4.2 
per  cent  of  the  injuries,”  Dr.  Powers  reports, 
“a  rather  unexpected  hazard  but  one  which 
may  be  explained  by  the  lonely  life  of  pover- 
ty and  solitude  which  farmers  lead  in  dis- 
tinctly rural  areas.”  The  incriminating 
agents  of  the  farm  accidents  included  tools, 
implements,  machinery,  falling  trees  and 
falls  on  slippery  or  icy  ground. 

A.  G.  Cranch,  M.  D.,  New  York,  in  dis- 
cussing Dr.  Powers’  paper,  says:  “One  is  ac- 
customed to  overlook  the  hazards  in  farming 
and  agriculture.  Hazardous  situations  exist 
because  of  the  primitive,  makeshift  tools 
usually  employed  for  the  work  on  the  farm, 
because  of  the  improper  use  made  of  ill 
adapted  tools  and  because  the  machinery  on 
the  farm  is  almost  completely  unguarded.” 


Sulfanilamide  and  Allied  Azo  Dyes  in  the 
Treatment  of  Pneumonia 

LYNN  T.  HALL,  M.  D. 

From  the  Department  of  Medicine,  College  of  Medicine, 
L’niversity  of  Nebraska 
Omaha,  Nebr. 


When  Domagk  discovered  the  effective  an- 
tistreptococcal  use  of  the  azo  dye  now  known 
as  sulfanilamide(1)  and  Mietzsch  and  Klar- 
er(2>  confirmed  these  observations  by  using 
the  drug  in  infected  mice,  they  made  the 
most  important  contribution  to  chemo-thera- 
py  since  the  606th  experiment  of  Ehrlich  and 
the  subsequent  announcement  of  salvarsan  to 
the  wTorld.  The  literature  has  been  literally 
filled  with  articles  reporting  studies  and  in- 
vestigations inspired  by  these  announce- 
ments. Such  a vast  amount  of  literature 
has  resulted  from  the  enthusiasm  which  has 
followed  the  study  of  these  drugs  that  it  is 
almost  impossible  to  keep  pace  with  the  re- 
ports. 

Sulfonamide  dyes  had  been  synthesized  by 
Germans  in  1908  and  the  following  year(3> 
(4).  These  were  developed  for  textile  pur- 
poses. In  1920  the  preparation  2.4-diamino 
azobenzene-4-solfonamide  (the  basic  form  of 
Prontosil)  was  brought  out  by  the  I.  G.  Far- 
benindustrie  in  the  English  patent  No.  149,- 
428  but  was  not  fully  described  until  1935. 
The  precise  date  is  uncertain,  but  it  is  fixed 
by  the  publication  of  the  patent  as  January  2, 
1935. 

Various  sulfonamides  were  studied  and  re- 
ports were  made  in  France  in  1936.  These, 
in  general,  dealt  with  Rubiazol  or  Septazine. 
The  English  studied  Prontosil  and  later  para 
amino  benzenesulfonamide  (sulfanilamide). 
Sulfanilamide  was  the  first  of  these  com- 
pounds to  be  reported  in  the  American  liter- 
ature, when  an  abstract  from  La  Presse 
Medicale  appeared  in  The  Journal  of  the 
American  Medical  Association,  June  13,  1936. 
Long  and  Bliss(5>(6>  and  Rosenthal  were 
among  the  first  to  report  the  chemothera- 
peutic activity  against  pneumococcus  Types 
I,  II,  III  infections  in  mice.  Marshall  and  his 
associates  studied  the  absorption  and  excre- 
tion of  these  products,  the  toxicity  of  the 
compound  as  well  as  a method  for  determin- 
ing the  concentration  of  the  compound  in  the 
body  fluids  and  tissues.  The  Council  of 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association  (April  17,  1937)  has 
adopted  the  name  “sulfanilamide”  for  para 
amino  benzene  sulfonamide.  The  drug  was 
12 


accepted  by  the  Council  for  New  and  Non- 
Official  Remedies  on  the  31st  of  July,  1937. 
Prontylin  is  a trade  name  for  sulfanilamide. 

Prontosil  is  not  available  in  the  United 
States.  Therefore,  sulfanilamide  and  neo- 
prontosil  and  sulfapyridine  represent  the  best 
of  some  200  or  more  related  compounds. 

As  background  for  the  use  of  sulfanila- 
mide it  is  necessary  to  recall  that,  as  Mar- 
shall has  shown,  it  is  almost  completely  ex- 
creted in  the  urine  and  that  in  man  this  ex- 
cretion takes  place  in  the  free  state  and  in 
the  conjugated  form.  Oral  administration 
is  a more  satisfactory  method  of  administra- 
tion than  subcutaneous  administration.  A 
single  dose  by  mouth  produces  a maximal 
concentration  of  the  drug  in  various  body 
tissues  with  the  exception  of  bone  and  fat. 
Usually  two  or  three  days  are  necessary  to 
establish  an  equilibrium  between  the  amount 
of  the  drug  ingested  and  excreted. 

Neo prontosil,  when  given  subcutaneously, 
is  eliminated  rapidly.  When  given  orally, 
absorption  is  slower  and  therefore  a greater 
concentration  should  be  attained  and  should 
lead  to  a greater  therapeutic  effectiveness. 

MODE  OF  ACTION 

The  exact  mode  of  action  of  these  drugs 
on  bacteria  in  the  body  is  still  unsettled. 
Much  attention  has  been  focused  on  the  ques- 
tion of  phagocytic  action,  production  of  anti- 
bodies, effect  of  the  drug  on  micro-organism, 
and  the  effect  of  the  drug  on  bacterial  tox- 
ins. While  much  favorable  evidence  has 
been  accumulated,  no  specific  proof  has  been 
evolved.  So  far,  then,  no  theory  has  been 
advanced  which  adequately  explains  the 
mode  of  action  of  the  sulphur  benzene  deriva- 
tives. For  the  present,  one  must  be  content 
with  the  conception  that  they  inhibit  the 
growth  of  susceptible  micro-organisms,  with 
varying  degree,  so  that  multiplication  is  re- 
duced and  the  various  defense  mechanisms 
of  the  host  are  less  impaired.  Leukocytes 
appear  to  be  necessary  for  action  and  results 
vary  proportionately  to  white  blood  counts. 
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TOXICITY 

Acid  base  equilibrium:  Large  doses  pro- 
duce a definite  though  temporary  acidosis 
due  to  alkali  deficit. 

Effect  on  the  nervous  system : Peripheral 
neuritis  may  occur,  but  these  effects  are  not 
important  if  the  drug  is  carefully  adminis- 
tered. 

Effect  upon  the  blood  and  hemopoetic  sys- 
tem: While  cyanosis  does  follow  the  large 

doses  sometimes  required,  it  generally  disap- 
pears after  the  withdrawal  of  the  drug.  Ex- 
periments suggest  that  there  is  a depression 
of  the  bone  marrow  as  evidenced  by  a de- 
struction of  the  blood  cells,  the  presence  of 
porphyrins  and  iron  pigment  in  the  spleen. 

Respiration : This  is  little  effected,  and  the 
basal  metabolism  of  rats  receiving  large 
doses  of  sulfanilamide  was  unchanged. 

Effect  on  body  temperatures:  Practically 
all  experiments  have  showed  a fall  of  tem- 
perature without  attendant  manifestations. 

Effect  on  the  kidneys:  While  sulfanila- 

mide in  large  doses  may  cause  a temporary 
decrease  in  kidney  function,  there  is  no  ex- 
perimental evidence  that  the  drug  causes  tis- 
sue damage  in  the  kidney.  However,  due  to 
its  low  solubility,  sulfapyridine  may  be  pre- 
cipitated in  the  tubules  or  renal  pelves,  thus 
forming  calculi,  which  may  cause  serious  ob- 
struction or  renal  damage. 

Effects  on  the  liver:  Little  effect  upon  the 
liver  has  been  observed. 

Effect  upon  the  skin:  Various  forms  of 

dermatitis  have  been  observed,  which  disap- 
pear rapidly  upon  the  withdrawal  of  the 
drug. 

Effect  upon  the  stomach  and  intestines: 
Irritation  in  a considerable  number  of  cases 
associated  with  vomiting  has  been  reported. 

Minor  toxic  manifestations : Malaise,  head- 
ache, nausea,  tinnitus. 

Slightly  more  severe  manifestations:  Ab- 
dominal or  chest  pain,  diarrhea  and  fever, 
skin  rashes  resembling  the  lesions  of  urti- 
caria, purpura  or  scarlet  fever. 

Severe  manifestations:  Cyanosis  and  jaun- 
dice, vomiting,  changes  in  blood  picture  (di- 
minished red  and  white  cell  count). 

INDICATIONS 

Bullowa(7)  and  Sadusk(8>  reported  activity 
of  sulfanilamide  against  Type  III  pneumococ- 


ci. Williams  and  Lawson(9>  and  Cain  et  al(10> 
have  reported  that  the  drug  appeared  to  have 
a beneficial  effect  in  small  groups  of  patients 
ill  with  untyped  lobar  pneumonia.  Myers 
and  Price (11)  reported  significant  advantages 
following  the  use  of  this  drug  in  Types  I,  II, 
V,  VII,  VIII.  Long  and  Bliss(12>  reported 
that  because  of  the  toxic  reactions  of  the 
drug  they  had  discontinued  the  use  of  sul- 
fanilamide. Inasmuch  as  sulfapyridine  has 
been  found  to  have  a definite  degree  of 
chemotherapeutic  activity,  the  use  of  sulfan- 
ilamide has  little  place  in  the  treatment  of 
pneumonia.  Since  the  reports  of  Evans  and 
Gaisford(13>,  Flippin(14>,  and  Whitby (15)  con- 
cerning sulfapyridine,  all  observers  have  not- 
ed much  more  satisfactory  effects.  With  the 
relatively  low  cost  and  the  widespread  use  of 
this  drug,  changes  in  mortality  are  more  like- 
ly to  be  caused  than  by  the  use  of  the  serum, 
although  the  combined  use  of  the  two  seems 
to  be  definitely  of  advantage.  Indications 
suggesting  use  of  the  drug  are  several:  (1) 
when  the  types  of  pneumonia  are  undeter- 
mined or  mixed.  (2)  Especiallv  when  the 
types  are  I,  II,  III,  V,  VII,  VIII,  XIV.  (3) 
When  typing  is  not  done  or  not  available  or 
there  is  no  sputum.  (4)  When  the  patient 
is  not  in  the  hospital.  (5)  When  used  post- 
operatively  as  well  as  primarily.  (6)  When 
the  cost  of  $15.00  or  $20.00  is  compared  with 
the  cost  of  the  serum,  $75.00  or  $100.00. 

CONTRAINDICATIONS 

It  should  be  emphasized  that  the  use  of 
serum  is  not  a contraindication  for  the  use 
of  the  drug.  It  may  precede  or  later  accom- 
pany the  use  of  serum.  The  best  results  to 
date  have  apparently  followed  chemo-  and 
serum  therapy.  If  hepatic  insufficiency  is 
known  to  exist,  the  drug  should  be  withheld. 
Renal  impairment  is  always  a danger  signal 
to  use  of  the  drug,  as  is  marked  anemia.  A 
previous  history  of  poor  toleration  of  the 
drug  should  always  be  kept  in  mind.  Pa- 
tients of  this  group  without  exception  bear 
the  drug  poorly.  Episodes  of  vomiting  fol- 
lowing the  administration  sometimes  prevent 
the  use  of  the  oral  preparation,  but  the  sodi- 
um salt  may  be  employed  parenterally. 

CONCENTRATION 

The  drug  exists  in  the  blood  and  urine  of 
human  beings  in  both  the  unaltered  and  con- 
jugated forms.  Doses  of  .05  to  .10  gm.  of 
sulfanilamide  per  kilo  are  said  to  be  effective 
and  to  yield  an  adequate  concentration  in  the 
blood.  One  gram  (15  grains)  every  four 
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hours  for  six  doses  in  twenty-four  hours  has 
become  the  general  routine  for  an  adult  of 
average  weight.  Stronger  dosages  have  been 
employed,  but  these  are  now  considered  un- 
necessary. Comparable  doses  of  sulfapyri- 
dine  frequently  give  very  dissimilar  blood 
levels  in  different  persons.  For  this  reason 
it  is  important,  when  possible,  to  determine 
the  concentrations  of  the  drug  in  the  blood, 
rather  than  to  rely  upon  an  empirical  system 
of  dosage. 

RULES  FOR  ADMINISTRATION 

Adults: 

1.  Dosage: 

Initial  dose:  2 gm.  (30  grains). 

Subsequent  dose:  1 gm.  every  4 hours  until  the 
required  total  dosage  is  reached. 

Total  dose:  (1)  25  gm.  for  patients  treated  in 
the  first  5 days  of  the  disease.  (2)  15  gm.  for 
patients  treated  after  the  5th  day.  (3)  25  gm. 
or  more  for  patients  with  bacteremia.  (4)  15 
gm.  in  elderly  patients  and  those  with  kidney 
impairment.  (5)  Larger  doses  where  there  is 
evidence  of  spread  of  pneumonia  despite  nor- 
mal temperature.  Awaken  patient  to  give 
the  drug  during  the  night. 

2.  Mix  the  drug  with  water,  fruit  juice  or  milk. 

3.  Sodium  bicarbonate  Grains  X with  each  dose 
of  the  drug. 

4.  Nausea  may  be  of  central  origin  rather  than 
due  to  local  gastric  irritation.  Barbiturates  and 
chloral  hydrate  do  much  to  prevent  nausea.  Oxygen 
is  often  of  much  help. 

5.  Sodium  chloride  and  dextrose  intravenously 
minimize  nausea  and  vomiting,  restore  normal  fluid 
as  well  as  the  electrolytic  balance. 

Children : 

Dosage:  IV2  grains  per  pound  each  24  hours.  The 
above  is  especially  indicated  when  specific  serum 
has  been  used  with  little  or  no  success.  Conversely: 
If  the  drug  fails  to  show  improvement  in  48  hours, 
use  serum  or  both. 

INCOMPATIBILITIES 

In  our  experience,  no  drugs  except  saline 
cathartics  are  contraindicated.  (Sulphemo- 
globinemia  is  probably  due  to  the  absorption 
of  hydrogen  sulfide  from  the  bowel).  Co- 
dein, morphine,  acetylsalicylic  acid,  pentobar- 
bital sodium  (nembutal),  and  other  barbitu- 
rates and  even  Lugol’s  solution  have  been 
given  successfully  with  sulfanilamide  and  its 
derivatives  when  necessary  and  without  dele- 
terious effects. 

SUGGESTED  PROCEDURE 

1.  Each  case  should  have  adequate  bacteriologi- 
cal control,  including  smear  of  the  sputum,  culture 
and  typing  as  well  as  a blood  culture  before  ANY 
SERUM  OR  DRUG  IS  GIVEN.  (Both  drug  and 
serum  produce  transient  sterilization  of  the  blood). 


2.  Complete  blood  counts  and  urinalyses  and  non- 
protein nitrogen  studies  should  be  made  before  and 
during  the  treatment  to  prevent  complications. 

3.  Treatment  with  drugs  may  be  started  as  soon 
as  a diagnosis  has  been  made  and  the  above  pro- 
cedures have  been  complied  with. 

4.  In  older  patients,  in  parturient  women  and 
pregnant  women,  and  in  cases  where  specific  types 
of  pneumococci  are  found,  it  is  wise  to  give  the 
serum  at  once. 

CONCLUSIONS 

The  evidence  to  date  suggests  that  sulfan- 
ilamide and  allied  drugs  have  a definite  ther- 
apeutic value. 

Careful  observations  and  the  recognition 
of  toxic  signs  generally  prevent  serious  ef- 
fects. Withdrawal  of  the  drug  is  usually 
sufficient.  No  antidotes  have  been  recom- 
mended or  found  necessary. 

While  side  effects  of  the  drug  are  many, 
few  fatalities  are  attributable  to  its  use. 

It  is  admitted  that  the  use  of  the  drug  is 
still  in  the  experimental  stage.  Insufficient 
data  are  available  at  this  time  to  make  con- 
clusions. Likewise  comparisons  of  the  re- 
spective values  of  each  drug  are  not  possible 
at  present. 
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Why  “Mary’s  Never  Been  the  Same  Since 
Johnnie  Was  Born”* 

EARL  C.  SAGE,  M.  D. 

Omaha,  Nebr. 


IIow  often  have  you  had  a husband  bring 
his  wife  into  the  office  and  say,  “I  want  you 
to  examine  my  wife — she’s  never  felt  just 
right  since  the  baby  was  born.”  Here  is  a 
concrete  example:  Mrs. — had  delivered  a 
7%  lb.  baby  boy  eight  weeks  prior  to  this  vis- 
it. 

We  will  try  and  sketchily  picture  this  pa- 
tient to  you.  She  is  a bedraggled  looking 
soul,  thin,  and  wispy  white.  Her  clothes 
hang  on  her. 

“Well,  what  are  your  complaints?”  the 
physician  asks. 

“Doctor,  I just  can’t  get  my  strength  back, 
the  discharge  has  never  stopped,  my  back 
hurts,  and  I’m  tired  all  the  time.” 

What  is  this  patient  entitled  to?  More 
than  just  sympathy  and  a pat  on  the  back 
with  the  advice  that  she  will  be  all  right  as 
soon  as  she  gets  used  to  the  new  arrival. 

She  should  be  thoroughly  examined.  Now 
let  us  check  over  our  findings  and  see  what 
we  can  do  for  her. 

First,  her  blood  count  shows  a secondary 
anemia,  the  hemoglobin  is  68%  ; the  R.  B.  C., 
3,890,000.  It  is  explained  to  her  that  as  her 
blood  count  comes  up  to  normal  she  will  not 
be  so  tired  and  will  have  more  endurance.  To 
improve  her  blood  count  she  is  told  to  take 
iron  in  capsules,  ore  capsule  after  each  meal 
and  at  bedtime.  We  have  found  that  this 
medication  causes  less  gastrointestinal  dis- 
tress than  most  any  other  type  of  iron  ther- 
apy. The  capsule  should  contain  5 grains  of 
ferrous  sulphate.  Vitamin  B complex  may 
be  added  separately  or  in  combination  with 
the  iron.  If  the  liver  fraction  is  thought 
necessary  this  same  preparation  can  be  giv- 
en including  53  grains  of  fresh  liver  per  cap- 
sule. 

Labate,  of  Bellevue  Hospital  in  New  York 
City  (Am.  J.  Obst.  & Gyn.,  July,  1939)  stud- 
ied 881  pregnant  women  and  48%  of  all  pa- 
tients in  labor  had  an  anemia  on  admission 
to  the  hospital. 

Three  hundred  twenty-five  patients  who 
received  5 gr.  iron  sulphate  three  times  daily 
had  an  average  hemoglobin  of  80%  onadmis- 

♦Lecture  delivered  at  the  Annual  A^em'.'lj  of  The  Orra’.ia- 
Midwest  Clinical  Society,  Oct.  24,  1939. 


sion  during  labor,  307  patients  who  received 
no  iron  during  prenatal  period  had  an  aver- 
age hemoglobin  of  56%. 

Gottlieb  & Strean  (May,  1939,  Surg.  Gyn. 
& Obst.)  in  their  study  of  the  prevention  of 
maternal  and  infant  anemia  gave  250  pa- 
tients the  following  medication: 

Fifty  patients — 30  grains  of  ferri  et  am- 
monium citrate  in  elixir  lactated  pepsin  three 
times  daily, — 76%  showed  a good  deal  of 
gastrointestinal  upset,  normal  values  in 
hemoglobin  and  red  cell  count  reached  in  4 
weeks. 

Fifty  patients  received  6 grains  of  ferrous 
carbonate  and  (4  SB'-  copper  three  times  a 
day,  the  response  was  not  as  rapid  as  in  pre- 
vious group, — normal  values  reached  in  6 
weeks.  48%  of  patients  showed  gastroin- 
testinal upsets. 

Fifty  patients  received  5 grains  of  reduced 
iron  three  times  daily,  normal  hemoglobin 
values  reached  in  5 weeks — 36%  showed  gas- 
trointestinal upsets. 

One  hundred  patients  received  ferrous  sul- 
phate gr.  5,  combined  with  vitamin  B de- 
rived from  yeast  concentrate — 15  grains  dai- 
ly— normal  values  reached  in  4 weeks;  5% 
of  the  100  patients  had  gastric  upsets. 

It  has  been  found  that  almost  three- 
fourths  of  the  women  have  a secondary  ane- 
mia in  the  third  trimester  of  pregnancy,  this 
patient  undoubtedly  fell  in  this  group,  she 
should  have  had  the  iron  at  that  time, 
throughout  her  lying-in  period  and  for  6-8 
weeks  post  partum. 

Anemia  in  the  pregnant  or  puerperal  wom- 
an is  no  new  finding,  we  admit.  Mariceau 
(1637-1709)  in  his  “Diseases  of  Women  with 
Child  and  Child  Bed”  wrote,  “and  because 
big-bellied  women  have  never  good  blood,  let 
her  put  into  her  broth,  those  herbs  which 
purify  it,  as  sorrel,  lettuce,  succory  and  bor- 
rage.” 

Secondly  the  pelvic  examination  showed  a 
foul  smelling,  yellow-grayish  thin,  frothy 
discharge.  There  was  reddening  of  the  vag- 
inal, mucosa  and  small  red  punctate  “straw- 
berry”* spots  were  seen  in  the  vaginal  vault. 
This  made  us  suspicious  of  a trichomonas  in- 
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fection — some  of  the  discharge  was  put  on  a 
glass  slide,  a drop  or  two  of  normal  saline 
added,  a cover  slip  superimposed  and  the  ma- 
terial examined  under  a low  power  of  the  mi- 
croscope. The  motile  trichomonas  organisms 
a little  larger  than  a pus  cell,  were  seen. 
Printed  instructions  were  then  given  the  pa- 
tient for  the  treatment  of  this  condition. 

Treatment  of  trichomonas  vaginitis  with 
diodoquin*  tablets  gr.  I1-. 

1.  Place  one  tablet — slightly  moistened  into  the 
posterior  part  of  vagina — as  far  back  as  possible — 
at  night  and  in  the  morning  for  one  week. 

2.  For  the  following  week — use  tablet  only  at 
night. 

3.  Use  a douche  every  other  morning  of  3 table- 
spoonfuls  of  vinegar  to  two  quarts  of  warm  water, 
after  which  insert  one  of  these  tablets  into  vagina. 

4.  During  menstruation  douche  with  the  vinegar 
solution  three  times  a day.  This  douching  should 
be  continued  during  the  next  three  menstrual  peri- 
ods. 

5.  After  the  first  3 weeks  of  active  treatment, 
the  tablet  should  be  inserted  at  bedtime  2 or  3 times 
a week  for  the  following  2 or  3 months  as  a prophy- 
lactic measure. 

Local  treatment  in  the  office  consisted  of 
cleansing  the  vaginal  tract  with  tincture  of 
green  soap,  drying  the  tract  with  air,  and  in- 
sufflating with  1%  silver  picrate  powder  in 
kaolin. 

Trichomonas  vaginalis  infestation  has  been 
found  in  females  from  3 months  to  85  years 
of  age.  It  is  more  prevalent  during  the 
years  of  sexual  activity.  About  20  % of 
pregnant  women  have  this  infection. 

Eighty  percent  of  patients  respond  favor- 
ably to  treatment:  20%  have  recurrent  pe- 
riods of  reinfection,  especially  near  the  men- 
strual period,  with  intercourse,  and  during 
pregnancy. 

Some  women  will  have  an  eroded  cervix 
and  the  linear  cauterization  of  this  lesion  at 
10-14  day  intervals  will  cause  the  disappear- 
ance of  the  columnar  epithelium  and  the  re- 
establishment of  the  squamous  epithelium. 

Thirdly,  the  pelvic  examination  further  re- 
vealed a 2 retrodisplaced  heavy  uterus. 
Fully  25%  of  women  during  their  puerperium 
will  have  their  uterus  retrodisplaced.  By 
the  Kuestner  maneuver  the  uterus  can  be 
brought  forward  and  a properly  fitting  pes- 
sary inserted.  The  pessary  finds  its  field  of 
greatest  usefulness  in  these  cases.  As  a rule 
the  Albert  J.  Smith  type  of  pessary  cv  the 

•There  are  several  preparations  on  the  market  under  proprie- 
tory names.  - » * ’* 


Hodge,  are  most  satisfactory.  As  pessaries 
may  produce  more  or  less  vaginal  irritation, 
daily  gentle  cleansing  douches  are  advised. 
Within  a week  this  patient’s  backache  and 
bearing-down  discomfort  has  been  eliminat- 
ed. She  is  advised  to  return  once  a month 
to  have  the  pessary  cleaned,  vaginal  vault  in- 
spected to  see  that  there  are  no  areas  of  pres- 
sure necrosis  and  have  the  pessary  replaced. 
After  several  months  the  ring  is  left  out  and 
she  returns  to  see  if  the  uterus  will  stay  for- 
ward. If  she  has  a persistant  retrodisplace- 
ment  with  symptoms,  surgical  intervention 
may  be  necessary.  Cessation  of  symptoms 
when  the  patient  is  wearing  the  pessary,  fol- 
lowed by  their  return  on  removal  of  the  pes- 
sary, is  evidence  that  a properly  performed 
operation  will  effect  a cure. 

On  inquiry  it  is  learned  that  the  patient’s 
rest  is  being  disturbed  by  the  baby  crying  at 
night.  The  baby  is  sleeping  in  the  same 
room  as  the  parents.  It  is  suggested  that 
the  baby  will  do  much  better  sleeping  in  its 
own  room.  This  child  is  gaining  normally 
and  needs  no  2 o’clock  feeding,  after  a few 
nights  crying  the  child  learns  to  sleep  from 
the  10  p.  m.  feeding  until  the  6 a.  m.  break- 
fast. The  mother  gets  her  much  needed  rest 
and  feels  immeasureablv  better.  If  the  child 
needs  the  extra  food  the  father  is  encour- 
aged to  get  the  bottle  with  the  supplemental 
feeding  and  give  it  to  the  baby.  If  the  moth- 
er feeds  the  baby  7 times  a day  the  father 
can  give  the  child  this  one  feeding.  He  can 
then  begin  to  understand  why  “his  wife  has 
not  felt  just  right  since  the  baby  was  born.” 

During  pregnancy  and  lactation  there  is 
certainly  a drain  on  the  maternal  stores  of 
reserve  calcium.  The  added  burden  of  an 
infant  at  breast,  represents  a sufficient  de- 
mand on  the  maternal  calcium — phosphorus 
mechanism  to  sometimes  produce  a relative 
calcium — phosphorus  deficiency.  The  Ameri- 
can diet  is  said  to  be  deficient  in  calcium. 
The  pregnant  and  nursing  mother’s  daily  di- 
etary requirement  of  calcium  is  estimated  to 
be  from  1.5  grams  to  2:5  grams.  The  moth- 
er may  not  have  a sufficient  hypocalcemia  to 
show  evidence  of  tetany,  but  she  may  have 
leg  cramps,  general  muscular  weakness,  ting- 
ling and  numbness  of  the  fingers  and  ex- 
tremities and  show  an  irritability  of  disposi- 
tion unusual  to  the  patient.  We  have  found 
that  the  administration  of  dicalcium  phos- 
phate aiitj  vitamin  D in  the  form  of  perco- 
morph  oil  or  viosterol  will  alleviate  these 
symptoms.  The  foods  containing  the  high- 
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est  percentage  of  calcium  are:  milk,  cheese, 
ice  cream,  beet  greens,  cauliflower,  celery, 
chard,  figs,  oranges,  peas,  turnip  tops,  mo- 
lasses, Mead’s  Pablum,  Gerber’s  Cerevim,  and 
Paley-Sachs  canned  strained  vegetables  with 
soy  bean,  dicalcium  phosphate  and  wheat 
germ  added. 

We  should  not  forget  that  calcium  is  a nor- 
mal constituent  of  all  tissues  and  all  tissue 
fluids.  It  is  of  value  in  every  function  of 
every  tissue  and  organ  of  the  body,  in  fact 
calcium  is  part  and  parcel  of  blood,  muscle 
and  bone.  The  nursing  mother  as  well  as 
the  pregnant  woman  should  receive  an  ade- 
quate calcium  and  phosphorus  intake. 

This  patient’s  mental  equilibrium  is  like- 
wise upset  because  of  the  fear  that  she  might 
become  pregnant  in  the  near  future.  She 
knows  that  because  she  is  nursing  the  baby, 
affords  her  no  guarantee  that  she  may  not 
conceive — she  wants  contraceptive  advice. 
In  this  day  and  generation,  the  patient  has 
a right  to  insist  on  proper  contraceptive  ad- 
vice from  her  obstetrician  at  the  time  of  her 
six  weeks  post  partum  examination.  If  it  is 
against  his  disposition  to  furnish  such  infor- 
mation, he  should  refer  the  patient  to  anoth- 
er doctor  who  is  expert  in  this  field.  The 
preferred  contraceptive  of  a large  majority 


of  couples  is  the  occlusive  vaginal  diaphragm 
with  jelly.  This  patient  is  fitted  with  a dia- 
phragm while  wearing  the  Smith  pessary  to 
hold  her  uterus  forward. 

Recent  medical  studies  have  demonstrated 
the  importance  and  advisability  of  spacing 
pregnancies  to  avoid  too  great  a drain  on  the 
health  of  the  mother,  and  to  guard  the  best 
interests  of  the  child  or  children  already 
born.  When  this  patient  realizes  that  she  is 
equipped  with  the  information  to  properly 
care  for  herself  and  newborn  baby  without 
the  fear  of  another  pregnancy  intervening, 
a big  load  is  off  her  shoulders.  In  a study  of 
2,885  ward  patients  at  the  Johns  Hopkins 
Hospital,  one-fourth  of  the  whites,  and  one- 
third  of  the  negroes  became  pregnant  with- 
in the  12  months  after  delivery.  Of  the 
whites  36%,  and  of  the  negroes  47%  were 
still  nursing  when  they  conceived.  One  tenth 
of  the  patients  did  not  menstruate  even  once 
between  pregnancies. 

. & 

The  secondary  anemia,  the  retrodisplaced 

uterus,  the  vaginitis  and  annoying  leukor- 
rhea,  the  possible  hypocalcemia  and  the  fear 
of  another  pregnancy  as  soon  as  this  child 
was  weaned,  are  some  of  the  reasons  why 
“Mary’s  never  been  the  same  since  Johnnie 
was  born.” 


Genito-Urinary  Diseases  in  General  Practice* 

JAMES  D.  BRADLEY,  M.  D. 

Pender,  Nebraska 


The  title  of  my  paper  this  evening  is 
“Genito-Urinary  Diseases  in  General  Prac- 
tice.” I consider  this  phase  of  medicine  and 
surgery  a very  important  one,  and  one  which 
requires  constant  and  detailed  study  of  the 
patient.  In  fact,  it  is  not  an  easy  procedure 
to  carry  out  a complete  genito-urinary  study 
in  general  practice  as  the  patient  is  apt  to 
tire  of  the  “country  doctor”  making  re- 
peated urine  examinations,  inserting  that- 
long  instrument  through  which  he  peeks  into 
the  bladder,  and  taking  an  x-ray  picture,  not 
once  but  on  occasion,  several  times.  In  spite 
of  the  drawbacks,  with  perserverance,  the 
“country  doctor”  can  arrive  at  a diagnosis. 

During  the  past  few  years,  medicine  and 
surgery,  through  constant  effort  on  the  part 
of  everyone  engaged  in  the  medical  sciences 
have  made  tremendous  strides.  We  no  longer 

*Read  before  the  Five  County  and  Six  County  Medical  Socie- 
ties June  22,  1939,  at  Pender,  Nebr. 


sit  back  and  wait  for  the  “text  book”  picture 
to  develop  for  then  it  may  be,  and  usually 
is,  too  late  to  carry  out  any  corrective  pro- 
cedure and  we  are  forced  to  resort  to  symp- 
tomatic treatment,  especially  for  the  relief 
of  pain,  or  operative  surgery  for  the  same 
reason.  A single  symptom  or  sign  is  usually 
the  reason  for  a patient  consulting  a physi- 
cian, and  if  we  pass  this  up  with  an  all-know- 
ing attitude  and  wave  of  the  hand  as  noth- 
ing to  be  worried  about  we  have  not  carried 
out  our  duties  as  physicians  and  protectors 
of  the  health  of  the  individual.  Further- 
more, we  have  done  harm  because  when 
some  other  sign  or  symptom  appears  the  pa- 
tient will  hesitate  to  return  until  perhaps  the 
condition  has  advanced  again  to  the  typical 
“text  book”  picture. 

This  is  especially  true  of  genito-urinary 
diseases,  and  more  specifically  of  diseases  of 
the  kidneys.  In  spite  of  the  fact  that  we 
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can  take  an  x-ray  of  the  lung  fields  and 
even  insert  a bronchoscope  and  get  a fairly 
good  picture  of  the  pleura  and  take  a biopsy, 
or  inspect  the  trachea  and  bronchi,  at  the 
same  time  getting  a biopsy,  we  are  unable  as 
yet  to  make  definite  diagnosis  of  tumors  of 
the  kidney  directly.  For  this  we  must  rely 
on  what  we  find  on  examination  of  the  urine 
collected  separately  from  the  kidneys,  and 
x-ray  examinations  with  opaque  materials 
which  at  best  are  merely  suggestive  and  by 
no  means  conclusive. 

The  point  I wish  to  stress  is  that  Genito- 
urinary symptoms  are  at  times  meager,  in 
fact  may  be  fleeting,  in  early  cases,  and  as  a 
rule  one  symptom  or  sign  is  present  only  at 
one  time.  For  example  painless  hematuria 
should  be  checked  and  the  cause  determined 
— we  do  not  have  bleeding  without  a path- 
ological condition — unless  from  trauma  which 
is  known.  Vague  pains  in  the  flank  at  times 
referred  to  the  groin  cannot  be  passed  off 
because  of  the  possibility  of  a sacro-iliac  dis- 
ease or  a retroverted  uterus. 

Slight  burning  or  discomfort  coupled  with 
occasional  frequency  is  another  early  symp- 
tom requiring  a more  thorough  search.  I 
agree  that  to  carry  out  a complete  genito- 
urinary examination  because  of  mild  symp- 
toms is  not  an  easy  accomplishment,  but  if 
we  do  we  will  many  times  be  rewarded  with 
an  early  definite  diagnosis  in  time  to  help 
the  patient. 

Case  I.  Mrs.  F.  S.,  a white  female,  age  28.  No 
serious  past  diseases.  One  child,  aged  3 years,  de- 
livery normal.  Patient  first  seen  Dec.  13,  1938. 
She  complained  of  pain  in  the  right  flank  referred 
to  the  right  groin  and  on  down  the  inner  aspect  of 
the  right  thigh.  Pain  intermittent  with  no  definite 
time  of  onset,  lasting  from  just  a few  minutes  to 
several  hours.  This  pain  had  been  present  for  the 
past  six  months.  Pelvic  examination  revealed  a 
normal  cervix,  uterus  normal  in  size  and  shape, 
with  a mild  retroversion.  Remainder  of  the  physical 
examination  was  negative,  as  were  the  blood  and 
urine  studies.  On  Jan.  3,  1939,  an  intravenous 
pyelogram  was  done  revealing  a narrowing  of  the 
right  ureter  just  below  the  pelvis  with  dilatation 
below  that  point.  On  Jan.  11,  the  patient  was 
cystoscoped.  The  bladder  appeared  normal.  The 
right  ureter  was  catheterized  with  immediate  free 
flow  of  clear,  normal  urine.  High  up  an  obstruction 
was  encountered  at  which  time  the  patient  imme- 
diately complained  of  the  same  type  of  pain  for 
which  she  sought  examination.  The  stricture  was 
passed  and  then  further  dilated  with  a bougie.  The 
patient  returned  on  Jan.  24,  and  stated  that  no  fur- 
ther pain  had  occurred.  Examination  of  the  urine 
was  negative.  On  June  9,  1939,  four  months  later 
the  patient  again  returned  stating  that  for  the  past 
week  the  pain  was  again  present  though  not  as 


marked  as  last  fall.  Both  ureters  were  again  cathe- 
terized. The  urine  obtained  was  normal — the  right 
ureter  was  again  dilated  and  the  patient  has  been 
symptom-free  since  that  time.  This  illustrates  a 
case  of  low  back  pain  with  a definite  etiology,  and 
amenable  to  treatment. 

Case  II.  Mr.  E.  L.,  a white  male,  50  years  of 
age  was  seen  at  1:00  a.  m.,  Jan.  1,  1939.  He  was 
unable  to  urinate  and  was  passing  blood.  Catheteri- 
zation was  attempted  with  no  success,  although  aft- 
er the  manipulation  he  did  pass  twelve  ounces  of 
highly  colored  urine.  The  next  morning  he  was  still 
passing  blood — no  urine.  Past  history — 4 years  ago 
transurethral  resection;  2 years  ago — transurethral 
resection.  The  patient  was  hospitalized  and  ob- 
served for  two  days.  During  this  time  he  continued 
bleeding  and  passing  small  quantities  of  urine. 
Catheterization  was  impossible.  On  Jan.  4 a su- 
prapubic approach  was  made  to  the  bladder.  A 
large  quantity  of  urine  and  many  blood  clots  were 
evacuated  from  the  bladder.  Both  lateral  lobes  of 
the  prostate  bulged  up  into  the  bladder,  both  were 
bleeding.  A stricture  was  present  between  the  two. 
The  prostate  was  enucleated  in  the  usual  manner. 
Two  more  strictures  were  found  in  the  urethra  just 
anterior  to  the  prostate.  A sinus  lined  with  epi- 
thelium, and  large  enough  to  admit  a catheter, 
was  found  coursing  through  the  right  lateral  lobe. 
The  pathological  report  was  subacute  and  chronic 
prostatitis.  The  patient  was  discharged  on  the  19th 
post  operative  day.  This  case  is  not  reported  be- 
cause of  the  symptoms  but  because  of  the  unique 
pathology. 

Case  III,  Mr.  A.  F.,  a white  male,  age  57  years, 
weight  246  pounds.  Patient  was  first  seen  Dec.  3, 
1938,  complaining  of  restlessness,  headache,  and  pain 
in  the  left  hip  and  leg.  He  walked  with  a limp  and 
had  only  about  20  degrees  motion  of  the  left  hip 
(probably  from  an  old  tuberculosis  of  the  hip).  Re- 
mainder of  the  physical  examination  was  negative 
with  the  exception  of  the  prostate  which  was  slightly 
enlarged,  quite  tender  on  the  left  side,  and  slightly 
tender  on  the  right.  Urine  examination  revealed 
many  pus  cells  and  red  blood  cells.  Patient  re- 
turned in  one  week,  same  symptoms,  all  increased, 
unable  to  sleep,  frequency  every  hour,  nocturia,  and 
burning  on  urination.  There  was  a two  ounce  res- 
idual urine  which  was  cloudy  and  dark  containing 
many  pus  and  red  blood  cells.  R.  B.  C.  was  4,900,000 
and  the  W.  B.  C.  7,650.  Hb.  100%,  (Sahli),  Differen- 
tial count  normal.  Patient  again  returned  Dec.  17, 
same  symptoms  with  relief  of  burning  on  urination. 
Until  this  time  the  patient  reported  this  as  an  acute 
affair,  however  on  closer  questioning  I found  that  it 
extended  over  a period  of  3 to  4 years.  Two  years 
ago  he  stated  that  he  had  passed  a stone  the  size  of 
a bean,  and  one  month  later  passed  some  blood.  A 
flat  plate  of  the  urinary  tract  was  negative.  An  in- 
travenous pyelogram  revealed  a dilated  left  ureter. 
On  Dec.  28,  the  patient  was  cystoscoped.  A median 
bar  enlargement  made  entrance  of  the  cystoscope 
difficult.  Irrigation  through  the  instrument  yielded 
a large  quantity  of  old  blood  clots.  Examination  of 
the  bladder  revealed  a flat  papilloma  2 cm.  in  di- 
ameter involving  the  left  side  of  the  trigone  en- 
croaching on  the  left  ureteral  orfice.  The  tumor 
bled  easily.  In  view  of  the  fact  that  all  papillomas 
of  the  bladder  become  malignant  sooner  or  later  it 
was  thought  best  to  attempt  removal.  With  symp- 
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toms  extending  over  a four  year  period  there  was 
not  much  doubt  as  to  malignancy  in  this  case.  On 
January  17,  under  spinal  anesthesia,  the  bladder  was 
opened  suprabically  and  the  tumor  exposed.  The 
bladder  portion  of  the  tumor  was  removed  by  cau- 
terization and  radium  implanted,  five  1.33  mgm. 
needles  and  two  .66  mgm.  needles  of  radium  element 
being  used.  These  were  left  in  place  ten  days.  Re- 
covery was  uneventful  and  the  patient  was  dis- 
charged Feb.  24,  1939.  The  pathologist’s  report  was 
grade  4 carcinoma  of  the  bladder.  Subsequent  treat- 
ment consisted  of  1040  roentgen  units  into  the  region 
of  the  bladder  by?  deep  therapy.  The  reaction  to 
x-ray  was  rather  severe  and  the  patient  refused  fur- 
ther treatment.  Cystoscopy  of  the  bladder  one 
month  ago  revealed  a white  retracted  area  where  the 
tumor  had  been.  No  evidence  of  new  growth  could  be 
detected.  This  case  illustrates  early  fleeting  hema- 
turia and  vague  pain  as  the  only  symptoms. 

Case  IV,  Mrs.  H.  F.,  a white  female,  age  35,  con- 
sulted me  March  25,  1939,  because  of  a dermatitis 
involving  both  forearms.  A routine  examination  of 
the  urine  revealed  it  to  be  “smoky.”  Microscopic 
examination  revealed  the  presence  of  many  pus  cells 
and  red  blood  cells.  The  patient  returned  one  week 
later,  the  arms  being  clear,  the  urine  was  the  same. 
At  this  time  the  patient  considered  herself  cured  be- 
cause of  the  abatement  of  the  skin  disorder  and  was 
not  in  the  least  worried  about  the  hematuria.  It  was 
of  one  and  a half  years  duration  and  caused  her  no 
pain.  Physical  examination  revealed  no  abnormali- 
ty and  there  had  been  no  loss  of  weight.  The  only 
sign  was  painless  hematuria.  On  April  11,  1939, 
the  patient  was  cystoscoped.  The  bladder  appeared 
normal.  The  right  ureteral  orfice  was  normal  and 
spurted  clear  urine.  The  left  orfice  was  slightly 
reddened,  spurts  of  cloudy  urine  fogged  the  cysto- 
scope.  Catheterization  was  not  attempted  at  this 
time.  At  8:00  p.  m.,  the  patient  called  me  because 
of  marked  hematuria  since  5:00  p.  m.  A flat  plate 
revealed  no  stone,  but  the  left  kidney  could  be  seen 
enlarged.  The  bladder  was  irrigated  till  clear  and 
the  patient  returned  home.  The  next  day  an  intra- 
venous urogram  was  done.  The  plate  revealed  a de- 
formed left  pelvis  in  that  no  calyces  were  present. 


Centrifuged  specimens  of  bladder  urine  revealed  no 
organisms  by  the  Gram  and  Methylene  Blue  stains, 
the  Ziehl-Nielsen  stain  revealed  no  acid  fast  bacilli. 
On  April  14  the  patient  was  again  cystoscoped  and 
the  left  ureter  catheterized.  A retrograde  pyelo- 
ureterogram  was  carried  out  on  the  left  side  reveal- 
ing the  same  deformity  as  found  on  the  intravenous. 
The  patient  was  again  seen  on  April  17  at  which 
time  she  complained  of  pain  in  the  left  flank  radiat- 
ing around  the  inguinal  and  pubic  regions.  This 
pain  was  described  as  the  same  as  when  the  retro- 
grade solution  was  injected.  This  was  also  the  first 
time  she  had  complained  of  pain  and  was  due  to 
frank  hemorrhage  from  the  left  kidney  as  small 
“match  stick”  like  clots  of  blood  were  recovered 
from  the  urine.  A tuberculin  skin  test  was  nega- 
tive. During  the  next  few  days  the  patient  com- 
plained of  severe  recurrent  pain  and  continued  to 
pass  small  clots  of  blood.  On  April  24  both  ureters 
were  catheterized  and  bilateral  uretero-pyelograms 
done,  which  showed  again  the  marked  deformity 
apparently  due  to  compression  on  the  left,  and  a 
normal  right  pelvis.  A diagnosis  of  tumor  of  the 
left  kidney  seemed  in  order.  The  patient  was  ad- 
mitted to  the  hospital  on  May  1,  1939,  and  on  May 
5,  I removed  the  left  kidney.  The  approach  was  by 
the  extra  peritoneal  lumbar  route  with  section  of  the 
muscles.  The  kidney  was  found  to  be  twice  the  nor- 
mal size  with  a bulging  mass  at  the  middle  and  the 
lower  pole.  A portion  of  the  twelfth  rib  was  re- 
moved to  enable  delivery  of  the  kidney  into  the 
wound.  The  ureter  was  ligated  and  cut  as  low  as 
possible.  The  pedicle  was  clamped,  cut,  and  doubly 
ligated.  A drain  was  inserted  and  the  wound  closed 
in  anatomical  layers.  The  whole  lower  half  of  the 
kidney  was  composed  of  an  apparently  unorganized 
stringy  mass.  The  microscopic  diagnosis  was  papil- 
lary adenoma.  The  drain  was  removed  at  the  end 
of  48  hours,  and  the  sutures  on  the  7th  day.  The 
wound  healed  by  first  intention,  recovery  was  un- 
eventful, and  the  patient  was  discharged  on  the  20th 
post-operative  day.  At  present  the  patient  is  doing 
all  her  own  work  and  has  gained  six  pounds.  The 
urine  is  clear,  bladder  on  cystoscopy  normal.  This 
case  represents  a painless  hematuria. 


Nodules  in  Female  Breast  Region  May  Be 
Symptoms  of  Disease 

Nodules  under  the  skin  in  or  near  the  fe- 
male breast,  as  well  as  in  the  trunk  or  ex- 
tremities, may  be  symptoms  of  a relapsing 
febrile  disease,  J.  Samuel  Binkley,  M.  D., 
New  York,  asserts  in  The  Journal  of  the 
American  Medical  Association  for  July  8. 

He  reports  a case  of  the  disease  in  which 
the  first  nodules  appeared  in  the  fatty  tis- 
sues of  the  breast.  The  condition,  known  as 
“relapsing  nodular  nonsuppurative  panniculi- 
tis,” in  general  is  characterized  by  recurrent 
attacks  of  malaise  and  fever  of  varying  de- 
grees, associated  with  nodules  (cystlike  for- 
mations) under  the  skin  in  the  trunk  and  ex- 
tremities. The  nodules  may  show  various 


degrees  of  redness,  mottled  brawny  pigmen- 
tation and  tenderness.  They  do  not  tend  to 
discharge  pus  and  may  undergo  spontaneous 
regression,  often  resulting  in  localized 
atrophy  and  depressions  in  the  contour  of 
the  skin.  Residual  areas  of  thickening  may 
adhere  to  the  skin. 

Dr.  Binkley  believes  that  “the  case  calls 
attention  to  the  fact  that  localized  pannicu- 
litis of  the  female  breasts  probably  occurs 
separately  and  apart  from  the  general  con- 
dition. Preliminary  studies  of  a group  of 
patients  seem  to  indicate  that  nonsuppura- 
tive panniculitis  of  the  breasts  may  produce 
an  inflammation  with  death  of  the  fatty  tis- 
sue that  resembles  that  so  often  confused 
clinically  with  cancer.” 
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WHO  BELONGS  TO  THE  MEDICAL 
ASSOCIATION? 

In  this  issue  appears  a list  of  the  members 
of  the  Nebraska  State  Medical  Association 
as  of  December  31,  1939.  The  membership 
vacancies  in  the  several  communities  not 
listed  provokes  wonder  how  some  physicians 
especially  in  the  larger  communities  can  af- 
ford to  remain  as  on-lookers  from  the  out- 
side. A very  small  number,  to  be  sure,  ex- 
plain their  non-affiliation  on  the  basis  of 
“annual  dues”  which  they  consider  an  extra- 
vagance. 

The  large  majority  of  eligible  physicians 
who  remain  in  the  wings  looking  at,  and 
benefiting  from  organized  effort  may  be  de- 
scribed as  not  conscious  of  their  own  ability 
to  serve  the  profession.  Many  of  these, 
through  a well  known  psychologic  process  of 
self-defense  and  weak  defiance,  ask  “Who 
belongs  to  the  medical  society?”  The  answer 
is  submitted. 

He  belongs  to  the  medical  society  who 
cherishes  professional  kinship  of  fellows 


with  mutual  interests  in  a calling  which  even 
under  ideal  conditions  requires  understand- 
ing and  a neighborly  attitude  possible  only 
through  personal  contact.  Under  adverse 
conditions  this  attitude  becomes  even  more 
important.  Medical  society  meetings  pro- 
mote good  fellowship. 

He  belongs  to  the  medical  society  who  be- 
lieves that  the  science  of  medicine  is  con- 
stantly progressing.  Medical  society  meet- 
ings afford  the  opportunity  of  discussing 
latest  developments  in  the  various  fields,  and 
of  evaluating  time-honored  ideas  and  pro- 
cedures in  diagnosis  and  treatment  of  dis- 
ease. 

He  belongs  to  the  medical  society  who  ap- 
preciates the  efforts  and  successes  of  organ- 
ized medicine  in  elevating  the  standards  of 
medical  education  and  maintaining  profes- 
sional ideals  which  protect  physician  and  pa- 
tient alike  by  constantly  exposing  quacks 
and  charlatans  who  prey  upon  the  credulous 
and  the  gullible.  It  is  the  individual  mem- 
bers who  compose  the  county  medical  so- 
ciety, the  county  medical  societies  combine 
to  form  the  state  associations,  and  these  in 
the  aggregate  constitute  the  American  Medi- 
cal Association. 

He  belongs  to  the  medical  society  who  ap- 
preciates the  value  of  professional  standing 
that  a dignified  fraternity  bestows  upon  its 
members.  The  prestige  that  membership 
carries  is  best  illustrated  in  court  procedure. 
Judge  and  jury  respect  the  medical  witness 
who  “belongs”  and  view  with  distrust  if  not 
suspicion  the  outsider,  regardless  of  explana- 
tion. Reputable  insurance  companies  seldom 
appoint  their  examiners  without  inquiring 
about  the  applicant’s  membership.  Affilia- 
tion here  implies  professional  responsibility 
of  the  member. 

He  belongs  to  the  medical  society  who  be- 
lieves that  a united  effort  with  a noble  pur- 
pose is  more  conducive  to  public  and  profes- 
sional good  than  is  individual  disinterest  in 
social  and  economic  problems  with  which 
the  people  of  this  country  are  now  faced.  The 
threat  to  American  medicine  is  not  a theory. 
It  is  a grave  reality.  And  when  it  comes  to 
resisting  a well  organized  and  well  financed 
huge  political  machine  he  must  belong  who 
recalls  a well-known  fable  here  quoted: 

“An  old  man  on  the  point  of  death  sum- 
moned his  sons  around  him  to  give  them 
some  parting  advice.  He  ordered  his  servants 
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to  bring  in  a faggot  of  sticks  and  said  to  his 
oldest  son,  ‘Break  it.’  The  son  strained  and 
strained  but  with  all  his  efforts  was  unable 
to  break  the  bundle.  The  other  sons  also 
tried  but  none  of  them  was  successful.  ‘Un- 
tie the  faggot,’  said  the  father,  ‘and  each  of 
you  take  a stick.’  When  they  had  done  so 
he  called  out  to  them,  ‘Now  break,’  and  each 
stick  was  easily  broken.  ‘You  see  my  mean- 
ing,’ said  their  father:  ‘Union  gives 

strength’.” 


THE  NATIONAL  PHYSICIANS 
COMMITTEE 

Physicians  throughout  the  country  have 
been  asked  to  participate  in  the  efforts  of 
The  National  Physicians  Committee  for  Ex- 
tension of  Medical  Service.  This  Committee 
has  for  its  function  the  carrying  out  of  an 
active  campaign  against  all  vicious  propa- 
ganda which  aims  to  sell  the  American  peo- 
ple a bill  of  goods  on  politically  administered 
medical  care. 

Many  physicians  are  hesitant  in  joining 
this  active  group  on  suspicion  that  the  func- 
tions of  this  Committee  may  interfere,  or 
even  conflict,  with  the  established  functions 
of  the  American  Medical  Association.  The 
fact  is  that  the  National  Physicians  Commit- 
tee, far  from  interfering  with  the  activities 
and  functions  of  the  American  Medical  Asso- 
ciation, will  simply  assume  some  of  the  acti- 
vities which  for  many  reasons  the  American 
Medical  Association  cannot  undertake.  It  is 
well  to  think  of  this  Committee  as  an  auxil- 
iary to  the  medical  profession— an  organiza- 
tion which,  because  of  the  nature  of  its  po- 
tential membership,  may  achieve  more  than 
is  possible  for  one  representative  group. 
Thus  this  Committee,  unlike  the  American 
Medical  Association  may,  and,  in  fact,  will 
solicit  memberships  from  other  professions 
allied  to  medicine,  such  as  dentistry,  phar- 
macy, nurses,  etc.  The  Nebraska  State  Medi- 
cal Association,  as  are  all  state  medical  asso- 
ciations, is  heartily  in  sympathy  with  the 
objectives  of  this  unselfish  organization. 


A small  lesion  of  the  mucous  membrane 
of  the  mouth,  lip,  vulva  or  penis,  and  a 
marked  enlargement  of  a lymph  gland  in  the 
chain  draining  this  area,  are  extremely  sug- 
gestive of  primary  syphilis  (primary  bubo). 
— Donald  J.  Wilson,  Omaha. 


DIPHTHERIA  INNOCULATION  AND 
DIPHTHERIA  IMMUNITY 

4 

Throughout  the  state  diligent  efforts  are 
being  exerted  by  lay  groups  with  the  cooper- 
ation of  the  various  county  medical  societies 
to  extend  immunization  against  diphtheria 
among  the  various  groups  of  children.  The 
usual  procedure  is  to  inject  subcutaneously 
one-half  c.c.  of  alum  precipatated  toxoid.  It 
is  important  to  recognize  that  while  in  the 
majority  of  cases  this  dose  may  be  sufficient 
to  establish  immunity,  often  this  one  injec- 
tion may  produce  no  immunity  at  all,  or  an 
immunity  of  short  duration.  It  is  of  utmost 
importance  that  this  factor  of  immunity 
rather  than  innoculation  be  kept  in  mind  if  a 
diagnosis  of  diphtheria  is  not  to  be  over- 
looked. Physicians  must  constantly  bear  in 
mind  that  immunity  to  diphtheria  is,  as  it  is 
in  other  conditions,  a relative  and  shifting 
process,  and  that  overwhelming  quantities 
of  bacteria  may  under  certain  conditions 
break  down  the  resistance  of  the  individual 
even  though  on  previous  occasion  immunol- 
ogical tests  may  have  been  positive.  Harder 
and  his  associates  (American  Journal  of 
Public  Health,  Volume  29,  page  1119,  Octo- 
ber, 1939,)  have  shown  that  once  diphtheria 
is  contracted  the  fatality  rate  is  not  materi- 
ally different  between  those  innoculated 
against  the  disease  and  those  not  so  inno- 
culated. There  is  no  doubt  but  what  the 
practice  of  immunization  against  diphtheria 
on  a large  scale  has,  and  will  continue  to  re- 
duce the  diphtheria  mortality.  It  is  also  con- 
ceivable that  were  all  children  immunized 
successfully  against  diphtheria  that  the  dis- 
ease would  soon  be  a matter  of  history  along 
with  other  treacherous  conditions  which 
periodically  decimated  populations.  It  must 
be  appreciated,  however,  that  the  adminis- 
tration of  toxoid  or  any  other  antigenic  sub- 
stance is  not  in  itself  a guarantee  of  immun- 
ity. It  is  merely  a hope  that  immunity  will 
be  established. 


The  Meaning  of  “Fresh  Air” 

Opening  a window  will  not  necessarily  let 
out  bad  air  and  let  in  “fresh  air,”  it  is 
pointed  out  in  Hygeia,  The  Health  Maga- 
zine in  an  article  which  explains:  “The  air 
in  one’s  house  may  be  ‘fresher’  than  out- 
doors. The  fact  that  air  may  contain  cer- 
tain odors  does  not  necessarily  mean  it  is 
harmful,  for  it  has  been  scientifically  proved 
that  odors  in  the  air  hurt  no  one.” 
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DR.  A.  L.  MILLER 


<_ Message  from  Your  ‘Presidents 

AFFAIRS  OF  STATE 


This  is  the  time  of  the  year  when  compo- 
nent medical  societies  are  holding  their  an- 
nual meetings  and  electing  the  delegates  and 
alternates  who  will  attend  the  State  Medical 
meeting,  in  Omaha,  April  22,  23,  24,  and  25. 

Under  the  new  constitution  and  by-laws, 
only  certified  delegates  may  vote.  No  longer 
do  past  presidents  sit  as  members  of  the 
house  of  delegates.  The  county  and  medical 
societies  should  elect  men  as  delegates  who 
will  be  sure  and  attend  the  annual  meeting. 
The  business  of  the  society  will  be  conducted 
by  your  elected  delegates. 

With  over  1,100  physicians  as  members  of 
the  Nebraska  State  Medical  Association,  we 
have  one  of  the  highest  percentages  of  all 
the  other  states.  The  Nebraska  percentage 
is  76.9%,  whereas  the  national  average  is 
66%  of  physicians  eligible  to  membership. 

The  board  of  trustees  have  the  financial 
affairs  of  the  society  in  excellent  condition. 


The  assets  of  $22,000  are  all  invested  in 
postal  savings.  This  is  the  first  time  in  ten 
years  that  new  investments  have  been  added 
to  the  security  fund.  This  is  also  the  first 
time  in  a number  of  years  that  the  Medical 
Journal  has  shown  a profit.  This  is  due  to 
careful  handling  of  advertising  contracts  and 
the  loyalty  of  the  medical  profession.  The 
central  office  is  operating  within  its  budget. 
You  are  urged  to  visit  and  make  use  of  the 
many  services  that  the  office  in  Lincoln  is 
prepared  to  give  its  members. 

By  the  first  of  the  year,  your  President, 
President-elect,  and  Executive  Secretary  will 
have  attended  more  than  twenty  organized 
medical  meetings  in  all  parts  of  the  state. 
Much  interest  has  been  shown,  and  some 
good  recorded  for  organized  medicine.  It 
has  been  a pleasure  to  meet  the  men  out  on 
the  firing  line  and  to  understand  more  close- 
ly the  problems  they  face. 
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ANNOUNCEMENTS 


A HAPPY  NEW  YEAR 

The  Journal  extends  to  all  of  its  members 
and  friends  sincere  wishes  for  health,  peace 
and  happiness  for  the  coming  year. 


LAST  CALL  FOR  PAPERS 

The  Program  Committee  of  the  Nebraska 
State  Medical  Association  announces  that  no 
papers  or  titles  for  papers  will  be  accepted 
after  February  1,  1940.  The  Annual  Assem- 
bly is  scheduled  to  be  held  in  Omaha  April 
22,  23,  24,  25.  If  you  wish  to  read  a paper, 
please  communicate  immediately  with  Dr.  R. 
B.  Adams,  416  Federal  Securities  Bldg.,  Lin- 
coln. 


The  Mid-winter  meeting  of  the  Board  of 
Councilors  of  the  Nebraska  State  Medical 
Association  will  be  held  in  Lincoln,  January 
21,  1940,  at  the  Cornhusker  Hotel.  The  meet- 
ing will  be  called  to  order  at  2:00  p.  m.  All 
committees  will  be  expected  to  make  a report 
of  their  activities  at  this  meeting. 


The  next  basic  science  examination  will  be 
given  January  9 and  10,  1940,  University 
College  of  Medicine,  Omaha.  All  applications 
for  examination  must  be  filed  with  this  Bu- 
reau at  least  fifteen  days  prior  to  the  first 
day  of  examination. 


International  College  of  Surgeons  to  Meet 

The  United  States  Chapter  of  the  Interna- 
tional College  of  Surgeons  will  hold  its 
Fourth  Annual  Assembly,  February  11-14, 
1940,  in  Venice,  Florida.  In  addition  to 
prominent  American  speakers,  professors  of 
surgery  from  Brazil,  Canada,  Cuba,  Mexico, 
and  Turkey  will  lecture.  Scientific  and  tech- 
nical exhibits  will  be  displayed  in  the  patio  of 
the  Florida  Medical  Center.  A well-rounded 
social  program  has  been  planned  for  the  vis- 
iting surgeons,  their  wives,  and  guests. 

For  any  information,  including  the  presen- 
tation of  scientific  papers  or  exhibits,  please 
address  Dr.  Charles  H.  Arnold,  Secretary  to 
the  Scientific  Assembly,  Terminal  Building, 
Lincoln,  Nebraska. 


Among  the  speakers  are  Dr.  Temple  Fay, 
Professor  of  Neurosurgery  of  Temple  Uni- 
versity, Philadelphia,  who  will  describe  the 
results  of  his  new  refrigeration  treatment 
for  malignancy  which  has  aroused  world- 
wide interest;  Dr.  Bradley  Patten,  Director 
of  the  Department  of  Anatomy,  University 
of  Michigan,  who  will  show  motion  pictures 
and  electrocardiographs  of  the  first  heart 
beats  and  the  beginning  of  the  circulation  in 
living  embryos ; and  Drs.  Paul  T.  Butler  and 
Eugene  Maier  of  Florida  who  will  describe 
recent  advances  in  therapy  by  the  use  of 
snake  venoms. 


MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 
1940  ESSAY  CONTEST 

The  Mississippi  Valley  Medical  Society  offers  an- 
nually a cash  prize  of  $100,  a gold  medal,  and  ,a 
certificate  of  award  for  the  best  unpublished  essay 
on  any  subject  of  general  medical  interest  (includ- 
ing medical  economics)  and  practical  value  to  the 
general  practitioner  of  medicine.  Certificates  of 
merit  may  also  be  granted  to  the  physicians  wh<5se 
essays  are  rated  second  and  third  best.  Contest- 
ants must  be  members  of  the  American  Medical  As- 
sociation who  are  residents  of  the  United  States. 
The  winner  will  be  invited  to  present  his  contribu- 
tion before  the  next  annual  meeting  of  the  Missis- 
sippi Valley  Medical  Society  at  Rock  Island,  111., 
Sept.  25,  26,  27,  1940,  the  society  reserving  the  ex- 
clusive right  to  first  publish  the  essay  in  its  official 
publication — the  Mississippi  Valley  Medical  Journal 
(incorporating  the  Radiologic  Review).  All  contri- 
butions shall  not  exceed  5,000  words,  be  typewritten 
in  English  in  manuscript  form,  submitted  in  five 
copies  and  must  be  received  not  later  than  May  1, 
1940.  The  winning  essay  of  the  1939  contest  ap- 
pears in  the  January,  1940,  issue  of  the  Mississippi 
Valley  Medical  Journal  (Quincy,  111.)  Further  de- 
tails may  be  secured  from  Harold  Swanberg,  M.  D., 
Secretary,  Mississippi  Valley  Medical  Society,  209- 
224  W.  C.  U.  Building,  Quincy,  111. 


Examinations  American  Board  of  Obstetrics 
and  Gynecology 

The  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candi- 
dates will  be  held  in  the  various  cities  of  the 
United  States  and  Canada  on  Saturday,  Janu- 
ary 6,  1940,  at  2:00  p.  m.  Formal  notice  of 
the  place  of  examination  will  be  sent  each 
candidate  several  weeks  in  advance  of  the  ex- 
amination date.  No  candidate  will  be  ad- 
mitted to  examination  whose  examination 
fee  has  not  been  paid  at  the  Secretary’s  of- 
fice. Candidates  who  successfully  complete 
the  Part  I examination  proceed  automatical- 
ly to  the  Part  II  examination  held  in  June, 
1940.  Receipt  of  Group  B applications  for 
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the  current  examination  (January  6,  1940) 
closed  October  4,  1939. 

The  General  oral  and  pathological  exami- 
nations (Part  II)  for  all  candidates  (Groups 
A and  B)  will  be  conducted  by  the  entire 
Board,  meeting  in  Atlantic  City,  N.  J.,  on 
June  8,  9,  10,  and  11,  1940,  immediately 
prior  to  the  annual  meeting  of  the  American 
Medical  Association  in  New  York  City. 

Application  for  admission  to  Group  A, 
Part  II,  examinations  must  be  on  file  in  the 
Secretary’s  office  not  later  than  March  15, 
1940. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 

Please  pay  your  annual  dues  to  your  Coun- 
ty Secretary. 


NEWS  a*tc&  VIEWS 


Dr.  Alfred  Brown  of  Omaha  was  elected 
president  of  the  Western  Surgical  Associa- 
tion succeeding  Dr.  David  C.  Vernon  of  Chi- 
cago. 


The  Nebraska  League  of  Women  Voters 
at  a recent  meeting  approved  a resolution  to 
ask  the  Governor  of  the  State  to  appoint  an 
advisory  health  committee  empowered  to 
give  the  public  information  regarding  health 
conditions  in  Nebraska. 


The  City  of  Lincoln  is  holding  a series  of 
lectures  on  health.  Many  of  the  prominent 
physicians  in  the  state  are  participating  in 
these  lectures.  Among  those  so  far  to  ad- 
dress this  forum  are:  Dr.  Earl  B.  Brooks  of 
Lincoln,  Dr.  Floyd  Clark  of  Omaha,  Dr.  E. 
M.  Hansen,  Lincoln,  Dr.  A.  E.  Bennett,  Oma- 
ha, and  Dr.  L.  J.  Owen  of  Lincoln. 


Over  a national  radio  hook-up,  Senator 
E.  R.  Burke  of  Nebraska,  condemned  the 
present  propaganda  for  state  medicine.  He 
stated  that  the  Wagner  bill  affords  broad 
power  vested  in  federal  bureaus,  and  that 
“the  scattering  of  authority  among  three 
different  federal  agencies  will  make  a confu- 
sion, inefficiency  and  generally  a maize  of 
red  tape.” 


Creighton  University  School  of  Medicine 
increased  its  pre-medic  requirements  effec- 
tive September,  1940.  Ninety  semester 
hours  of  college  credits  will  be  necessary  for 
admittance  to  the  freshman  class,  according 
to  Dr.  Wilhelmj,  dean  of  the  school. 


The  Five  County  Medical  Society,  early  in 
December,  honored  Dr.  J.  M.  Johnson  of 
Hartington,  a member  of  the  Cedar  County 
Society.  Dr.  Johnson  had  been  ill  for  some 
time  and  the  dinner  was  given  in  his  honor 
at  Wayne  to  celebrate  his  recovery. 


Governor  Cochran  reappointed  Dr.  W.  R. 
Boyer,  Pawnee  City,  to  the  licensing  board 
for  a term  ending  November  30,  1942;  Dr. 
John  S.  Latta  was  reappointed  to  the  Basic 
Science  board  for  a term  ending  October  1, 
1944. 


The  City  of  Omaha,  through  its  police 
commissioner,  has  contracted  with  the  Nich- 
olas Senn  Hospital  for  the  care  of  city  emer- 
gency cases  at  a rate  of  $175.00  monthly. 
Under  the  contract  free  care  is  given  to  indi- 
gents for  ten  days. 


For  no  good  reason  the  Immanuel  Baptist 
Church  in  Omaha  is  attempting  to  continue 
the  “free  health  clinic.”  It  is  difficult  to 
understand  the  process  of  reasoning  by 
which  this  project  was  established  or  is  be- 
ing maintained.  The  doctor  in  charge  is  not 
a member  of  the  local  medical  society. 


According  to  Associated  Press  reports,  the 
town  of  Wynot,  Nebr.,  is  without  a physi- 
cian. 


Dr.  Chas.  W.  Pollard  was  elected  presi- 
dent-elect of  the  Omaha  Mid-West  Clinical 
Society  at  its  recent  annual  meeting.  Dr. 
Charles  McMartin  becomes  president  for 
1940.  Other  officers  elected  are:  Dr.  W.  P. 
Wherry,  treasurer;  Dr.  J.  D.  McCarthy,  sec- 
retary-director of  clinics ; Dr.  Robert 
Schrock,  member  of  the  executive  board. 
Section  chairmen  for  the  ensuing  year  are  as 
follows:  Surgery,  Dr.  William  Shearer;  medi- 
cine, Dr.  R.  Allyn  Moser;  pediatrics,  Dr.  Jo- 
seph Henske;  radiology,  Dr.  D.  A.  Dowell; 
obstetrics  and  gynecology,  Dr.  Charles  Moon ; 
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dermatology,  Dr.  Donald  J.  Wilson;  basic 
science,  Dr.  Charles  P.  Baker;  eye,  ear,  nose 
and  throat,  Dr.  Claude  Uren;  genitro-urina- 
ry,  Dr.  Charles  Owens;  neurology,  Dr.  G. 
Alexander  Young;  orthopedic  surgery,  Dr. 
H.  F.  Johnson. 


Among  those  attending  the  annual  session 
of  the  American  Academy  of  Pediatrics  in 
Cincinnatti  last  November  were  Drs.  Clyde 
Moore,  J.  A.  Henske,  and  Harry  Murphy,  all 
of  Omaha. 


Dr.  Paul  Harrison,  a Nebraskan,  who  has 
distinguished  himself  in  the  missionary  field 
in  Arabia,  was  recently  a guest  speaker  at 
the  convocation  of  the  University  of  Nebras- 
ka, Lincoln. 


F.  S.  A.  plans  are  still  a live  topic  in  Web- 
ster, Boone  and  Nuckolls  counties. 


Dr.  R.  Russell  Best,  Omaha,  addressed  the 
Los  Angeles  Surgical  Society  in  December 
on  “Biliary  Tract  Disease  and  the  Indications 
for  Pharmaco-Dynamic  Biliary  Flush.”  On 
December  5,  at  the  post-graduate  course  of 
the  Iowa  State  Medical  Society  at  Marshall- 
town, Dr.  Best  read  a paper  on  “Some  Clini- 
cal Aspects  of  the  Colon,  Rectum  and  Anus.” 


At  the  recent  annual  meeting  of  the  St. 
Mary  Hospital  staff,  North  Platte,  the  fol- 
lowing officers  were  re-elected  for  the  en- 
suing year:  Dr.  C.  A.  Selby,  president;  Dr. 
H.  L.  Clarke,  vice  president;  Dr.  Edward 
Stevenson,  secretary-treasurer,  and  Dr.  J. 
C.  Newman  of  Wallace,  executive  committee- 
man. 


Dr.  W.  J.  Arrasmith,  Grand  Island,  suc- 
ceeds Dr.  Amil  Johnson,  retiring  president 
of  the  Grand  Island  Hospital.  Other  offi- 
cers elected  at  the  annual  meeting  of  the 
staff  on  December  5th  were  Dr.  G.  J.  Wood- 
in,  vice  president ; Dr.  Donald  Watson,  secre- 
tary-treasurer, and  Drs.  E.  G.  Johnson,  R. 
C.  Woodruff  and  J.  V.  Reilly,  members  of  the 
executive  staff. 


Officers  elected  December  8 at  the  annual 
election  meeting  of  the  hospital  staff  of  the 
Good  Samaritan  Hospital,  Kearney,  were  Dr. 
C.  H.  Fox,  succeeding  Dr.  C.  K.  Gibbons,  Dr. 
R.  S.  Johnston,  vice  president,  and  Dr. 
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Harold  V.  Smith,  secretary.  Dr.  L.  M. 
Stearns  was  named  member  of  the  executive 
committee. 


GENITAL  TUBERCULOSIS 

Genital  tuberculosis  may  occur  at  any  age 
but  the  vast  majority  of  patients  range  from 
20  to  40  years.  The  younger  the  patient  the 
more  virulent  the  infection.  Genital  tuber- 
culosis is  secondary  to  some  other  tubercu- 
lous focus  in  the  body,  usually  the  lungs. 
Ninety-five  per  cent  of  these  patients  had 
associated  far  advanced  pulmonary  tubercu- 
losis and  86.8%  had  sputum  with  tubercle 
bacilli.  The  infection  may  reach  the  genital 
tract  directly  by  way  of  the  blood  stream,  by 
way  of  the  lymphatics  and,  secondarily,  by 
continuity  of  tissue.  The  seminal  vesicles 
and  prostate  are  the  primary  seat  of  the 
genital  tuberculous  infection  (though  the 
epididymis  gives  more  pronounced  symp- 
toms) and  also  the  focus  from  which  the 
bladder  and  kidneys  in  many  cases  are  af- 
fected. 

Pathogenesis 

There  are  two  general  theories  concerning 
the  pathogenesis  of  tuberculosis  of  the  male 
genital  tract: 

1.  That  the  prostate  and  seminal  vesicles 
are  involved  primarily  in  the  genital  system 
and  that  the  disease  may  remain  localized 
or  spread  as  descending  genital  or  ascending 
renal  tuberculosis. 

2.  That  the  prostate  and  seminal  vesicles 
are  involved  secondarily  from  other  urogen- 
ital organs  by  dissemination  through  the  lu- 
mens or  walls  of  hollow  viscera  connecting 
them,  ascending  genital  or  descending  renal 
tuberculosis. 

The  authors  believe  that  the  disease  most 
frequently  starts  in  the  vesicles  and  prostate 
but  may  occasionally  start  in  the  epididymis 
and  that  the  mode  of  infection  is  primarily 
hematogenous. 

Diagnosis 

The  only  method  available  for  the  exami- 
nation of  the  prostate  and  seminal  vesicles 
is  palpation  with  the  finger  in  the  rectum. 
In  the  early  stages  of  the  disease  no  change 
may  be  demonstrable  by  this  means  of  ex- 
amination, but  in  the  vast  majority  of  cases 
definite  signs  are  present.  Irregular,  firm 
but  not  stony  hard  nodules  in  the  prostate 
recognized  by  means  of  touch  indicate  ex- 
tensive involvement  of  this  organ.  Likewise 
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when  the  seminal  vesicles  are  felt  as  pencil- 
like bands,  extending  in  an  upward  and  out- 
ward direction  from  the  upper  margin  of  the 
prostate,  extensive  involvement  of  these  or- 
gans is  indicated. 

Examination  of  the  external  genitalia  is 
best  done  with  the  patient  in  a standing  posi- 
tion facing  the  surgeon.  Observations  are 
made  of  alterations  in  the  normal  rugose 
appearance  of  the  skin  of  the  scrotum,  the 
shape  of  the  testicles  and  their  relative  posi- 
tion in  respect  to  each  other.  Changes  in 
the  scrotal  skin  are  sometimes  a valuable 
guide,  as  shown  by  a smoothing  out  of  the 
rugae  and  a wasting  of  the  cellular  tissue  im- 
mediately beneath  the  dermis.  Adhesion  of 
the  skin  to  the  epididymis  is  a wrell  known 
sign,  as  is  also  a sinus  discharging  creamy 
pus.  A comparison  of  the  mobility  of  the 
two  testicles  is  sometimes  helpful.  A nor- 
mal organ  can  be  moved  freely  within  its 
covering,  particularly  in  the  upward  and 
downward  direction.  This  movement  is  oft- 
en restricted  when  tuberculosis  of  the  geni- 
tal organs  is  present.  In  the  early  stages  a 
soft  or-  even  fluctuant  mass  at  the  site  of  the 
epididymis  and  involving  it  is  present  in  a 
large  percentage  of  cases.  If  untreated,  it 
will  result  in  ulceration  and  formation  of  a 
chronic  sinus  discharging  pus  or  it  will  be- 
come a hard  fibrotic  or  calcific  mass.  Late 
in  the  disease  the  epididymis  may  entirely 
lose  its  identity  or,  if  it  can  be  palpated,  will 
be  craggy  and  nodular.  The  vas  becomes 
thickened  and  has  beadlike  prominences. 

Classification 

Genital  tuberculosis  has  the  same  patho- 
logical characteristics  as  tuberculosis  else- 
wrhere  in  the  body  and  a discussion  of  it  must 
take  into  consideration  the  clinical-patho- 
logic type  of  tuberculosis,  as  is  done  by  the 
phthisiologist  in  classifying  pulmonary  tu- 
berculosis. The  authors  have  classified  their 
cases  into  three  groups,  (a)  catarrhal,  8 
cases;  (b)  ulcerative,  21  cases  and  (c)  fi- 
broid, 32  cases.  (These  subdivisions  are 
carefully  defined  in  the  article). 

Prognosis 

The  prognosis  of  genital  tuberculosis  does 
not  depend  entirely  on  the  prognosis  of  the 
associated  pulmonary  lesion,  as  the  authors 
discovered  by  comparing  their  series  of  cases 
with  a comparable  series  of  pulmonary  tuber- 
culosis without  genital  involvement.  In  fact, 
the  presence  of  genital  tuberculosis  adds 


considerably  to  the  gravity  of  the  general 
disease  and  shortens  the  life  expectancy.  At 
the  end  of  a one  to  eleven  year  period  of  ob- 
servation, only  34.4%  of  the  authors’  pa- 
tients were  alive. 

Treatment 

The  surgical  treatment  recommended 
varies  from  a careful  resection  of  the  in- 
fected focus  to  the  complete  removal  of  the 
seminal  tract.  The  immediate  mortality  rate 
of  radical  surgical  management,  the  persis- 
tent draining  sinuses  that  are  frequent  se- 
quelae of  such  intervention  and  the  false 
rationale  of  removing  a single  focus  and  leav- 
ing the  primarily  infected  prostate,  have 
placed  this  form  of  therapy  in  general  disre- 
pute among  phthisiologists  and  urologists 
versed  in  the  management  of  tuberculosis. 

The  beneficial  effect  of  ultraviolet  therapy 
in  extra-pulmonary  tuberculosis  has  been 
well  known  for  many  years.  It  is  logical  to 
choose  a form  of  therapy  which  will  lend  it- 
self to  sharp  localization  to  the  desired  areas, 
that  is  the  prostate,  the  seminal  vesicles  and 
the  epididymis  thus  producing  the  maximum 
local  effect  without  doing  any  general  harm. 
Irradiation  of  the  epididymis  alone  has  been 
common  practice  among  the  men  who  advo- 
cate this  form  of  physical  therapy  for  geni- 
tal tuberculosis. 

Genital  Tuberculosis,  Eli  A.  Miller,  M.  D., 
and  Mischa  J.  Lustok,  M.  D.,  Jour,  of  Amer. 
Med.  Assn.,  Vol.  113,  No.  15,  Oct.  7,  1939. 


Early  diagnosis  of  tuberculosis  is  good 
economy.  To  keep  an  early  case  in  a sana- 
torium for  a few  months  may  cost  a few  dol- 
lars. To  keep  an  advanced  case  for  several 
years  may  cost  many  thousands  of  dollars. 
Ohio  Public  Health,  June,  1939. 


Adverse  social  factors  have  significance 
in  medical  care  chiefly  because  of  their  pow- 
er to  disable.  Deprivations,  strains  and  dis- 
satisfactions have  physiological  effects  such 
as  depletion  of  bodily  substance,  fatigue  and 
emotional  tension  which  are  of  special  im- 
portance in  aggravating  disability  already 
started  by  organic  disease.  Medical  care  can 
be  more  economical  when  discovery  and  con- 
trol of  adverse  social  factors  is  instituted. 
This  is  more  important  in  the  case  of  chronic 
disease  such  as  tuberculosis.  Social  Compe- 
tent in  Medical  Care,  Thornton,  J.,  Columbia 
Univ.  Press,  1938. 


Volume  25 
Number  1 


WOMAN’S  AUXILIARY 


27 


WOMAN'S  AUXILIARY 


President — Mrs.  James  E.  M.  Thomson, 

Lincoln 

President-Elect — Mrs.  A.  D.  Brown, 
Grand  Island 

Secretary — Mrs.  Walter  W.  Carveth, 
Lincoln 


Treasurer — Mrs.  Harley  Anderson, 

Omaha 

First  Vice  President — Mrs.  Olin  J.  Cameron, 

Omaha 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 


Report  of  the  Meeting  of  the  National  Ex- 
ecutive Board  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association, 
November  17th,  1939 
Chicago,  Illinois 

On  November  17,  I had  the  privilege  of  at- 
tending the  National  Auxiliary  Executive 
Board  Meeting  held  in  Chicago  at  the  Palmer 
House  Hotel.  To  see  and  to  hear  representa- 
tive women  from  every  section  of  the  United 
States  ably  and  fluently  discussing  plans  and 
policies  governing  a great  organization  is  im- 
pressive, and  fills  us  with  respect  for  that 
body.  It  at  once  dignifies  our  work  as  a 
State  to  be  an  integral  part  of  an  organiza- 
tion with  such  ideas  and  accomplishments, 
and  inspires  us  to  greater  efforts  to  justify 
our  place  therein. 

The  meeting  was  ably  conducted  by  the 
National  President,  Mrs.  Rollor  K.  Packard, 
and  about  thirty-five  answered  to  roll  call. 
Routine  business  of  the  National  seemed  to 
vary  little  in  essence  from  State  except  in 
magnitude.  As  with  the  State,  the  reports 
of  Chairmen  were  of  particular  interest, 
some  because  they  were  filled  with  practical 
suggestions,  some  inspiration,  and  some  be- 
cause they  filled  us  with  complacency  over 
our  own  accomplishments. 

I was  quite  impressed  with  the  enthusiasm 
over  Exhibits,  which  we  as  a State  have 
taken  rather  lightly,  but  which  is  considered 
by  the  Board  to  be  of  particular  educational 
and  good  will  value.  It  was  urged  that  each 
county  auxiliary  sponsor  an  exhibit  which 
would  pertain  to  the  work  of  the  auxiliary 
or  the  health  of  the  community. 

The  National  Historian,  Mrs.  John  Ryon, 
is  contemplating  the  stupendous  task  of 
compiling  a new  National  History  of  the 
Auxiliary,  as  the  previous  one  is  inaccurate 
and  inadequate.  Each  State  will  be  asked 
for  its  records.  This  makes  it  imperative 
that  each  county  keep  its  history  in  order 
and  up-to-date.  I felt  that  Nebraska  was  to 
be  congratulated  in  having  her  files  in  readi- 
ness. 


Mr.  Eben  Cary,  our  Hygiea  chairman,  told 
of  the  growing  sale  of  Hygiea  subscriptions 
and  suggested  that  we  find  further  appro- 
priate and  effective  places  to  circulate  it, 
such  as  beauty  parlors,  waiting  rooms,  pub- 
lic lobbies.  Gift  subscriptions  were  sug- 
gested. Hygiea  is  the  only  authentic  health 
periodical  available  in  the  country  and  the 
House  of  Delegates  to  the  A.  M.  A.  has  urged 
the  Woman’s  Auxiliary,  “To  recognize  as  one 
of  its  chief  activities  the  promotion  of  the 
distribution  of  this  publication.”  This  is  a 
work  in  which  not  only  every  county  Auxil- 
iary, large  or  small,  but  every  member  at 
large  may  and  should  participate. 

Another  outstanding  report  was  that  giv- 
en by  Mrs.  Donaldson,  chairman  of  the  pro- 
gram committee.  She  is  concise  and  practi- 
cal in  her  suggestions  as  demonstrated  by 
the  program  which  Mrs.  Kelly,  our  own 
chairman,  has  passed  on  to  you.  Further 
suggestions  were  that  we  more  actively  pub- 
licize the  Radio  program,  “Your  Health,” 
sponsored  by  the  A.  M.  A.,  and  that  we 
spread  widely  the  use  of  the  instructive 
pamphlet  publications  of  the  A.  M.  A.  Mrs. 
Donaldson  was  eloquent  in  her  appeal  to 
stress  the  importance  of  Public  Relation  so 
that  we  may  be  in  a position  not  only  to  be 
of  assistance  to  the  Medical  Profession,  if 
called  upon,  but  that  we  may  help  guide  our 
communities  to  better  health  education. 

The  main  discussions  of  the  day  concerned 
the  financing  of  the  publication  of  the  new 
Auxiliary  History,  and  the  establishment, 
due  to  the  heavy  correspondence,  of  a paid 
National  Secretary  in  a permanent  office  in 
Chicago.  This  last  issue  caused  much  ex- 
change of  opinion,  as  it  could  only  be  accom- 
plished on  the  present  budget  by  curtailing 
the  President’s  traveling  expenses.  The  ma- 
jority of  expressed  opinion  was  that  the  loss 
of  State  presidential  visits  was  too  great  a 
price  to  pay  for  expediency. 

The  reports  from  the  States  were  of  es- 
pecial interest,  for  from  them  we  could  com- 
pare our  own  status.  While  having  fewer 
county  Auxiliaries  than  the  reporting  States, 
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with  few  exceptions,  I felt  we  were  doing 
creditable  work,  and  carrying  on  sufficient- 
ly diversified  work  appropriate  to  our  locali- 
ties. As  a friendly,  informed  and  interested 
group,  we  are  second  to  none.  Minnesota 
nearly  parallels  our  work  even  to  the  spon- 
soring of  the  Radio  T.  B.  Contest.  Kansas 
has  the  prestige  of,  alone,  among  all  the 
States  of  placing  Hygiea  in  every  school  in 
the  State. 

One  general  theme  ran  through  all  the  re- 
ports, National  or  State;  namely,  the  im- 
portance of  Public  Relations.  It  is  necessary 
that  we  have  the  good-will  and  confidence  of 
other  organizations  and  the  public  if  we  are 
to  accomplish  those  aims  which  are  our  goal. 
Public  Relations  which  once  seemed  rather 
an  abstraction  has  become  a dominant  force. 
It  is  a committee  on  which  we  all  are  auto- 
matically active. 

It  is  important  that  we  be  constantly  alert ; 
that  we  have  a knowledge  of  local,  state  and 
national  conditions  and  demands;  that  we 
be  aware  of  legislation,  and  that  we  know 
the  needs  of  the  community  in  which  we 
live.  Public  relations  means  a constantly 
deepening  understanding  of  life  about  us. 

It  was  a pleasure  to  see  Mrs.  C.  C.  Tom- 
linson, Nebraska’s  and  National’s  past  presi- 
dent, at  the  meeting,  and  to  make  the  ac- 
quaintance of  Mrs.  V.  E.  Holcomb,  the  Presi- 
dent-Elect, who  has  accepted  an  invitation  to 
visit  Nebraska  during  her  presidential  year. 
This  meeting  was  an  inspiration  and  memor- 
able experience  for  which  I wish  to  express 
my  gratitude  to  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association. 

Helen  Y.  Thomson. 


The  Woman’s  Auxiliary  of  the  Sixth  Coun- 
cilor District  had  a delightful  meeting  at 
Hampton,  Nebraska,  on  December  4.  They 
enjoyed  the  gracious  hospitality  of  Dr.  and 
Mrs.  0.  M.  Troester  of  Hampton,  assisted  by 
Mrs.  J.  M.  Woodard  of  Aurora.  Mrs.  Earl 
Farnsworth  of  Grand  Island  and  Mrs.  A.  D. 
Brown  of  Central  City  were  guests.  No 
business  meeting  was  held.  It  was  one  of 
those  meetings  which  promotes  good  fellow- 
ship, one  of  the  objectives  of  the  Auxiliary. 


Forty  members  of  the  Omaha-Douglas 
County  Medical  Auxiliary  enjoyed  a lunch- 
eon at  the  Omaha  Field  Club  on  November 


21.  Mrs.  Fred  M.  Watke  presided  at  the 
business  meeting  in  the  absence  of  the  presi- 
dent, Mrs.  M.  C.  Green. 


FORM  NATIONAL  PHYSICIANS’  COMMITTEE 
FOR  EXTENSION  OF  MEDICAL  SERVICE 

“On  Nov.  18,  in  Chicago,  a formal  meeting  of  an 
executive  board  officially  launched  a new  organiza- 
tion, the  National  Physicians’  Committee  for  the 
Extension  of  Medical  Service,”  a report  in  The  Jour- 
nal of  the  American  Medical  Association  for  Dec.  2 
says.  “At  this  meeting  the  following  officers  were 
elected:  Dr.  Edward  H.  Cary,  Dallas,  Texas,  chair- 
man; Dr.  Austin  A.  Hayden,  Chicago,  secretary,  and 
Dr.  N.  S.  Davis  III,  Chicago,  treasurer.  These  of- 
ficers were  given  authority  to  act  as  a management 
committee  for  the  new  organization. 

“A  central  committee  of  more  than  800  physicians 
is  being  formed,  in  which  all  the  states  will  be  rep- 
resented. Some  of  those  already  listed  in  the  cen- 
tral committee  include  Drs.  Howard  Morrow,  San 
Francisco;  Charles  W.  Mayo,  Rochester,  Minn.;  Her- 
man L.  Kretschmer,  Chicago,  and  Charles  Gordon 
Heyd  and  Haven  Emerson,  New  York. 

“The  organization  is  an  independent  one,  not  af- 
filiated in  any  way  whatever  with  the  committee 
sponsored  by  Mr.  Frank  Gannett  under  the  manage- 
ment of  Dr.  Edward  A.  Rumely  or  with  the  so-called 
Committee  of  Physicians  or  with  the  American  Medi- 
cal Association.  The  functions  will  not,  it  is  stated, 
overlap  or  infringe  on  those  of  existing  county,  state 
or  national  medical  organizations.  For  its  finances, 
this  organization  depends  wholly  on  voluntary  con- 
tributions from  physicians,  dentists,  nurses,  hos- 
pitals, pharmacists  and  lay  groups  interested  in  the 
maintenance  of  the  private  practice  of  medicine.  In 
literature  released  by  the  Management  Committee, 
the  reasons  for  forming  this  new  institution  are 
stated  as  follows: 

‘Medicine  is  confronted  with  two  new  sets  of  con- 
ditions. On  the  one  hand,  widespread  unemploy- 
ment, low  farm  income,  and  the  continuation  of  con- 
ditions of  general  depression  have  made  it  difficult 
for  an  ever  increasing  number  of  people  to  pay  for 
the  best  medical  service  and  proper  hospitalization 
out  of  earnings. 

‘On  the  other  hand,  there  is  the  trend — world-wide 
in  scope — toward  governmental  paternalism  and  the 
false,  suicidal  doctrine  that  the  “state”  can  provide 
a service  and  a security  that  the  people  cannot  other- 
wise obtain.  As  related  to  medicine,  the  imple- 
menting of  this  concept  would  effect  revolutionary 
changes  in  both  the  practice  of  medicine  and  the  un- 
derlying philosophy  which  has  given  it  the  dynamic 
quality  that  resulted  in  world-wide  leadership. 

‘If  the  ethical  and  scientific  standards  are  to  be 
maintained,  the  independence  of  American  medi- 
cine preserved  and  the  public  interest  best  served, 
American  physicians  must: 
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‘1.  Make  possible  the  providing  of  medical  service 
to  the  indigent  and  those  in  the  low  income  groups, 
and  insure  the  most  widespread  distribution  of  the 
most  effective  methods  and  equipment  in  medicine 
and  surgery. 

‘2.  Assume  the  responsibility  of  countering  de- 
structive propaganda  by  familiarizing  the  public 
with  the  facts  in  connection  with  the  methods  and 
the  achievements  of  American  medicine.’ 

“The  objectives  are  embodied  in  a motion,  unani- 
mously adopted  by  the  directors: 

‘Resolved,  That  the  National  Physicians’  Commit- 
tee for  the  Extension  of  Medical  Service  is  a non- 
profit, nonpolitical  organization  for  maintaining 
ethical  and  scientific  standards  and  extending  medi- 
cal service  to  all  the  people  . . . and  for  . . . co- 
operating with  lay  and  medical  institutions  and 
groups,  interested  in  the  preservation  of  national 
health,  to  make  more  generally  known  the  achieve- 
ments and  to  safeguard  the  independence  of  Ameri- 
can medicine.’ 


“A  broadgage  nation-wide  educational  program 
has  been  planned  and  the  preliminary  steps  have 
been  taken  to  put  it  in  operation.  An  effort  will 
be  made  to  familiarize  the  public  with  the  aims,  the 
methods  and  the  effectiveness  of  American  medi- 
cine. It  is  believed  that  this  will  result  in  generally 
improving  health  conditions  and  will  tend  to  off- 
set propaganda  that  is  altering  the  point  of  view  of 
the  individual  and  adversely  affecting  the  status  of 
the  physician. 

“The  Executive  Board  includes  Dr.  Edward  H. 
Cary,  Dallas,  Texas;  Dr.  Austin  Hayden,  Chicago; 
Dr.  N.  S.  Davis  III,  Chicago;  Dr.  Irvin  Abell,  Louis- 
ville, Ky.;  Dr.  F.  F.  Borzell,  Philadelphia;  Dr.  Wil- 
liam F.  Braasch,  Rochester,  Minn.;  Dr.  John  A. 
Hartwell,  New  York;  Dr.  Roger  I.  Lee,  Boston;  Dr. 
Alphonse  McMahon,  St.  Louis;  Dr.  E.  H.  Skinner, 
Kansas  City,  Mo.,  and  Dr.  Charles  B.  Wright,  Min- 
neapolis. 

“Mr.  John  M.  Pratt  has  been  secured  as  executive 
administrator.  The  offices  are  at  700  North  Michi- 
gan Avenue,  Chicago.” 


(STATE)  DEPARTMENT  OF  HEALTH  Hall  1 

Lincoln,  Nebraska  (Grand  Island  1) 

Scotts  Bluff  1 

MORBIDITY  SUMMARY— PRINCIPAL  Lincoln  1 

DISEASES  (North  Platte  1) 


1939 

Total 

1938 

Total 

Nov. 

Oct. 

to  Date 

Nov. 

Oct. 

to  Date 

Chicken-pox 

57 

12 

905 

76 

26 

1314 

Diphtheria 

10 

3 

106 

14 

17 

149 

Influenza 

5 

0 

145 

2 

2 

138 

Measles 

6 

14 

3897 

10 

9 

2551 

Meningitis,  C.  S._ 

_ 0 

1 

14 

0 

0 

37 

Poliomyelitis 

13 

6 

45 

0 

1 

7 

Scarlet  Fever 

_65 

49 

1020 

74 

49 

1162 

Smallpox 

2 

1 

218 

2 

1 

181 

Tuberculosis 

12 

28 

204 

9 

17 

182 

Typhoid  Fever 

_ 4 

1 

19 

1 

5 

20 

Whooping  Cough  _ 

_18 

14 

488 

27 

24 

486 

Gonorrhea 

57 

52 

637 

59 

72 

817 

Syphilis 

39 

68 

669 

49 

47 

673 

November,  1939,  Morbidity  by  Counties — Detailed 


Chicken-pox 

Diphtheria 

Box  Butte 

. 1 

Box  Butte 

Clay 

1 

Dakota 

Douglas 

.13 

Douglas 

(Omaha  13) 

(Omaha  1) 

Furnas 

. 1 

Franklin 

Hall 

. 1 

Knox 

(Grand  Island  1) 

Lancaster 

Kearney 

.10 

(Lincoln  1) 

Lancaster 

. 6 

Influenza 

(Lincoln  6) 

Boyd 

Lincoln 

. 2 

Thurston 

(North  Platte  1) 
Richardson 

. 1 

Measles 

Saline 

.15 

Dawson 

Scotts  Bluff 

. 5 

Douglas 

Seward 

. 1 

(Omaha  1) 

Poliomyelitis 

Clay  1 

Fillmore 2 

Franklin  1 

Hayes  1 

Lincoln  4 

(North  Platte  4) 

McPherson  3 

Scotts  Bluff  1 

Scarlet  Fever 

Adams  1 

(Hastings  1) 

Antelope  2 

Box  Butte 2 

Dawes  6 

Dawson  1 

Douglas  6 

(Omaha  6) 

Fillmore 2 

Franklin  4 

Greeley  1 

Hall 3 

(Grand  Island  2) 

Johnson  1 

Kearney  1 

Knox 5 

Lancaster 2 

(Lincoln  2) 

Lincoln  6 

(North  Platte  6) 

Morrill  4 

Nemaha  5 

Platte  1 


Saline  

Scotts  Bluff 

Seward 

Valley 

Webster  


Smallpox 

Richardson  1. 

Sarpy  1 

Tuberculosis 

Clay  1 

Dixon  1 

Douglas  1 

Harlan  1 

Howard  1 

Lancaster 1 

Pierce  1 

Platte  1 

Scotts  Bluff 1 

Seward 1 

Sheridan 1 

Thurston  1 

Typhoid  Fever 

Douglas  1 

(Omaha  1) 

Furnas  1 

Jefferson  1 

Scotts  Bluff 1 

Whooping  Cough 

Butler 5 

Douglas  4 

(Omaha  4) 

Lancaster  3 

(Lincoln  3) 

Lincoln  3 

(North  Platte  3) 
Webster  3 
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SCIENTIFIC  PROGRAMS 


Nebr.  S.  M.  Jour. 
January,  1940 


Speakers’  Bureau 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Commit- 
tee of  the  Nebraska  State  Medical  Association,  November  16th  to  December  15th,  1939. 


SCIENTIFIC  PROGRAMS 


Date  Place 

Organization  Addressed 

Speaker 

Title  of  Address 

Nov.  16 — Humboldt 

Third  Councilor 
District  Medical 
Society 

Dr.  Roy  H.  Whitham 
Lincoln 

Dr.  R.  H.  Young 
Omaha 

Dr.  J.  Jay  Keegan 
Omaha 

Dr.  E.  E.  Angle 
Lincoln 

“Surgical  Diagnosis:  Practical  Con- 
cepts” 

“The  Differentiation  of  the  Neuroses 
From  Organic  Disease” 

“Low  Back  Pain  and  Sciatica  Caused 
by  Intervertebral  Disc  Protrusion” 
“Transurethral  Resection  of  the  Pro- 
state for  Obstruction” 

Nov.  20 — Nebraska 

Otoe  County 

Dr.  C.  S.  Moran 

“Present  Day  Concepts  of  Female 

City 

Medical  Society 

Omaha 

Dr.  M.  E.  Grier 
Omaha 

Endocrinology” 

“Management  of  the  Climacteric” 

Dec.  4 — Hampton 

Sixth  Councilor 
District  Medical 
Society 

Dr.  George  W.  Covey 
Lincoln 

Dr.  Floyd  L.  Rogers 
Lincoln 

“Prognosis  in  Coronary  Heart  Dis- 
ease” 

“Diabetes  Mellitus” 

Dec.  12 — Norfolk 

Madison  Six 
County  Medical 
Society 

Dr.  M.  E.  Grier 
Omaha 

Dr.  Ralph  Luikart 
Omaha 

“Placenta  Praevia” 

“Indications  for  Version  and  Forceps” 

Dec.  13 — Ogallala 

Garden,  Keith  and 
Perkins  Counties 
Med.  Society 

Dr.  J.  A.  Weinberg 
Omaha 

“Hazards  and  Tragedies  of  Inhalation 
Anesthesia” 

MARRIAGES 

Dr.  Horace  Schreck  of  Holdrege  to  Miss  Shila 
Brubaker  of  Nelson,  Nebr.,  November  5,  1939,  at 
Nelson. 


BIRTHS 

To  Dr.  and  Mrs.  Harold  Gifford,  Omaha,  Novem- 
ber 25,  1939,  a daughter. 


DEATHS 

Dwyer,  Edward  H.,  Gordon,  bom  in  Cedar  Falls, 
Iowa,  in  1875,  graduated  from  Barnes  Medical  Col- 
lege, St.  Louis,  in  1898.  After  a brief  period  of 
practice  in  Omaha,  the  doctor  settled  in  Gordon  in 
the  summer  of  1900  and  remained  there  until  his 
death  on  November  24,  1939.  The  doctor  was  active 
in  professional  and  civic  projects.  Dr.  Dwyer  had 
retired  from  active  practice  about  two  years  ago 
due  to  failing  health.  Death  was  due  to  cerebral 
hemorrhage.  He  is  survived  by  his  widow  and  two 
sisters. 

Koutsky,  James  W.,  Omaha,  born  1897,  graduated 
from  the  Creighton  Medical  School  in  1921.  Death 
was  due  to  a self-inflicted  bullet  wound  on  Novem- 
ber 28,  1939.  Surviving  are  the  widow  and  a daugh- 
ter. 

Winter,  F.  W.,  Adams,  born  in  1852,  graduated 
from  State  University  of  Iowa  College  of  Homeo- 
pathy in  1880.  The  doctor  located  in  Wymore  in 
1882  and  remained  there  until  1921  when  he  retired 
and  moved  to  Adams.  He  died  in  a Lincoln  Hospital 
November  13,  1939.  Surviving  are  his  widow,  two 
sons  and  two  daughters. 

Boss,  C.  H.,  Omaha,  retired.  The  doctor  was  born 


in  1863,  graduated  from  Omaha  Medical  College  in 
1898,  died  in  Chattanooga,  Tenn.,  on  December  17th, 
where  he  had  been  visiting  a daughter.  Surviving 
are  his  widow  and  two  other  daughters. 

Abbott,  E.  Carson,  Omaha,  retired,  was  born  in 
1876  and  graduated  from  the  State  University  of 
Iowa  College  of  Homeopathy  in  1899.  The  doctor 
located  in  Omaha  in  1903,  died  December  17,  1939. 
Surviving  is  his  mother  of  Iowa  City,  Iowa. 


Recognizing  Late  Congenital  Syphilis 

A method  for  recognizing  certain  eye  symptoms  in 
late  congenital  syphilis,  important  as  a means  of 
distinguishing  this  condition  in  adults  from  the  early 
stages  of  acquired  syphilis,  is  discussed  by  Joseph 
V.  Klauder,  M.  D.,  and  Alfred  Cowan,  M.  D.,  Phila- 
delphia, in  The  Journal  of  the  American  Medical 
Association  for  Oct.  28. 

The  method  makes  use  of  slit  lamp  microscopy  in 
detecting  interstitial  keratitis  (inflammation  of  the 
cornea  with  opaque  deposits  in  its  depth),  a condi- 
which  affects  between  25  and  50  per  cent  of  persons 
with  congenital  syphilis  and  which  occurs  before  the 
age  of  15.  The  authors  point  out  that  “with  the 
corneal  microscope  and  slit  lamp  a diagnosis  of  old 
interstitial  keratitis  can  invariably  be  made,  regard- 
less of  the  age  of  the  patient.  We  believe  that  the 
importance  of  slit  lamp  examination  in  clinical  sy- 
philology  has  not  been  sufficiently  emphasized.  The 
changes  observed  may  be  the  only  evidence  of  con- 
genital syphilis.  Their  presence  in  adults  and  old 
patients  may  explain  the  absence  of  a history  of  in- 
fection, and  they  may  serve  as  a means  of  inter- 
preting positive  or  weakly  positive  results  of  Was- 
sermann  or  other  syphilis  tests.  In  the  presence  of 
other  signs  of  syphilis  a diagnosis  of  old  interstitial 
keratitis  determines  the  status  of  infection — con- 
genital syphilis — and  therefore  has  an  important 
bearing  on  treatment  and  the  probable  end  result.” 
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^Membership  poster  as  of  "December  31,  1939 

FIRST  DISTRICT 

G.  B.  Potter,  Councilor 


Omaha — 

Adams,  Payson  S. 
Allen,  John  F. 
Alliband,  George 
Allingham,  H.  T. 
Andersen,  M.  C. 
Anderson,  Harley  E. 
Amsten,  L.  L. 
Attwood,  N.  H. 

Baker,  Chas.  P. 
Bantin,  C.  F. 

Bantin,  E.  W. 

Baptist,  John 
Barry,  M.  W. 

Bean,  Francis  J. 
Beber,  Meyer 
Beck,  F.  O. 

Benner,  Miriam  C. 
Bennett,  A.  E. 

Best,  R.  Russell 
Betz,  W.  H. 

Bisgard,  J.  Dewey 
Bleick,  L.  C. 

Bliss,  Rodney  W. 
Boler,  Thomas  D. 
Borghoff,  J.  A. 

Boyne,  H.  N. 

Brandt,  Emelia  H. 
Brodkey,  M.  H. 
Brown,  Alfred 
Burns,  B.  C. 

Bushman,  L.  B. 
Callfas,  W.  F. 
Cameron,  0.  J. 
Camazzo,  S.  J. 
Cassidy,  W.  A. 
Catania,  Nancy 
Christensen,  Julius  B. 
Christie,  B.  W. 

Clarke,  F.  S. 

Clayton,  J.  0. 

Cloyd,  A.  D.,  Jr. 
Cloyd,  A.  D„  Sr. 
Coakley,  L.  P. 

Conlin,  Frank  M. 
Connolly,  E.  A. 

Cook,  Lyman  J. 
Courtney,  J.  E. 
Cuscaden,  Gertrude 
Davis,  Edwin  G. 
Davis,  Herbert  H. 
Davis,  J.  Calvin 
Davis,  W.  W. 

De  Lanney,  L.  A. 
Dendinger,  W.  M. 
Dishong,  G.  W. 

Dodge,  Roy  A. 

Dow,  A.  G. 

Dowell,  D.  A. 

Drdla,  Theodore 
Drozda,  J.  P. 

Duncan,  J.  W. 

Dunn,  F.  Lowell 
Dwyer,  J.  R. 
Edgington,  A.  A. 
Eggers,  H.  E. 

Ellis,  P.  H. 

Emmert,  Max 
Endres,  Gregory  L. 
Erman,  J.  M. 

Evans,  E.  B. 

Ewing,  Ben  F. 


Faier,  Samuel  Z. 
Farrell,  Robt  F. 
Fellman,  A.  C. 
Findley,  David 
Findley,  Palmer 
Finegan,  James 
Fleishman,  Max 
Fouts,  Roy  W. 
Frandsen,  Charles 
Freymann,  John  J. 
Gardiner,  J.  F. 
Gerald,  H.  F. 
Gifford,  Harold 
Green,  Hubert  F. 
Green,  M.  C. 
Greenberg,  A. 
Greenberg,  M.  M. 
Grier,  John 
Grier,  M.  E. 
Grodinsky,  Manuel 
Hahn,  W.  N. 

Hall,  B.  W. 

Hall,  Lynn  T. 
Hamsa,  W.  R. 
Haney,  W.  P. 
Hanisch,  L.  E. 
Hansen,  G.  M. 
Hardy,  C.  C. 

Harris,  T.  T. 

Hays,  E.  R. 
Heitzman,  Holly  H. 
Hellwig,  J.  W. 
Henrich,  Leo  C. 
Henry,  E.  C. 
Henske,  J.  A. 
Heumann,  J.  M.  F. 
Hicken,  N.  F. 
Hickey,  Charles 
Hill,  F.  C. 
Hirschmann,  H. 
Hoffman,  L.  O. 
Holden,  W.  J. 
Hollenback,  C.  F. 
Hollister,  R.  R. 
Holst,  John 
Hotz,  Harley 
Howard,  M.  C. 
Hubenka,  A.  H. 
Hunt,  H.  B. 

Hyde,  J.  F. 

Isacson,  Sven 
Iwersen,  Frank  J. 
Iwersen,  J.  C. 

Jahr,  Herman  M. 
James,  C.  S. 

Jenkins,  Harry  J. 
Jensen,  Werner  P. 
Johnson,  A.  C. 
Johnson,  Herman  F. 
Johnson,  J.  A. 

Jones,  Wesley 
Judd,  D.  K. 

Judd,  J.  H. 

Kadavy,  G.  J. 

Kani,  M.  Alace 
Keegan,  J.  Jay 
Kelley,  Ernest 
Kelley,  J.  Whitney 
Kelly,  James  F. 
Kempf,  Terence 
Kennedy,  H.  B. 
Kinyoun,  Floyd  H. 


Kirk,  E.  J. 

Kleyla,  John  R. 
Korth,  Z.  N. 

Kroupa,  W.  E. 

Kully,  Herman  E. 
Langdon,  J.  F. 
Lanphier,  V.  A. 
Lennox,  G.  B. 

Levey,  Philip 
Levine,  Victor  E. 
Lewis,  Raymond  G. 
Lord,  J.  P. 

Lovelady,  Ralph 
Lovely,  Frank  T. 
Luikart,  Ralph 
Lukovsky,  J.  F. 

Mac  Quiddy,  E.  L. 
McAvin,  J.  S. 
McCarthy,  J.  D. 
McCleneghan,  Sam 
McCurdy,  Thomas 
McDermott,  Arnold 
McEachen,  Esther  I. 
McGee,  Harry  E. 
McGee,  J.  W. 
McGoogan,  Leon  S. 
McGuire,  L.  D. 
McKean,  J.  W. 
McLaughlin,  C.  W. 
McMahon,  E.  E. 
McMartin,  Charles 
McMartin,  W.  J. 
McNamara,  J.  W. 
Maloney,  Ed  S 
Manning,  E.  T. 
Marble,  R.  E. 
Margolin,  Morris 
Marr,  Madeline 
Martin,  James  W. 
Martin,  Otis 
Mason,  Claude  W. 
Mauer,  R.  T. 
Maxwell,  J.  T. 
Mercer,  Nelson  S. 
Millett,  Clinton  C. 
Mnuk,  Frank  J. 
Moody,  W.  B. 

Moon,  C.  F. 

Moon,  Louis  E. 
Moore,  Clyde 
Moran,  Clarence  S. 
Morrison,  Wm.  H. 
Moser,  R.  A. 
Muldoon,  J.  K. 
Murphy,  F.  P. 
Murphy,  J.  Harry 
Murray,  F.  J. 
Nelson,  Floyd  C. 
Nemec,  C.  J. 

Newell,  C.  H. 
Newman,  James  K. 
Niehaus,  F.  W. 
Nilsson,  John  R. 
Nolan,  W.  J. 
Offerman,  A.  J. 
O’Hearn,  J.  J. 
Overgaard,  A.  P. 
Owen,  D.  R. 

Owens,  C.  A.,  Jr. 
Parsons,  Antony 
Pawol,  Sylvester  A. 
Pinto,  A.  S. 


Pinto,  Sherman 
Pollard,  Charles  W. 
Pope,  Lester  J. 

Porter,  Elmer,  Jr. 
Potter,  G.  B. 

Potts,  John  B. 

Poynter,  C.  W.  M. 
Pratt,  George  P. 
Pruner,  A.  C. 

Quigley,  D.  T. 

Quigley,  W.  H. 

Ranee,  W.  T. 
Rasgorshek,  R.  H. 
Read,  Paul  S. 
Redgwick,  J.  P. 

Reed,  S.  G. 

Rich,  Charles  O. 

Riley,  B.  M. 

Robertson,  G.  E. 
Roeder,  C.  A. 

Romonek,  Philip 
Rubendall,  Clarence 
Rubnitz,  A.  S. 

Russum,  B.  C. 

Sachs,  Adolph 
Sage,  Earl  C. 

Schmitz,  W.  H. 
Schrock,  R.  D. 
Schwertly,  F.  J. 
Sharpe,  John  C. 
Shearer,  W.  L. 

Sher,  Philip 
Shramek,  C.  J. 
Shramek,  J.  M. 
Simanek,  George  F. 
Simmons,  E.  E. 
Simmonds,  Francis  L. 
Simpson,  J.  E. 

Slutzky,  Ben 
Solomon,  W.  W. 

Srb,  Adolph  F. 
Stastny,  Olga 
Stearns,  R.  J. 
Steinberg,  A. 

Stokes,  A.  C. 

Stokes,  Harry 
Stokes,  W.  H. 
Strickland,  W.  R. 
Sucha,  W.  L. 

Sullivan,  H.  T. 
Sullivan,  Kathleen 
Swab,  C.  M. 

Swab,  Elizabeth  M. 
Swoboda,  Jos.  P. 
Taylor,  W.  H. 
Thompson,  C.  Edw. 
Thompson,  C.  Q. 
Thompson,  Warren  Y. 
Thomsen,  J.  H. 

Tipton,  P.  W. 

Tollman,  J.  P. 
Tomlinson,  C.  C. 
Tompkins,  Charles  A. 
Torpy,  T.  W. 

Traynor,  R.  L. 
Trimble,  C.  R. 

Tyler,  A.  F. 

Uren,  Claude  T. 
Vetter,  J.  G. 

Walsh,  E M. 

Waters,  C.  H. 

Watke,  F.  M. 
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Wearne,  F.  J. 
Weinberg,  J.  A. 
Wherry,  W.  P. 
Whitcomb,  Glenn  D. 
Wigton,  H.  A. 


LANCASTER 
Lincoln — 

Adams,  R.  B. 

Albin,  W.  L. 

Alcorn,  F.  A. 
Andrews,  Clayton  F. 
Andrus,  F.  M. 

Angle,  E.  E. 

Angle,  E.  J. 

Arnholt,  M.  F. 
Arnold,  C.  H. 

Bailey,  B.  F. 
Bancroft,  Paul  M. 
Bartholomew,  P.  H. 
Becker,  W.  C. 

Black,  Paul 
Blum,  Henry 
Bowman,  D.  J. 
Breuer,  M.  J. 

Brooks,  E.  B. 
Calhoun,  0.  V. 
Campbell,  W.  A. 
Carveth,  W.  W. 
Churchill,  I.  W. 
Coleman,  F.  D. 

Covey,  Geo.  W. 

Crook,  C.  E. 

Crook,  G.  D. 

Crook,  Roy 
Cummins,  E.  D. 
Deppen,  E.  N. 
Easton,  R.  H. 

Elliott,  C.  K. 
Emerson,  Clarence 
Emery,  A.  L. 

Everett,  E.  A. 
Everett,  H.  H. 
Fahnestock,  C.  L. 
Fechner,  A.  H. 
Ferciot,  C.  F. 

Finkle,  B.  A. 

Finney,  E.  B. 


GAGE 

Adams — 

Swartwood,  F.  M. 
Waggener,  J.  T. 

Beatrice — 

Bradley,  C.  A. 

Brown,  H.  R. 

Bryant,  A.  R. 
Buchanan,  Rea 
Buckley,  F.  W. 
Burford,  James  A. 
Fall,  C.  P. 

Hepperlen,  H.  M.,  Jr. 
Leibee,  J.  R. 

Moritz,  John  R. 
Noble,  Roy  C. 

Penner,  H.  G. 

Penner,  L.  E. 

Rush,  W.  A. 


Wilhelm  j,  C.  M. 
Wilson,  Donald  J. 
Wright,  W.  D. 
Young,  G.  A. 
Young,  Richard  H. 


Deceased  Members 
1939 

Hamilton,  H.  B. 
Knode,  A.  R. 
Lindquest,  A.  B. 


SECOND  DISTRICT 

Roy  H.  Whitham,  Councilor 


Finney,  L.  E. 
Flansburg,  H.  E. 
Flanagan,  M.  L. 
Frary,  R.  A. 
Furgason,  A.  P. 
Garlinghouse,  R.  E. 
Gibson,  L.  F. 
Graham,  Alice 
Griess,  A.  H. 
Griffiths,  D.  G. 
Hancock,  E W. 
Hansen,  E.  M. 
Harms,  C.  W. 
Harvey,  H.  E. 
Hickman,  C.  C. 
Hilton,  D.  C. 
Hohlen,  K.  S.  J. 
Hompes,  J.  J. 
Hummel,  R.  O. 
Johnson,  F.  B. 
Johnson,  Robert  W. 
Korol,  E. 

Lehnhoff,  H.  J. 
Lewis,  G.  E. 

Loder,  Roland  H. 
Loomis,  J.  J. 
Loveland,  Grace 
Loudon,  John  R. 
Lovell,  A.  I. 

Lyman,  R.  A. 
McCarthy,  T.  F. 
McGreer,  John  T. 
Marx,  L.  E. 
Merideth,  J.  A. 
Miller,  Ed  R 
Miller,  N.  R. 

Miller,  S.  D. 

Misko,  G.  H. 
Morgan,  H.  S. 
Morton,  H.  B. 
Moyer,  T.  C. 
Munger,  I.  C. 


Munger,  A.  D. 
Neely,  Marshall 
Olney,  R.  C. 

Orr,  H.  W. 

Owen,  L.  J. 

Palmer,  R.  B. 
Peterson,  J.  C. 
Podlesak,  J.  J. 
Rogers,  E.  A. 

Reed,  E.  B. 

Reese,  S.  0. 
Reinhard,  O.  A. 
Reynolds,  R.  W. 
Reynolds,  Verne  J. 
Richie,  R.  F. 

Rider,  E.  E. 
Rogers,  F.  L. 
Rowe,  E.  W. 

Royal,  P.  A. 
Russell,  Geo.  W. 
Sanderson,  D.  D. 
Scott,  H.  A. 
Sharrar,  Lynn 
Smith,  A.  L. 

Snipes,  J.  J. 
Spradling,  C.  R. 
Spradling,  F.  L. 
Stapleton,  H.  B. 
Strader,  R.  M. 
Taborsky,  A.  F. 
Taylor,  H.  A. 

Teal,  F.  F. 

Teal,  Fritz,  Jr. 
Thomas,  J.  W. 
Thompson,  J.  C. 
Thomson,  J.  E.  M. 
Underwood,  G.  R. 
Walker,  G.  H. 
Warner,  Ruth 
Webb,  A.  H. 
Wegner,  E.  S. 
Welch,  J.  S. 


THIRD  DISTRICT 

W.  E.  Shook,  Councilor 


Skinner,  Almeron  0. 
Taylor,  R.  W. 
Waddell,  J.  C. 
Waddell,  W.  W. 
Wildhaber,  Wm. 

Blue  Springs — 
Warner,  E.  A. 

Cortland — 

Schowengerdt,  F.  T. 

Liberty — 

Bachle,  E.  P. 

Odell— 

Pickett,  I.  N. 

Rice,  C.  E. 

Pickrell — 

Lee,  Amesbury 

Hanover,  Kansas — 
Hurtwig,  H.  G. 


Wymore — 

Elias,  Francis 
Thomas,  C.  W. 

PAWNEE 
Pawnee  City — 
Anderson,  A.  B.,  Jr. 
Boyer,  W.  R. 

Flory,  Paul  J. 
Harman,  L.  D. 

Table  Rock — 

McCrea,  E.  L. 

NEMAHA 
Auburn — 

Cline,  Edgar 
Irvin,  I.  W. 
Krampert,  F.  L. 
Lorance,  B.  F. 
Lutgen,  C.  A. 

Smith,  B.  A. 

Tushla,  F.  M. 


O’Sullivan,  Margaret 
Peterson,  Alfred  O. 
Ross,  W.  L. 


Whitham,  Roy  H. 
Wiedman,  E.  V. 
Williams,  B.  F. 
Williams,  J.  P. 
Wilson,  W.  H. 
Woodward,  J.  M. 
Wright,  F.  T. 
Zemer,  S.  G. 
Deceased  Member 
1939 

Marron,  J.  G. 

CASS 

Avoca — 

Brendel,  J.  W. 

Elmwood — 

Liston,  0.  E. 

Louisville — 

Worthman,  H.  W. 

Murdock — 

Formaneck,  C.  J. 

Weeping  Water — 
Kunkel,  L.  N. 

OTOE 

Burr — 

Mayer,  C.  F. 

Nebraska  City — 
Crudup,  C.  P. 
Gilligan,  J.  P. 
Kenner,  W.  C. 
Stonecypher,  D.  D. 
Weekes,  T.  L. 
Zimmerer,  C.  G. 

Otoe — 

Dieter,  L.  D. 

Syracuse — 

Thorough,  Paul 
Williams,  C.  R. 


RICHARDSON 
Dawson — 

Lennemann,  Ernest 

Falls  City — 

Burchard,  H.  D. 
Cowan,  S.  D. 
Gillispie,  J.  S. 
Greene,  J.  M. 
Henderson,  R.  G. 
Harris,  D.  M. 
Hustead,  C.  L. 
Ketter,  W.  D. 

Lang,  O.  F. 

Miner,  H.  R. 
Wilson,  M.  L. 

Humboldt — 

Heim,  H.  S. 
Waggener,  J.  A. 
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Rulo — 

Shepherd,  Wm. 

Salem — 

MeArdle,  Geo.  M. 


MADISON 
Battle  Creek — 
Rudloff,  F.  X. 
Madison — 

Eagen,  John 
Pracher,  Gordon 
Meadow  Grove — 
Kindred,  H.  L. 
Newman  Grove — 
Frink,  F.  L. 
Jensen,  Frank 
Norfolk — 

Barry,  A.  C. 
Brauer,  S.  H. 
Brush,  E.  L. 
Charlton,  Geo.  E. 
Conwell,  G.  D. 
Famer,  B.  R. 
Gadbois,  E.  A. 
Howley,  A.  N. 
Pollack,  F.  A. 
Salter,  Geo.  B. 
Sandritter,  G.  L. 
Schwedhelm,  A.  J. 
Stark,  Lucien 
Verges,  C.  J. 
Waters,  T.  H. 
Winkle,  V.  M. 
Tilden — 

Barr,  C.  C. 

CUMING 
Beemer — 

Pierson,  C.  A. 
Bancroft — 

Francis,  H.  W. 


DODGE 

Dodge — 

Kenny,  B.  V. 

Srb,  G.  J. 
Fremont — 

Buchanan,  A.  E. 
Byers,  R.  C. 
Fasser,  A.  O. 
Harvey,  Andrew 
Haslam,  G.  A. 
Heine,  L.  H. 
Heine,  W.  H. 
Merrick,  A.  J. 
Moore,  C.  G. 
Morrow,  H.  H. 
Morrow,  H.  N. 
Reeder,  Grant 
Seiver,  Charlotte 
Van  Metre,  R.  T. 

Hooper — 

Hauser,  Bryan 
Heine,  C.  S. 

North  Bend — 

Byers,  G.  A. 
Keiser,  A.  F. 


Shubert — 
Shook,  W.  E. 

V erdon — 

Medlar,  C.  A. 


JOHNSON 

Cook — 

Conlee,  C.  C. 

Sterling — 

Turner,  J.  W. 


Tecumseh — 

Fitzsimmons,  A.  P. 
Lanspa,  J.  A. 
Rubelman,  G.  J. 


FOURTH  DISTRICT 

E.  L.  Brush,  Councilor 


West  Point — 
Anderson,  A.  W. 
Collins,  L.  G. 
Robbins,  H.  M. 
Thompson,  I.  L. 
Thompson,  L.  L. 

Wisner — 

Riley,  L. 

PIERCE 
Osmond — 

Mailliard,  A.  E. 
Rodgers,  C.  E. 

Pierce — 

Calvert,  John  H. 
Devers,  W.  I. 

Plainview — 
Johnson,  M.  A. 

KNOX 
Creighton — 
Burrell,  R.  H. 
Noonan,  E.  F. 
Wright,  W.  E. 

Bloomfield — 

Carrig,  M.  H. 

Crofton — 

Swift,  C.  H. 

Niobrara — 

Green,  Carl  R. 

Wausa — 

Johnson,  R.  E. 
Swenson,  S.  A. 


STANTON 
Pilger — 

Reid,  J.  D. 

Stanton — 

Allen,  S.  G. 

Tennant,  H.  W. 

ANTELOPE 
Clearwater — 

Bennie,  J.  W. 

Neligh — 

Curtis,  E.  E. 
Harrison,  U.  S. 
Orchard — 

Fletcher,  D.  L. 
Fletcher,  W.  G. 

CEDAR 
Coleridge — 

Dewey,  F.  G. 
Hartington — 

Dorsey,  F.  P.,  Jr. 
Dorsey,  F.  P.,  Sr. 
Johnson,  J.  M. 

King,  J.  W. 

Laurel — 

Carroll,  R.  P. 

Miller,  H.  D. 

Randolph — 

Cook,  A.  E. 

Cook,  S.  H. 

Gleason,  B.  F. 

Peters,  G.  E. 

Wynot — 

Seasongood,  Robt.  R. 


DIXON 
Newcastle — 
Richards,  R.  C. 
Ponca — 

Bray,  R.  A. 
Wakefield — 

Coe,  C.  B. 

Coe,  Max 
Kilian,  L.  J. 

THURSTON 
Emerson — 

Kildeback,  J.  C. 
Pender — 

Luhman,  F.  W. 
Bradley,  James  B. 
Buis,  John  W. 
(Deceased,  1939) 
Walthill — 

Graham,  J.  R. 

DAKOTA 
Homer — 

Larsen,  A.  A. 
South  Sioux  City — 
Blume,  W.  R. 

Legg,  C.  E. 

Neill,  C.  W. 

WAYNE 
Wayne — 

Benthack,  Walter 
Blair,  E.  S. 

Hess,  G.  J. 

Ingham,  C.  T. 
Winside — 

Craig,  D.  O. 


FIFTH  DISTRICT 

W.  R.  Neumarker,  Councilor 


Scribner — 

Stehl,  C.  H.  L. 

WASHINGTON 
Arlington — 

Bloch,  D.  M. 
Davies,  R.  A. 

Blair — 

Donley,  R.  R. 
Nielsen,  Morris 
Howard,  C.  D. 

Fort  Calhoun — 
Geesaman,  E.  S. 

Herman — 

Graves,  H.  B. 

MERRICK 
Central  City — 
Benton,  J.  E. 
Brown,  A.  D. 
Enos,  A.  A. 

Fouts,  F. 

Palmer — 

Racines,  J.  Y. 


COLFAX 
Clarkson — 

Kavan,  W.  J. 
Kovar,  W.  R. 
Howells — 

Myers,  H.  Dey 
Novak,  W.  F. 
Teply,  G.  L. 
Leigh — 

Eby,  C.  D. 
Kuper,  H.  D. 

Schuyler — 

Fritz,  W.  L. 
Kolouch,  F.  G. 
Koory,  S.  B. 

BOONE 
Albion — 

Davis,  J.  E. 
Higgins,  J.  P. 
Langrall,  C.  D. 
McRae,  F.  J. 
Smith,  J.  W.  B. 

Cedar  Rapids — 
Reeder,  W.  J. 


Petersburg — 
Schafer,  L.  H. 

St.  Edward — 
Sullivan,  G.  W. 

BURT 

Craig — 

Allen,  J.  G. 

Lyons — 

Heacock,  F.  M. 
Keetel,  W.  C. 

Oakland — 

Benson,  H.  W. 
Tibbels,  R.  H. 

Tekamah — 

Lukens,  I. 

Morrow,  L. 

Sauer,  L.  E. 
Wood,  M. 

PLATTE 
Columbus — 

Allenberger,  C.  A. 
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Anderson,  R.  C. 
Campbell,  C.  H. 
Evans,  C.  D.,  Jr. 
Evans,  James  N. 
James,  M.  C. 
Koebbe,  E.  E. 
LeMar,  Fred  A. 


BUTLER 
Bellwood — 

Malloy,  E.  F. 
Brainard — 

Kreymborg,  0.  C. 
David  City — 
Burdick,  D.  E. 
Gramlich,  R.  C. 
Ragan,  L.  E. 
Ekeler,  Louis  J. 
Dwight — 

Srb,  J.  J. 

Rising  City — 
Downing,  J.  H. 
Longacre,  0.  E. 
Ulysses — 

Stanard,  John  T. 

SEWARD 
Beaver  Crossing — 
Hille,  C.  F. 
Longacre,  C.  H. 
Milford — 

Alderson,  D.  M. 
De  Ogny,  P.  A. 
Muir,  J.  G. 
Wertman,  H.  J. 


SALINE 

Crete — 

Conrad,  A.  A. 
Mack,  M.  A. 
Stejskal,  F.  J. 

Dewitt — 

Runty,  H.  D. 

Dorchester — 

Panter,  R.  C. 
Friend — 

Hamilton,  F.  T. 
Joyner,  Nevill 
Johnson,  R.  K. 

Swanton — 

Simecek,  J. 

Tobias — 

Blattspieler,  A.  C. 
Wilber — 

Kirchman,  R.  C. 
Travnicek,  F.  G. 

THAYER 
Alexandria — 

Newell,  H.  J. 


Martyn,  D.  T. 
Meyer,  J.  E. 
Morrow,  F.  H. 
McGowan,  P.  H. 
Neumarker,  W.  R. 
O’Donnell,  R.  J. 
Bemey,  P.  W. 


Duncan — 

Cyphers,  F.  B. 

Humphrey — 

Abts,  A.  W. 
Elston,  H.  R. 

Platte  Center — 
Bald,  A.  A. 


SIXTH  DISTRICT 

D.  D.  King,  Councilor 


Seward — 

Carr,  J.  W. 

Clarke,  H.  D. 
Morrow,  B.  E. 
Morrow,  J. 
Sandusky,  Wm. 
Staplehurst — 
Meisenbach,  J.  E. 
Utica — 

Kenner,  W.  C. 

SAUNDERS 
Cedar  Bluffs — 
Stuart,  A.  E. 

Colon — 

McCaw,  F.  W. 
Ceresco — 

Noyes,  W.  W. 
Morse  Bluff — 

Hubenbecker,  J.  C. 
Prague — 

Kasper,  J.  E. 
Valparaiso — 

Hervert,  J.  W. 
Wahoo — 

Lathrop,  M.  E. 


Lauvetz,  J.  F. 
Tornholm,  Frank 
Way,  Charles 

Ashland — 

Baer,  B.  H. 

Clark,  E.  E. 

YORK 
Benedict — 

Karrer,  F.  W. 
Molzahn,  A.  J. 

Bradshaw — 

Curtis,  L.  F. 

Henderson — 

Boehr,  I.  I. 

York — 

Bell,  H.  O. 

Bell,  J.  S. 
Greenberg,  B.  N. 
Harry,  R.  E. 
Karrer,  Robt.  E. 
King,  D.  D. 
Kilgore,  W.  E. 
Neville,  J.  Wm. 
Root,  B.  A. 
Snyder,  F.  G. 


SEVENTH  DISTRICT 

A.  A.  Conrad,  Councilor 


Bruning — 

Saylor,  H.  W. 

Byron — 

Decker,  R.  F. 

Chester — 

Mullikin,  D.  B. 

Deshler — 

Reed,  Paul  A. 

Davenport — 

Mountford,  F.  A. 
Snowden,  C.  C. 

Hebron — 

McFarland,  W.  I. 
Panter,  S.  G.,  Jr. 

Carleton — 

Douglas,  V.  D. 

NUCKOLLS 
Nelson — 

Ingram,  J.  E. 
Superior — 

McMahon,  C.  G. 
Mason,  C.  T. 
Trowbridge,  J.  A. 


Ruskin — 

Anderson,  A.  N. 

FILLMORE 
Exeter — 

Huber,  Paul  J. 
Wiggins,  W.  S. 

Fairmont — 

Ashby,  A.  A. 

Geneva — 

Bixby,  J. 

Hickman,  J.  C. 

Milligan — 

Smrha,  V.  V. 
Wegener,  Karl  F.  E. 

JEFFERSON 
Daykin — 

Humphrey,  H.  H. 

Fairbury — 

Ainlay,  G.  W. 
DuVall,  Geo.  R. 
Heath,  Geo.  A. 
Hughes,  D.  0. 

Luce,  R.  P. 

Lynch,  Geo.  M. 


NANCE 

Fullerton — 

King,  H.  E. 
McDermott,  F.  K. 

Genoa — 

Davis,  Homer 
Newton,  R.  A. 
Williams,  C.  D. 


HAMILTON 
Aurora — 

Steenburg,  D.  B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 

Giltner — 

Marvel,  P.  A. 
Person,  J.  P. 

Hampton — 

Troester,  0.  M. 

Marquette — 
Weaver,  R.  L. 

POLK 
Osceola — 

Eklund,  H.  S. 
Hill,  W.  Ray 

Polk— 

Williams,  J.  B. 

Shelby — 

Brillhart,  E.  G. 

Stromsburg — 
Anderson,  C.  L. 
Blome,  W.  N. 


Lynch,  J.  H. 
Kantor,  D.  B. 
Potter,  H.  E. 
Shupe,  Lester 
Taylor,  J.  S. 

Plymouth — 

Meisenbach,  G.  W. 

CLAY 

Clay  Center — 

Latta,  J.  0. 

Edgar — 

McLeay,  H.  U. 
Fairfield — 

Bell,  J.  R. 
Harvard — 

Nutzman,  C.  L. 
Seely,  H.  H. 

Sutton — 

Bard,  G.  W.  I. 
Nuss,  H.  V. 
Welch,  J.  M. 

Ong — 

Asa,  0.  C. 
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SHERIDAN 
Hay  Springs — 
Anderson,  M.  F. 

Gordon — 

Dwyer,  E.  H. 
Gant,  L.  G. 

Rushville — 

Hook,  R.  L. 
Sullivan,  P.  J. 


HALL 
Grand  Island — 
Arrasmith,  W.  J. 
Farnsworth,  Earle 
Gelow,  John  E. 
Higgins,  J.  E. 
Homback,  W.  H. 
Johnson,  Amil  J. 
Johnson,  Earle  G. 
Landis,  W.  E. 
McGrath,  B.  R. 
McGrath,  Wilmer  D. 
McGrath,  Wm.  M. 
Martin,  R.  D. 
Nichols,  H.  C. 
Phelan,  L.  D. 

Reilly,  John  V. 
Royer,  Howard 
Ryder,  Frank 
Synhorst,  A.  P. 
Watson,  Donald 
Watson,  E.  A. 
Wengert,  H.  C. 
Woodin,  J.  G. 
Woodruff,  R.  C. 
Woodriver — 

Hubbell,  A.  T. 
Burkett — 

Sherfey,  Carl  W. 

BUFFALO 
Elm  Creek — 

Laughlin,  J.  M. 
Kearney — 

Albertson,  L.  C. 
Edwards,  C.  B. 

Fox,  C.  H. 

Gibbons,  C.  K. 


ADAMS 

Ayr — 

Gray,  O.  S. 

Hastings — 
Anderson,  H.  F. 
Beghtol,  J.  V. 
Boren,  A.  J. 
Brown,  J.  W. 
Bratt,  Mary 
DeBacker,  L.  J. 
Egen,  L.  F. 
Feese,  J.  P. 
Foote,  D.  B. 
Foote,  E.  C. 


EIGHTH  DISTRICT 

W.  J.  Douglas,  Councilor 
HOLT 


Atkinson — 

Douglas,  W.  J. 
McKee,  N.  P. 
Chambers — 

Gill,  James  W. 

O’Neill- 
Brown,  J.  P. 
French,  0.  W. 


Stuart — 

Clark,  F.  J. 
Rihl,  Walter  A, 

BOYD 

Lynch — 

Kriz,  R.  E. 

ROCK 
Bassett — 

Panzer,  H.  J. 


NINTH  DISTRICT 

M.  0.  Arnold,  Councilor 


Hayes,  C.  B. 

Jester,  R.  F. 
Johnson,  O.  D. 
Johnston,  R.  S. 
Sidwell,  L.  T. 
Stearns,  L.  M. 
Smith,  Harold 
Ravenna — 

Ehlers,  0.  C. 
Shelton — 

Lucas,  Chas. 

CUSTER 
Anselmo — 

Spivey,  C.  D. 
Ansley — 

Higgins,  R.  P. 
Wilcox,  C.  W. 
Arnold — 

Burnham,  F.  A. 
Dunn,  J.  E. 

Broken  Bow — 
Bowman,  C.  L. 
Bowman,  J.  E. 
Carothers,  P.  H.  J. 
Erickson,  G.  T. 
Koefoot,  Theo. 
Landis,  H.  B. 
Callaway — 

Bryson,  R.  D. 

Mason  City — 

Forney,  L.  W. 
Merna — 

Downing,  A.  R. 
Morrow,  J.  H. 
Sargent — 

McDaniel,  V.  S. 


DAWSON 
Cozad — 

Fochtman,  L.  H. 
Fochtman,  J.  T. 
Sheets,  C.  H. 
Eddyville — 

Kile,  J.  B. 
Farnam — 

Liggitt,  J.  M. 
Reeves,  A.  E. 
Gothenburg — 
Harvey,  B.  J. 
Harvey  H.  M. 
Pyle,  B.  W. 
Stevenson,  E.  C. 
Lexington — 

Anderson,  A.  W. 
Dorwart,  H.  E. 
Dorwart,  T.  Y. 
Norall,  Vic  D. 
Rosenberg,  F.  J. 
Wycoff,  R.  S. 
Overton — 

Pelikan,  G.  C. 

HOOKER 
Mullen — 

Walker,  D.  A. 

HOWARD 
Dannebrog — 

Pederson,  P.  M. 
St.  Paul — 

Arnold,  M.  O. 
Hanisch,  E.  C. 
Wengert,  D.  B. 
Washington,  D.  C.- 
Hynes,  W.  P. 


TENTH  DISTRICT 

H,  S.  Andrews,  Councilor 


Jones,  S.  J. 
Kidder,  C.  E. 
Kingsley,  D.  W. 
Kostal,  6.  A. 
Latta,  E.  J. 
McCleery,  D.  P. 
McPherson,  J.  B. 
Mace,  John  L. 
Pinney,  Geo.  L. 
Rork,  L.  W. 
Shaw,  W.  L. 
Smith,  A.  A. 
Spicer,  C.  R. 
Sumner,  Ella  P. 


Swanson,  L.  A. 
Uridil,  J.  E. 
Egbert,  C.  L. 
(Deceased,  1939) 

Kenesaw — 

Guildner,  C.  W. 
Nowers,  W.  E. 

Ingleside — 

Davies,  D.  M. 
Gallup,  P.  R. 
Laird,  C.  R. 

May,  R.  B. 

Nash,  Louis  R. 
Nielsen,  J.  C. 


BROWN 
Ainsworth — 

Brady,  R.  R. 
Lear,  W.  D. 
Rasch,  A.  G. 

Long  Pine — 

Prescott,  Kenneth 

CHERRY 
Valentine — 

Compton,  A.  N. 
Johnson,  C.  A. 


GREELEY 
Greeley — 

Brannen,  J.  L. 
Scotia — 

Kafka,  A.  J. 
Spalding — 

Giever,  J.  C. 
Sullivan,  M.  M. 
Wolbach — 

Holm,  A.  H. 

VALLEY 
Arcadia — 

Baird,  J.  W. 
North  Loup — 
Hemphill,  W.  J. 
Ord— 

Barta,  F.  A. 
Kruml,  J.  G. 
Miller,  C.  J. 
Round,  John  N. 
Weekes,  C.  W. 

GARFIELD 
Burwell — 

Cram,  Roy  S. 
Smith,  E.  J. 

SHERMAN 
Litchfield — 

Rydberg,  C.  A. 
Loup  City — 
Amick,  C.  G. 
Wanek,  A.  E. 

GRANT 
Hyannis — 

Howell,  W.  L. 


O’Donnell,  H.  J. 
Waterman,  J.  H. 

FRANKLIN 
Bloomington — 
Sparks,  M.  L. 

Campbell — 
McNeill,  L.  S. 

Franklin — 

Campbell,  R.  B. 
Rosenberg,  D.  S. 
Smith,  Hal  C. 
Hildreth — 

Baker,  F.  L. 
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HARLAN 

Alma — 

Bartlett,  W.  C. 
Kerr,  R.  H. 
Stamford — 

Lull,  C.  C. 

WEBSTER 
Bladen — 

Wegmann,  W.  M. 
Blue  Hill — 

O’Neill,  S.  H. 

Guide  Rock — 

Reed,  H.  S. 

Red  Cloud — 

Lewis,  E.  V. 

Lewis,  Jane 

RED  WILLOW 
Indianola— 

Mackechnie,  W.  D. 
Rosenau,  J.  A. 
McCook — 

Brimmer,  K.  W. 


LINCOLN 
North  Platte — 
Anderson,  Joel 
Clarke,  H.  L. 
Dent,  G.  B. 
Dent,  T.  E. 
Fetter,  E.  W. 
Heider,  C.  F. 
Hombach,  L.  J. 
Kerr,  T.  J. 
Long,  Fred 
Platt,  0.  R. 


DeMay,  G.  A. 

Jones,  R.  T. 

Knox,  W.  E. 
Leininger,  E.  F. 
Morgan,  D.  H. 

Reed,  R.  R. 

Willis,  J.  M. 
Lebanon — 

Bartholomew,  W.  S. 

DUNDY 
Benkelman — 

Morehouse,  Albert 
Premer,  J.  F. 

CHASE 
Imperial — 

Hoffmeister,  G.  F. 
Smith,  Fay 
Wauneta — 

Carlson,  C.  R. 

HITCHCOCK 
Culbertson — 

Dewey,  C.  W. 


Palisade — 

Karrer,  F.  M. 

Stratton — 

Brown,  L.  B. 
Stewart,  J.  N. 

Trenton — 

Prest,  J.  E. 

FRONTIER 

Curtis — 

Magill,  Van  H. 

Eustis — 

Rosenau,  0.  P. 

Maywood — 

Mills,  B.  I. 

FURNAS 

Arapahoe — 

Lovett,  Ivan  C. 

Beaver  City — 

Shaughnessy,  E.  J. 

Cambridge — 

Minnick,  Clarence 


ELEVENTH  DISTRICT 

Harvey  Clarke,  Councilor 


Redfield,  J.  B. 
Selby,  C.  A. 
Stevenson,  Ed 
Valentine,  L.  F. 
Waltemath,  G.  F. 
Sutherland — 
Russell,  R.  S. 
Wallace — 

Newman,  J.  C. 

McPherson 

Try on — 

McGraw,  Harriett 


DEUEL 
Big  Springs — 
Smith,  C.  H. 
Smith,  N.  R. 
Chappell — 

Harris,  S.  0. 

GARDEN 
Lewellen — 

Blackstone,  H.  A. 
Morris,  D.  F. 


Oxford — 

Shank,  F.  W. 

James,  L.  D. 

KEARNEY 
Minden — 

Abbott,  C.  E. 
Andrews,  H.  S. 
Powell,  W.  H. 
Sutton,  Bruce  B. 

PHELPS 
Bertrand — 

Clark,  G.  W. 
Holdrege — 

Best,  Robert 
Brewster,  F.  A. 
Kirkwood,  Mary 
McConahay,  Harold 
Peterson,  Theo.  A. 
Palmer,  K.  P. 
Shreck,  H.  W. 
Shreck,  W.  A. 
Wilcox,  M.  B. 


Oshkosh — 

Morris,  G.  H. 

KEITH 
Ogallala — 

Harvey,  E.  A. 
Vandiver,  H.  A. 
Weyer,  S.  M. 

PERKINS 
Grant — 

Bell,  F.  M. 


TWELFTH  DISTRICT 
A.  L.  Cooper,  Councilor 

BOX  BUTTE 


SCOTTS  BLUFF 
Gering — 

Gentry,  Max 
Gentry,  W.  J. 
Harvey,  W.  C. 
Schafer,  M.  F. 
Shike,  W.  E. 

Lyman — 

Sinclair,  Roy  D. 

Minatare — 

Ross,  A.  J. 

Mitchell — 

Ohme,  Kenneth 
Watson,  C.  R. 

Morrill — 

Asa,  A.  L. 
Prentice,  O.  D. 


Scottsbluff — 

Baker,  Paul  Q. 
Cooper,  A.  L. 
Dunham,  L.  H. 
Franklin,  W.  S. 
Frazer,  M.  D. 
Griggs,  E.  E. 
Herhahn,  Frank  T. 
Hodnett,  W.  P. 
Malott,  R.  J. 
Mitchell,  E.  J. 
Phipps,  J.  A. 
Rasmussen,  M.  H. 
Riddell,  Ted  E. 
Schrock,  J.  B. 
Stoops,  J.  N. 
Zierott,  L.  L. 


Alliance — 

Broz,  J.  S. 
Copsey,  H.  A. 
Hand,  Geo.  J. 
Johnston,  G.  F. 
Kennedy,  J.  F. 
Kuncl,  Joseph  K. 
McCoy,  John 
Seng,  0.  L. 
Slagle,  C.  E. 
Sucgang,  F.  P. 
Whitehead,  E.  I. 

DAWES 
Chadron — 

Courshon,  A.  J. 
DeFlon,  Eric  G. 
Hoevet,  L.  H. 
Pierce,  C.  M. 


CHEYENNE 
Dalton — 

Pankaii,  J.  B. 

Sidney — 

Cook,  Hull  A. 
Dorwart,  Clinton  B, 
Grimm,  B.  H. 

Roche,  R.  E. 

KIMBALL 
Kimball — 

Flett,  Davis 
Manganaro,  C.  J. 
Miller,  A.  L. 

Rolph,  E.  L. 

MORRILL 
Bayard — 

Doher,  T.  L. 
Pugsley,  G.  W.,  Jr. 
Pugsley,  G.  W.,  Sr. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor,  220 
Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  Tuesday,  November  14, 
1939,  at  the  Medical  Arts  Auditorium.  The  meet- 
ing was  called  to  order  at  8:00  p.  m.  by  President 
Sage. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  October  10,  and  meeting  of  the  Council 
on  November  14,  1939,  which  were  approved  as  read. 

It  was  moved  and  seconded  that  the  following 
physicians  be  elected  to  membership  in  this  Society, 
having  been  previously  endorsed  by  the  Council: 
Dr.  E.  C.  Nemec,  Dr.  John  W.  Gatewood,  Dr.  Jo- 
seph J.  Warta:  For  junior  membership,  interns  at 
St.  Joseph  Hospital:  Drs.  L.  Thomas  Heywood, 
George  E.  Trobough,  Virgil  E.  Snow,  J.  E.  Sobota, 
W.  K.  Wolf,  S.  J.  Bednarz,  L.  J.  Kucera.  It  was 
moved  and  seconded  that  the  following  reinstate- 
ments be  made:  Dr.  V.  E.  Levine,  Dr.  George  R. 
Gilbert,  Dr.  L.  J.  Casey,  Dr.  Julius  G.  Bartek,  Dr. 
S.  A.  Osheroff. 

The  President  announced  the  forthcoming  Public 
Affairs  Luncheon  to  be  held  in  the  Chamber  of  Com- 
merce Dining  room  on  Tuesday  noon,  November  28, 
and  dinner  at  6:00  p.  m.,  Tuesday,  November  28,  at 
the  Fontenelle  Hotel,  to  honor  Dr.  Morris  Fishbein, 
who  will  speak  before  the  Society  that  evening. 

A resolution  in  memory  of  Dr.  A.  R.  Knode  who 
died  October  11,  1939,  was  read  by  Dr.  Jahr.  A reso- 
lution in  memory  of  Dr.  Howard  B.  Hamilton,  who 
died  October  12,  1939,  was  read  by  Dr.  Floyd  Clarke. 

President  Sage  acknowledged  the  excellent  cooper- 
ation given  by  Dr.  Maurice  E.  Grier  and  his  commit- 
tee in  securing  new  members  for  the  Society. 

The  second  “Hospital  Night”  of  the  year  was 
given  by  Drs.  R.  L.  Traynor  and  Maurice  E.  Grier, 
representing  St.  Joseph’s  Hospital,  and  Drs.  Thomas 
D.  Boler  and  James  Kelly  on  the  staff  at  St.  Cath- 
erine’s Hospital.  Dr.  Traynor  opened  the  scientific 
program  with  a talk  on  “Gastroscopy,”  describing 
and  picturing  a comparatively  new  instrument  called 
the  gastroscope  for  examining  the  stomach.  Dr. 
Grier’s  talk  on  “Blood  Transfusions  in  the  Treat- 
ment of  Acute  Pelvic  Inflammations,”  brought  up 
the  subject  of  a station  or  bank  in  Omaha  where 
donors  may  be  typed  and  blood  kept  on  hand  to  be 
used  in  time  of  need.  Dr.  Floyd  Clarke  stated  the 
U.  S.  Department  of  Health  would  be  willing  to  co- 
operate should  such  a station  be  established. 

Dr.  Boler’s  subject  was  “Prostatic  Resection:  Its 
Use  and  Complications,”  and  Dr.  James  Kelly  closed 
the  program  with  his  talk  on  “X-ray  Treatment  of 
Peritonitis  and  Other  Infections  with  Mobile  X-ray 
Unit,”  citing  many  cases  where  this  type  of  treat- 
ment had  been  successful  in  bringing  about  com- 
plete recovery.  The  Mobile  X-ray  unit  is  Dr.  Kelly’s 
own  invention. 

Meeting  adjourned  at  10:00  p.  m. 

The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  November  28,  1939,  at  8:00 
p.  m.,  President  Sage  presiding. 

The  president  called  for  a motion  to  suspend 


reading  of  the  minutes  of  the  last  regular  meeting 
held  Tuesday,  November  14,  1939-,  due  to  the  nature 
of  the  program  to  follow.  Motion  made,  seconded 
and  passed. 

The  president  introduced  guests  of  the  evening, 
Dr.  Clayton  Andrews,  Lincoln,  president-elect  of  the 
Nebraska  State  Medical  Association,  and  Mr.  M.  C. 
Smith,  Lincoln,  executive  secretary  of  the  Associa- 
tion. 

Dr.  A.  L.  Miller,  Kimball,  Nebr.,  president  of  the 
Nebraska  State  Medical  Association,  was  the  first 
guest  speaker.  He  discussed  the  problem  of  “Phy- 
sician-Public Relationship.”  Dr.  Miller  stressed  the 
importance  of  the  recognition  of  the  problem  of 
medical  care  of  the  various  groups  of  citizens,  with 
the  attempt  of  correcting,  wherever  such  corrections 
appear  feasible,  through  the  efforts  of  an  integrated 
idea  by  organized  medicine.  The  trends  of  social 
developments  call  for  a coordinated  system  which 
would  include  proper  organization  for  the  care  of 
the  sick,  with  due  attention  on  preventive  measures 
under  a plan  endorsed  and  guided  by  the  various 
county  and  state  medical  societies. 

President  Sage,  quoting  Dr.  Rock  Sleyster,  Presi- 
dent of  the  American  Medical  Association,  as  fol- 
lows, introduced  Dr.  Morris  Fishbein  as  one  of  the 
dispensers  of  information  referred  to:  “Who  and 
what  is  the  American  Medical  Association?  You 
are  the  American  Medical  Association  of  course! 
The  American  Medical  Association  is  a federation  of 
community  societies.  What  you  thoughtlessly  refer 
to  as  the  American  Medical  Association  is  a building 
in  Chicago,  a clearing  house  where  paid  employees 
make  available  for  you  any  and  all  information, — 
a helpful  unit  jointly  established  and  maintained  by 
all  state  and  county  societies.  It  is  your  servant — - 
not  your  master.  No  employee — no  board — no  offi- 
cer may  establish  policies  for  you  to  follow.  They 
can  only  carry  out  the  policies  established  by  your 
House  of  Delegates,  a truly  democratic  body  in  which 
you  have  the  same  voice  any  and  all  other  component 
parts  have.”  In  his  talk  on  “American  Medicine  and 
the  National  Government,”  Dr.  Fishbein  traced  sys- 
tematically the  insidious  onset  of  a concerted  effort 
on  the  part  of  government  to  enter  the  field  of  medi- 
cal practice.  He  emphasized  the  role  of  a small 
pressure  group  consisting  of  a handful  of  politicians 
stimulated  by  a few  social  up-lifters  under  the  guid- 
ance and  support  of  several  philanthropical  organi- 
zations who  took  it  upon  themselves  to  foist  a for- 
eign system  of  medical  care  which  is  entirely  unfit 
for  a democratic  people.  Dr.  Fishbein  related  the 
persecutory  means  adopted  by  the  officials  of  the 
Department  of  Justice,  as  well  as  the  office  of  the 
Attorney  General  to  force  the  American  Medical  As- 
sociation to  step  back  and  allow  officialdom  to  take 
charge  of  the  medical  care  of  the  people  of  the 
United  States.  In  conclusion,  the  speaker  called  at- 
tention to  the  fact  that  in  view  of  changing  trends 
of  our  social  structure  it  has  become  necessary  for 
the  various  constituent  societies  of  the  American 
Medical  Association  to  put  into  effect  plans  for  med- 
ical care  for  the  various  levels  of  our  people  with 
the  understanding  that  these  plans  are  experiment- 
al in  nature,  and  that  time  must  elapse  before  the 
nature  of  these  plans  may  be  sanely  evaluated  be- 
fore they  are  put  in  effect  on  a permanent  basis. 

A rising  vote  of  thanks  was  given  to  the  speaker 
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on  conclusion  of  this  talk.  Over  two  hundred  at- 
tended the  meeting. 

Adjournment:  9:40  p.  m. 

A regular  meeting  of  the  Lancaster  County  Medi- 
cal Society  was  held  on  the  above  date  with  40  mem- 
bers present.  Dr.  F.  L.  Rogers,  president,  in  the 
chair.  Minutes  of  the  last  meeting  were  read  and 
approved. 

The  first  paper  was  presented  jointly  by  two  mem- 
bers of  the  staff  of  the  Lincoln  State  Hospital.  Dr. 
G.  W.  Russell  spoke  on  the  “New  Developments  in 
Shock  Therapy,”  and  Dr.  R.  W.  Gray  discussed  a 
method  of  “Eliminating  Complications  Following 
Metrazol  Convlusions.”  Following  the  papers,  Dr. 
E.  R.  Miller  showed  a splendid  motion  picture  of  a 
typical  case  carried  through  metrazol  shock  treat- 
ment with  spinal  anesthesia  preceding  the  treat- 
ment to  control  shock.  In  the  discussion  Dr.  P.  A. 
Royal  said  they  had  had  good  results  in  some  cases 
with  metrazol.  Dr.  Charlton  gave  a favorable  dis- 
cussion. 

The  second  paper  “Hippocrates  and  Modem  Medi- 
cal Practice”  was  given  by  Dr.  Wesley  Becker. 

The  transfer  of  Dr.  J.  T.  McGreer  to  Dayton,  Ohio, 
was  announced. 

At  the  business  meeting  Dr.  H.  E.  Harvey  asked 
what  our  attitude  should  be  toward  the  letters  from 
various  sources  concerning  socialized  medicine.  Dr. 
L.  J.  Owen  advised  members  to  answer  questions 
from  medical  sources. 

Dr.  E.  M.  Hansen  said  a letter  from  the  Lincoln 
Hospital  Council  in  regard  to  the  Lincoln  Hospitals 
should  receive  attention.  Dr.  H.  S.  Morgan  moved 
that  the  president  refer  to  a committee  to  decide 
whether  the  Lancaster  County  Medical  Society 
should  have  any  concern  over  the  action  of  the  Lin- 
coln Hospital  Council. 

Meeting  adjourned  9:35  p.  m. 

The  Madison  Six  County  Medical  Society  met  at 
Norfolk,  November  21,  1939.  The  following  program 
was  presented:  “The  Value  of  Estrogenic  Sub- 
stances in  the  Treatment  of  the  Psychoses  Occurring 
at  Menopause” — Dr.  C.  G.  Ingham,  Staff  member, 
Norfolk  State  Hospital;  “Anxiety  Is  a Symptom” — 
Dr.  G.  Lee  Sandritter,  Assistant  Superintendent,  and 
Clinical  Director,  Norfolk  State  Hospital;  “The  Prac- 
tice of  Neuropyschiatry  in  European  Countries” — 
Dr.  Richard  H.  Young,  Omaha. 

The  Madison  Six  County  Medical  Society  met  at 
Norfolk,  December  12th,  1939.  The  following  pro- 
gram was  presented:  “Placenta  Praevia” — Dr.  M.  E. 
Grier,  Omaha;  “Indications  for  Version  and  For- 
ceps”— Dr.  Ralph  Luikart,  Omaha. 

The  Tri-County  Medical  Society  met  November 
27th  in  Tekamah,  dinner  at  the  Methodist  Church, 
Dr.  M.  Wood  in  charge.  The  scientific  program 
consisted  of  papers  as  follows:  Dr.  Clayton  Andrews, 
Lincoln,  “Industrial  Accidents  and  Compensation 
Laws;”  Dr.  Morris  Nielsen,  Blair,  “Hypertension;” 
Dr.  W.  W.  Carveth,  Lincoln,  “Treatment  of  Vari- 
cose Veins.” 

The  Cheyenne-Deuel-Ivimball  Medical  Society  met 
December  2,  1939;  sixteen  doctors  and  their  wives 
attended.  Dr.  Max  Gentry  of  Gering  discussed  his 
experiences  in  the  Orient  as  a medical  missionary. 


Dr.  Gering  and  his  family  spent  fifteen  years  in  the 
interior  of  China. 

The  Four  County  Medical  Society  met  Tuesday, 
November  7th.  Dr.  and  Mrs.  E.  J.  Smith,  hosts. 
Seven  o’clock  dinner  was  served  in  the  Congrega- 
tional Church  dining  room  at  Burwell.  The  pro- 
gram was  as  follows:  Dr.  A.  L.  Miller,  Kimball, 
President  of  the  Nebraska  State  Medical  Associa- 
tion, “The  Government  and  Medicine;”  Dr.  Clayton 
Andrews,  president  elect  of  the  State  Medical  Asso- 
ciation, “Benefits  of  Organized  Medicine;”  Mr.  M. 
C.  Smith,  executive  secretary,  spoke  on  “Business 
Affairs  of  the  Nebraska  State  Medical  Association.” 
Dr.  Payson  Adams,  Omaha,  “Treatment  of  Urinary 
Tract  Infections.” 

The  Five  County  Medical  Society  met  Tuesday 
evening,  December  5,  in  Wayne.  Following  a dinner 
served  to  some  43  doctors,  wives  and  guests  the  fol- 
lowing scientific  program  was  presented:  Dr.  John 
Schwartz,  Sioux  City,  “Cancer  of  the  Cervix;”  Dr. 
T.  R.  Gittins,  Sioux  City,  “The  Acute  Chest  From  a 
Bronchoscopic  Standpoint.”  Following  the  scientific 
program  a business  meeting  was  held  at  which  the 
following  business  was  transacted:  The  minutes  of 
the  previous  meeting  and  the  Annual  Report  of  the 
Treasurer  were  read  and  both  were  approved  as 
read. 

The  following  officers  were  elected  for  1940: 

Five  County  Society:  President,  Dr.  Geo.  Hess; 
V.  Pres.,  Dr.  W.  R.  Blume;  Sec.-Treas.,  Dr.  G.  E. 
Peters;  Censor,  Dr.  Ellis  Bray. 

Cedar  County  Society:  President,  Dr.  S.  H.  Cook; 
V.  Pres.,  Dr.  F.  G.  Dewey;  Sec.-Treas.,  Dr.  R.  P. 
Carroll;  Delegate,  Dr.  G.  E.  Peters;  Alternate,  Dr. 
S.  H.  Cook. 

Dixon  County  Society:  President,  Dr.  L.  J.  Kil- 
ian;  Sec.-Treas.,  Dr.  J.  C.  Kildebeck;  Delegate,  Dr. 
J.  C.  Kildebeck;  Alternate,  Dr.  Max  Coe. 

Tri-County  Society:  President,  Dr.  Walter  Bent- 
hack;  Sec.-Treas.,  Dr.  W.  R.  Blume;  Delegate,  Dr. 
C.  T.  Ingham;  Alternate,  Dr.  W.  Benthack. 

Because  there  appears  no  record  of  the  three  com- 
ponent societies  having  obtained  charters  it  was 
moved,  seconded  and  carried  that  the  secretary  be 
instructed  to  obtain  charters  for  our  three  compo- 
nent societies. 

In  the  meeting  of  the  Cedar  County  society  it  was 
moved  and  seconded  that  permission  be  given  to  Dr. 
J.  P.  Dorsey,  Jr.,  to  make  a contract  with  the  Coun- 
ty Commissioner  for  the  year  1940,  to  care  for  the 
indigent  ill  in  the  commissioner  districts  other  than 
district  number  three.  Carried. 

In  addition  we  wish  to  advise  that  eighteen  men 
have  already  paid  dues  for  the  year  1940,  for  which 
your  secretary  is  extremely  grateful. 

The  Third  Councilor  District  met  at  Humboldt 
November  16,  when  the  following  program  was 
given:  “Surgical  Diagnosis:  Practical  Concept,”  Dr. 
Roy  H.  Whitham,  Lincoln;  “The  Differentiation  of 
the  Neuroses  from  Organic  Disease,”  Dr.  Richard 
H.  Young,  Omaha;  “Low  Back  Pain  and  Sciatica 
Caused  by  Intervertebral  Disc  Protrusion,”  Dr.  J. 
Jay  Keegan,  Omaha;  “Middle  Ear  and  Associated 
Infections,”  Dr.  Arthur  R.  Bryant,  Beatrice;  “The 
Government  in  Medicine,”  Dr.  A.  L.  Miller,  Kimball, 
President  N.  S.  M.  A.;  “The  Benefits  of  Organized 
(Continued  on  page  xvii) 
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COMPONENT  COUNTY  SOCIETIES 


COUNTY  PRESIDENT  SECRETARY 

Adams  (10)  L.  A.  Swanson,  Hastings  W.  L.  Shaw,  Hastings 

Boone  (5)  W.  J.  Reeder,  Cedar  Rapids  F.  J.  McRae,  Albion 

Box  Butte  (12)  John  McCoy,  Alliance  George  J.  Hand,  Alliance 

Buffalo  (9) C.  B.  Edwards,  Kearney  C.  B.  Hayes,  Kearney 

Burt  (5)  Isaiah  Lukens,  Tekamah  H.  W.  Benson,  Oakland 

Butler  (6) J.  H.  Downing,  Rising  City  0.  C.  Kreymborg,  Brainard 

Cass  (2)  

Ced.-Dix.-Dak.-Th. -Wayne  (4)  _A.  A.  Larson,  Homer  G.  E.  Peters,  Randolph 

Cheyenne-Kimball-Deuel  (12)  _D.  M.  Flett,  Kimball  C.  B.  Dorwart,  Sidney 

Clay  (7)  G.  W.  I.  Bard,  Sutton  J.  0.  Latta,  Clay  Center 

Colfax  (5)  W.  H.  Fritz,  Schuyler  W.  J.  Kavan,  Clarkson 

Custer  (9)  C.  W.  Wilcox,  Ansley  J.  E.  Bowman,  Broken  Bow 

Dawson  (9)  C.  C.  Pelikan,  Overton  R.  S.  Wycoff,  Lexington 

Dodge  (5)  H.  H.  Morrow,  Fremont  A.  J.  Merrick,  Fremont 

Fillmore  (7) Paul  J.  Huber,  Exeter  V.  V.  Smrha,  Milligan 

Franklin  (10) F.  L.  Baker,  Hildreth  D.  S.  Rosenberg,  Franklin 

Four  County  (9) F.  A.  Barta,  Ord  John  N.  Round,  Ord 

Gage  (3)  J.  R.  Moritz,  Beatrice  A.  R.  Bryant,  Beatrice 

Garden-Keith-Perkins  (11) E.  A.  Harvey,  Ogallala  H.  A.  Blackstone,  Lewellen 

Hall  (9) J.  G.  Woodin,  Grand  Island  Howard  Royer,  Grand  Island 

Hamilton  (6)  E.  A.  Steenberg,  Aurora  J.  M.  Woodard,  Aurora 

Harlan  (10)  R.  H.  Kerr,  Alma  W.  0.  Bartlett,  Alma 

Holt  and  Northwest  (8) R.  E.  Kriz,  Lynch  J.  P.  Brown,  O’Neill 

Howard  (9)  P.  M.  Pedersen,  Dannebrog  E.  C.  Hanisch,  St.  Paul 

Jefferson  (7)  H.  E.  Potter,  Fairbury  G.  W.  Ainlay,  Fairbury 

Johnson  (3)  G.  J.  Rubelman,  Tecumseh  A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) E.  S.  Wegner,  Lincoln  E.  E.  Angle,  Lincoln 

Lincoln  (11)  Edward  Stevenson,  North  Platte  Harold  Walker,  North  Platte 

Madison-Six  (6)  H.  W.  Francis,  Bancroft  W.  I.  Devers,  Pierce 

Merrick  (5)  A.  D.  Brown,  Central  City  A.  A.  Enos,  Central  City 

Nance  (5)  K.  F.  McDermott,  Fullerton  H.  E.  King,  Fullerton 

Nemaha  (3)  F.  L.  Krampert,  Auburn  B.  F.  Lorance,  Auburn 

Nuckolls  (7) C.  G.  McMahon,  Superior  J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1)  E.  C.  Sage,  Omaha  H.  M.  Jahr,  Omaha 

Otoe  (2)  D.  D.  Stonecypher,  Nebraska  City  C.  R.  Williams,  Syracuse 

Pawnee  (3)  Paul  J.  Flory,  Pawnee  City  L.  D.  Harman,  Pawnee  City 

Phelps  (10)  Robert  Best,  Holdrege  H.  A.  McConahay,  Holdrege 

Platte  (5)  R.  C.  Anderson,  Columbus  E.  E.  Koebbe,  Columbus 

Polk  (6)  Geo.  T.  Alliband,  Osceola  W.  N.  Blome,  Stromsburg 

Richardson  (3)  C.  A.  Medlar,  Verdon  C.  L.  Hustead,  Falls  City 

Saline  (7)  M.  A.  Mack,  Crete  Rodney  K.  Johnson,  Friend 

Saunders  (6)  Mason  E.  Lathrop,  Wahoo  Frank  Tornholm,  Wahoo 

Scottsbluff  (12) G.  W.  Pugsley,  Bayard  P.  Q.  Baker,  Scottsbluff 

Seward  (6)  P.  A.  DeOgny,  Seward  D.  M.  Alderson,  Milford 

Northwest  Nebraska  (8)  R.  L.  Hook,  Rushville  M.  F.  Anderson,  Hay  Springs 

Southwest  Nebr.  (10)  B.  I.  Mills,  Maywood  D.  H.  Morgan,  McCook 

Thayer  (7)  H.  W.  Saylor,  Binning  Rudolph  F.  Decker,  Byron 

Washington  (5) R.  R.  Donley,  Blair  Mon  is  Nielsen,  Blair 

Webster  (10)  T.  W.  Stockman,  Red  Cloud  S.  H.  O’Neill,  Blue  Hill 

York  (6)  B.  N.  Greenberg,  York  R.  E.  Karrer,  York 


COUNCILOR  DISTRICTS  AND  COUNTIES  IN  EACH  DISTRICT 


First  District:  Councilor:  G.  B.  Potter,  Omaha. 

Counties:  Douglas,  Sarpy. 

Second  District:  Councilor:  Roy  H.  Whitham,  Lin- 
coln. Counties:  Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  W.  E.  Shook,  Shubert. 
Counties:  Gage,  Johnson,  Nemaha,  Pawnee, 

Richardson. 

Fourth  District:  Councilor:  E.  L.  Brush,  Norfolk. 
Counties:  Knox,  Cedar,  Dixon,  Dakota,  Ante- 
lope, Pierce,  Wayne,  Thurstop,  Madison,  Stan- 
ton, Cuming. 

Fifth  District:  Councilor:  W.  R.  Neumarker,  Colum- 
bus. Counties:  Burt,  Washington,  Dodge,  Col- 
fax, Platte,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  D.  D.  King,  York. 

Counties:  Saunders,  Butler,  Seward,  Polk,  York, 
Hamilton. 


Seventh  District:  Councilor:  A.  A.  Conrad,  Crete. 
Counties:  Clay,  Fillmore,  Saline,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  W.  J.  Douglas,  Atkin- 
son. Counties:  Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O.  Arnold,  St.  Paul. 
Counties:  Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Hall,  Grant,  Hooker, 
Thomas,  Blaine,  Loup,  Garfield,  Wheeler. 

Tenth  District:  Councilor:  H.  S.  Andrews,  Minden. 
Counties:  Gosper,  Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney,  Chase,  Hayes, 
Frontier,  Dundy,  Hitchcock,  Red  Willow. 

Eleventh  District:  Councilor:  Harvey  Clark,  North 
Platte.  Counties:  Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  A.  L.  Cooper,  Scotts- 
bluff. Counties:  Scotts  Bluff,  Banner,  Box 
Butte,  Morrill,  Kimball,  Cheyenne,  Dawes,  Sioux. 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Dr.  A.  L.  Miller,  Kimball President 

Dr.  Clayton  Andrews,  Lincoln President-elect 

Dr.  G.  E.  Peters,  Randolph Vice-president 

Dr.  H.  R.  Miner,  Falls  City Vice-president 


Dr.  R.  B.  Adams,  Lincoln Secretary-Treasurer 

Mr.  M.  C.  Smith,  Lincoln Executive-Secretary 

Dr.  Rudolph  Decker,  Byron 

Speaker  of  House  of  Delegates 


COMMITTEES 


NON-SCIENTIFIC  COMMITTEES 
Committee  on  Medical  Economics 


B.  F.  Bailey,  Chairman Lincoln 

E.  W.  Rowe Lincoln 

J.  F.  Langdon Omaha 

J.  W.  Duncan Omaha 

Harry  W.  Benson Oakland 

The  President 


The  Secretary-Treasurer 
The  Executive  Secretary 

Scientific  Assembly 


Morris  Nielsen,  Chairman Blair 

J.  W.  Duncan Omaha 

Roy  H.  Whitham Lincoln 

J.  D.  McCarthy Omaha 

R.  B.  Adams Lincoln 

Insurance 

Robert  D.  Schrock,  Chairman Omaha 

Morris  Nielsen Blair 

O.  C.  Kreymborg Brainard 

Advisory  to  Woman’s  Auxiliary 

Torrence  Moyer Lincoln 

E.  S.  Wegner Lincoln 

E.  W.  Hancock Lincoln 

Allied  Professions 

William  Shearer,  Chairman Omaha 

Earle  G.  Johnson Grand  Island 

E.  K.  Steenberg Aurora 

Credentials 

R.  B.  Adams,  Chairman Lincoln 

W.  E.  Wright Creighton 

G.  L.  Pinney Hastings 

O.  J.  Cameron Omaha 

H.  C.  Smith Franklin 

Library,  Necrology  and  Records 

T.  C.  Moyer,  Chairman Lincoln 

J.  C.  Waddell Beatrice 

C.  W.  M.  Poynter Omaha 

SCIENTIFIC  COMMITTEES 

Planning 

E.  W.  Rowe,  Chairman Lincoln 

F.  L.  Rogers Lincoln 

Fritz  Teal Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Chairman Lincoln 

Clyde  Moore  Omaha 

G.  E.  Peters Randolph 

Tuberculosis 

E.  W.  Hancock,  Chairman Lincoln 

John  F.  Allen Omaha 

Claude  Selby North  Platte 

Venereal  Disease 

A.  D.  Munger,  Chairman Lincoln 

Donald  J.  Wilson Omaha 

J.  A.  Borghoff Omaha 

Prevention  and  Amelioration  of  Deafness 

C.  T.  Uren,  Chairman Omaha 

J.  J.  Hompes Lincoln 

Earl  B.  Brooks Lincoln 


Conservation  of  Vision 

M.  B.  Wilcox,  Chairman Holdrege 

Eugene  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Chairman Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Chairman Lincoln 

R.  D.  Schrock Omaha 

H.  L.  Miner Falls  City 

Pneumonia 

Adolph  Sachs,  Chairman Omaha 

D.  H.  Morgan McCook 

Joe  Kuncl  Alliance 

Convalescent  Serum 

Floyd  Clarke,  Chairman Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson North  Platte 

Sub-committee 

George  B.  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce Chadron 

Hospital  and  Medical  Standards 

Lucien  Stark,  Chairman Norfolk 

David  T.  Martin Columbus 

Adolph  Sachs  Omaha 

Public  Health 

J.  C.  Nielsen,  Chairman Ingleside 

G.  E.  Charlton Norfolk 

R.  E.  Roche Sidney 

F.  S.  A. 

Roy  Whitham,  Chairman Lincoln 

E.  E.  Koebbe Columbus 

Charles  Way Wahoo 

Vascular  and  Cardiac  Diseases 

Frederick  W.  Niehaus,  Chairman Omaha 

Floyd  L.  Rogers Lincoln 

Lucien  Stark  Norfolk 

Medical  and  Public  Health  Education 

R.  W.  Fouts,  Chairman,  1939 Omaha 

J.  D.  McCarthy,  Vice-Chairman,  1940 Omaha 

George  W.  Covey,  1941 Lincoln 

H.  E.  Flansburg,  1942 Lincoln 

W.  J.  Arrasmith,  1943 Grand  Island 

E.  L.  MacQuiddy,  1944 Omaha 

Medico-Legal 

R.  W.  Fouts Omaha 

O.  R.  Platt North  Platte 

R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

Morris  Nielsen,  Chairman Blair 

D.  J.  Wilson Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publication 

B.  F.  Bailey,  Chairman Lincoln 

A.  F.  Tyler Omaha 

W.  H.  Heine Fremont 
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Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Trea  ted  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


Write  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 


OXYGEN 

ECONOMICALLY-EFFICIENTLY-CONVENIENTLY 

LOMBARD  OXYGEN  INHALER 

A New  Type  of  Oxygen  Therapy 
Equipment 

— Write  for  Details  — 

LINDE  U.  S.  P.  OXYGEN 

at 

COMMERCIAL  PRICES 

OMAHA  WELDING  COMPANY 

Medical  Supply  Division 

1501  Jackson  St.  Omaha, 

Nebr.  Telephone  JA4397 

SOCIETIES 

(Continued  from  Page  37) 

Medicine,”  Dr.  Clayton  Andrews,  Lincoln,  President- 
Elect  N.  S.  M.  A.;  “Transurethral  Resection  of  the 
Prostate  for  Obstruction,”  Dr.  E.  E.  Angle,  Lincoln. 

Officers  for  1940  were:  A.  B.  Anderson,  Pawnee 
City,  president;  J.  A.  Lanspa,  Tecumseh,  vice  presi- 
dent; Ernest  Lennemann,  Falls  City,  secretary. 

Dr.  Miller  gave  addresses  to  the  Tecumseh  High 
School  and  the  Humboldt  High  School  the  same 
day. 

Present  officers:  J.  T.  Waggener,  Adams,  Presi- 
dent; A.  B.  Anderson,  Pawnee  City,  Sec.;  W.  E. 
Shook,  Shubert,  Councilor. 


PRESS  COMMENTS 


OPPOSITION  GROWS 
From  The  Lincoln  Journal 

Opposition  to  the  enactment  of  the  Wagner  na- 
tional health  program  is  growing  and  organizations 
are  being  formed  in  various  parts  of  the  country 
to  present  the  case  to  the  country.  This  opposition 
does  not  come  mainly  from  the  various  medical  as- 
sociations, but  springs  from  a belief  on  the  part  of 
a good  many  citizens  that  this  is  just  another  way 
of  fastening  federal  control  upon  the  general  pub- 
lic. The  arguments  against  it  have  much  weight. 


Every  offer  of  federal  funds  to  aid  in  solving  state 
or  local  problems  carries  with  it  the  right  of  the 
government  at  Washington  to  designate  what  the 
program  shall  consist  of,  how  it  shall  be  adminis- 
tered and  what  accounting  shall  be  made  of  the 
funds.  Looked  at  from  the  angle  of  the  federal  gov- 
ernment, it  is  entirely  proper  that  it  should  have  a 
measure  of  control  of  expenditures  such  as  to  in- 
sure that  the  money  it  supplies  is  devoted  to  the 
purposes  for  which  it  has  been  set  aside.  The  fly  in 
the  ointment  is  that  along  with  this  goes  local  con- 
trol. 

In  the  cities  of  the  country  public  health  programs 
have  been  the  rule  for  a number  of  years.  These 
provide  medical  care  and  attention  for  those  unable 
to  pay  for  it,  and  under  restrictions  laid  down  by 
the  local  governing  bodies.  So  far  as  they  are  con- 
cerned the  average  layman  is  likely  to  hold  to  the 
belief  that  federal  aid  in  the  sections  they  serve  is 
not  needed.  It  is  in  the  outside  areas  where  facili- 
ties are  lacking,  and  where  it  may  be  conceded  fed- 
eral aid  would  be  beneficial. 

There  is  another  argument  against  the  federal 
program  that  has  a strong  appeal.  The  healing 
art  has  not  reached  the  stage  where  a standardized 
program  is  desirable.  Different  doctors  make  dif- 
ferent diagnoses  and  prescribe  different  remedies 
for  the  same  disease.  It  is  a field  in  which  research 
and  discovery  play  a prominent  part  in  advancing 
the  efficacy  of  the  art  of  curing  or  alleviating  hu- 
man ills.  Medicine  is  still  experimental  in  many 
fields.  You  can’t  standardize  that  which  is  unde- 
veloped. 


(Continued  on  Page  XVIII) 
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From  The  Journal,  Falls  City 

In  a number  of  western  counties,  a health  insur- 
ance program  has  been  put  into  operation  for  rural 
relief  clients.  In  general,  it  provides  complete  med- 
ical attention  for  a family  together  with  emergency 
operations  at  the  rate  of  $30  a year.  The  insurance 
plan  has  the  approval  of  the  Nebraska  Medical  asso- 
ciation and  is  controlled  and  operated  by  the  doctors 
in  the  various  counties,  themselves.  In  a number 
of  other  states,  variations  of  the  insurance  plan  are 
in  operation,  the  medical  men,  themselves,  supervis- 
ing and  operating  the  units.  Slowly  they  are  ex- 
panding the  health  insurance  idea  and,  perhaps, 
some  day  families  not  on  relief  will  be  able  to  avail 
themselves  of  similar  plans.  The  American  Medi- 
cal association  and  its  state  and  local  units,  however, 
have  been  overly-slow  in  adopting  it.  Almost  10 
years  ago,  the  idea  first  obtained  prominence  when 
a minority  of  the  committee  for  the  study  of  medi- 
cal costs  and  hospitalization  brought  in  a report 
recommending  the  county  health  unit,  controlled  by 
the  doctors  themselves,  as  the  best  means  of  pre- 
venting the  growth  of  state  medicine.  The  medical 
fraternity  looked  upon  it,  however,  with  disapproval, 
seeing  it  as  a step  toward  state  medicine  rather 
than  a means  of  broadening  their  service  without 
the  intervention  of  the  state.  The  ball  might  have 
been  started  rolling  in  the  direction  of  a doctor-con- 
trolled health  insurance  program  several  years  be- 
fore it  actually  occurred  and  the  big  step  yet  is  to 
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be  taken — to  provide  through  health  insurance  pro- 
grams adequate  medical  service  to  that  vast  group 
of  independent,  self-reliant  families  not  on  relief 
which  need  its  benefits  just  as  desperately. 


INCREASING  LIFE  SPAN 
From  The  Star,  Lincoln 

Dr.  Morris  Fishbein,  noted  medical  authority, 
said  in  Omaha  that  the  average  life  span  will  be  in- 
creased another  seven  years  during  the  next  two 
decades.  Since  the  turn  of  the  century,  he  said, 
life  expectancy  has  been  increased  from  45  to  62 
years.  The  increase  that  already  has  been  made, 
and  those  yet  to  come  bring  with  them  “the  biggest 
medical  and  political  problem  confronting  the  coun- 
try today,”  Dr.  Fishbein  declared. 

This  problem  is  how  to  care  for  the  aged;  and  this 
wall  demand  a solution  with  the  increased  years 
man  may  expect  to  live.  Thoughtful  persons  know 
these  things  and  are  doing  all  that  they  can  to  find 
a solution  of  the  matter.  None  will  say  that  medi- 
cal science  should  not  be  encouraged  in  its  research 
and  in  moving  forward  as  rapidly  as  possible.  The 
question,  then,  is  a social  one. 

If  science  is  to  prolong  life,  then  it  is  up  to  so- 
ciety to  provide  security  and  comfort  as  accompani- 
ments of  such  prolongation.  Just  how  these  things 
are  to  be  done  is  what  sociologists  are  endeavoring 
to  determine.  And,  as  Dr.  Fishbein  has  indicated 
the  problem  is  liable  to  become  more  aggravated  as 
the  years  go  by. 


SILVER  PICRATE  0 Yyetk’s 

has  shown  a 

CONVINCING  RECORD  OF  EFFECTIVENESS 
in  ACUTE  ANTERIOR  URETHRITIS 
due  to  Neisseria  gonorrheae 


The  record  is  based  on  rigid  clinical  and  laboratory  signs  before 
and  after  treatment.* 


*“Treatment  of 
Acute  Anterior 
Urethritis  with 
Silver  Picrate,” 
Knight  and  She- 
lanski,  American 
Journal  of 
Syphilis,  Gon- 
orrhea and  Ve- 
nereal Diseases, 
Vol.  23,  No.  2, 
pages  201-206, 
March,  1939. 


1.  Fresh  smear  3.  Acid  formation  in  maltose 

2.  Fermentation  of  dextrose  4.  Agglutination  test 

5.  Alkali  solubility  test 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite 
chemical  combination  with  picric  acid.  Dosage  form  for  use  in 
Anterior  Urethritis:  Wyeth’s  Silver  Picrate  Crystals  used  in  an 
aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  i-ials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genito-urinary  and  gyneco- 
logical practice  will  be  mailed  on  request. 
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eocalcin  - - prescribed  with  or  wi  thout  digitalis 


Combinations  of  Theocalcin  and  digitalis  are  frequently 
prescribed  to  improve  cardiac  function  in  congestive  heart 
failure.  In  other  cases,  when  digitalis  fails  to  give  relief, 
Theocalcin  in  doses  of  I to  3 tablets  t.i.d.  is  often  effective. 

Theocalcin  is  a well  tolerated  diuretic  and  myocardial 
stimulant  which  acts  promptly  to  reduce  edema,  diminish 
dyspnoea  and  strengthen  heart  muscle. 

Theocalcin  is  available  in  IV2  grain  tablets  and  in  powder  form. 

Theocalcin,  brand  of  theobromine-calcium  salicylate. 
Patent  and  Trade  Mark  Reg.  U.  S.  Pat.  Off. 


CORP.  ORANGE,  NEW  JERSEY. 


BILHUBER- KNOLL 


Attention  “Doctors” 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


34  Years  of  Service 

to  the 

Physicians  of  Nebraska 

Wholesale  Drugs  and  Surgical  Supplies 

Gaynor  Bagstad  Co. 
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313-315  Jackson  St. 


Sioux  City,  Iowa 


^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 
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HUMAN  INTEREST  TALES 

Communicat.ons  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor.  Nebraska  State 
Medical  Journal.  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  L.  S.  McGoogan,  Omaha,  spent  two  weeks  in 
the  east  early  in  December. 

Dr.  Kathleen  Sullivan,  Omaha,  spent  Thanksgiv- 
ing with  her  son  in  St.  Louis. 

Dr.  W.  R.  Boyer,  Table  Rock,  is  now  camp  physi- 
sian  for  CCC  camp  at  Pawnee. 

Dr.  J.  P.  Brown,  O’Neill,  attended  the  Interna- 
tional Clinic  in  Chicago  in  November. 

Dr.  D.  W.  Bell,  Hooper,  has  assumed  the  practice 
of  the  late  Dr.  A.  J.  Cameron  of  Herman. 

Dr.  and  Mrs.  John  A.  Tamisiea,  Omaha,  recently 
returned  from  Miami  where  the  doctor  attended  the 
Aero-Medical  convention. 

Dr.  D.  O.  Craig,  a graduate  of  the  University  of 
Nebraska  College  of  Medicine,  is  associated  with  Dr. 
J.  M.  Johnson  of  Hartington. 

Dr.  and  Mrs.  H.  R.  Miner,  Falls  City,  have  gone 
to  St.  Petersburg,  Fla.,  where  the  doctor  will  con- 
valesce from  a serious  illness. 

Sympathy  goes  to  Dr.  Thomas  Boler,  Omaha,  up- 
on the  loss  of  his  mother,  and  to  Dr.  Meyer  Beber, 
Omaha,  for  the  loss  of  his  mother. 

Dr.  L.  L.  Thompson  has  returned  to  West  Point 
after  taking  a month’s  post-graduate  study  at  Chil- 
dren’s Memorial  Hospital  in  Chicago. 

Dr.  Roy  E.  Peters,  Wymore,  attended  a reunion 
of  his  class,  the  class  of  1914,  of  Lyola  University, 
Chicago,  the  latter  part  of  November. 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL f lllniInlllrtr. 

SI  INSURANCE 


For  ethical  practitioners  exclusively 

(50,000  POLICIES  IN  FORCE) 


Liberal  Hospital  Expense  Coverage  for  $10.00  Per  Year 

$5,000.00  accidental  death 

$2o.00  weekly  indemnity,  accident  and  sickness 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$o0.00  weekly  indemnity,  accident  and  sickness 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$7o.00  weekly  indemnity,  accident  and  sickness 

For 

$99.00 

per  year 

37  gears  under  the  same  management 

$1,700,000  INVESTED  ASSETS 
$9,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty— 
from  the  beginning  day  of  disability. 

-benefits 

Send  for  applications.  Doctor,  to 

400  First  National  Bank  Building  Omaha,  Nebraska 


Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit 

Announces  Continuous  Courses 
SI  HOICK Y — Two  Weeks  Intensive  Couse  in  Sur- 
gical Technique  with  practice  on  living  tissue 
every  two  weeks.  General  Courses  One,  Two, 
Three  and  Six  Months;  Clinical  Course;  Spe- 
cial Courses. 

MEDICINE — Personal  One  Month  Course  in 
Electrocardiography  and  Heart  Disease  every 
month,  except  August.  Intensive  Personal 
Courses  in  other  subjects. 

FRACTURES  AND  TRAUMATIC  SURGERY — 
Ten  Day  Intensive  Course  starting  February 
19,  1940.  Informal  Course  every  week. 

GY  NECOLOGT — Two  Weeks  Course  April  22, 

1 940.  One  Week  Personal  Course  Vaginal 
Approach  to  Pelvic  Surgery,  April  8,  1940. 
OBSTETRICS — Two  Weeks  Course  April  8,  1940. 

Informal  Course  every  week. 
OTOLARYNGOLOGY — Two  Weeks  Course  start- 
ing April  8,  1940.  Informal  Course  every 

week. 

OIMIT1I  ALMOl  OGY — Two  Weeks 
ing  April  22,  1940.  Informal 

week. 

CY'STOSCOI'V — Ten  Day  Practical  Course  rotary 
every  two  weeks.  One  Month  and  Two  Weeks 
Courses  in  Urology  every  two  weeks. 
ROENTGENOLOGY — Special  Courses  X-Ray  In- 
terpretation, Fluoroscopy,  Deep  X-Ray  Ther- 
apy every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine.  Surgery  and  the  Specialties 
Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 
Address: 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois 

1 ^ 


Course 

Course 


start- 

every 


Dr.  C.  A.  Hoefer,  who  is  taking  post-graduate 
work  at  Philadelphia,  visited  in  Wisner  for  a few 
days,  where  he  had  practiced  for  several  years. 

Dr.  R.  R.  Seasongood,  who  has  practiced  at  Wy- 
not  for  the  past  five  years,  has  entered  the  govern- 
ment service  and  is  now  located  at  Corydon,  Iowa. 

Dr.  and  Mrs.  B.  F.  Williams  of  Lincoln  are  spend- 
ing the  winter  in  Salem,  Ore.,  where  Dr.  Williams 
will  be  connected  with  the  State  hospital  for  insane. 

Dr.  A.  E.  Bennett,  Omaha,  lectured  on  the  mod- 
ern treatment  of  mental  disorders  before  the  Social 
Service  club  at  the  Y.  M.  C.  A.  early  in  December. 

Before  locating  at  Sun  Valley,  Idaho,  for  the  win- 
ter, Dr.  John  Moritz,  Beatrice,  will  take  post-gradu- 
ate study  in  the  east.  He  will  return  to  Beatrice  in 
April. 

Dr.  P.  H.  Bartholomew*,  state  director  of  health, 
wras  one  of  the  twelve  Nebraska  officers  of  the  na- 
tional guard  attending  camp  at  Ft.  Leavenworth, 
Kansas,  the  week  of  December  12th. 

Among  newcomers  in  the  profession  at  Omaha  are 
Dr.  Paul  W.  Morrow,  a pediatrician;  Dr.  Wilbur  A. 
Muehlig,  formerly  of  Ann  Arbor,  Mich.,  a psychia- 
trist, and  Dr.  Paul  T.  Cash,  who  has  served  post- 
graduate residencies  in  psychiatry.  Dr.  Cash  is  as- 
sociated wdth  Dr.  A.  E.  Bennett. 

Now  that  the  1939  football  wrars  are  practically 
over  and  every  player  has  had  an  opportunity  to 
prove  his  ability,  Dr.  Lucien  Stark,  Norfolk  fan, 
comes  forth  with  his  eleventh  annual  “All-Ameri- 
can” mythical  eleven.  His  selection  follow’s:  Left 
end,  Yudikaitis,  Fordham;  left  tackle,  Occhiello, 
Brown;  left  guard,  Buechianieri,  Indiana;  center, 
(Continued  on  Page  XXIV) 
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Ludwinowiescz,  Connecticut;  right  guard,  Saba- 
steanski,  Bowdoin;  right  tackle,  Yauekoes,  Boston 
College;  right  end,  Domaszewski,  Springfield;  quar- 
terback, Matuszczak,  Cornell;  left  halfback,  Trian- 
dofilou,  Rutgers;  right  halfback,  Chizmadia,  Penn 
State;  fullback,  Yushkowski,  Georgetown. 


BOOKS  RECEIVED 

FRACTURES — By  Paul  B.  Magnuson,  M.  D.,  F. 
A.  C.  S.,  Associate  Professor  of  Surgery,  North- 
western University  Medical  School;  Attending  Sur- 
geon, Passavant  Memorial  Hospital  and  Wesley 
Memorial  Hospital,  Chicago.  Third  edition,  revised 
and  enlarged;  317  illustrations,  511  pages,  includ- 
ing bibliography  and  index.  J.  B.  Lippincott  Co., 
Philadelphia,  Pa. 


BOOK  REVIEW 

Accepted  Foods,  and  Their  Nutritional 
Significance — A publication  of  the  Council 
on  Foods  of  the  American  Medical  Associa- 
tion. Cloth,  Price,  $2.00  postpaid.  Pp.  512; 
Chicago : American  Medical  Association, 

1939. 

Accepted  Foods,  and  Their  Nutritional 
Significance  contains  descriptions  and  de- 
tailed information  regarding  the  chemical 
composition  of  more  than  3,800  accepted 
products,  together  with  a discussion  of  the 
nutritional  significance  of  each  class  of 
foods.  The  book  provides  also  the  Council’s 
opinion  on  many  topics  in  nutrition,  dietetics 
and  the  proper  advertising  of  foods. 

This  book  will  be  a welcome  reference  book 
for  all  persons  interested  in  securing  author- 
itative information  about  foods,  especially 
the  processed  and  fabricated  foods  which 
are  widely  advertised.  The  accepted  products 
are  classified  in  various  categories;  fats  and 
oils;  fruit  juices,  including  tomato  juice; 
canned  and  dried  fruit  products;  grain  prod- 
ucts; preparations  used  in  the  feeding  of  in- 
fants; meats,  fish  and  sea  foods;  milk  and 
milk  products  other  than  butter;  foods  for 
special  dietetic  purposes ; sugars  and  syrups ; 
vegetables  and  mushrooms;  and  unclassified 
and  miscellaneous  foods,  including  gelatin, 
iodized  salt,  coffee,  tea,  chocolate,  cocoa, 
chocolate  flavored  beverage  bases,  flavoring 
extracts,  dessert  products,  baking  powder, 
cream  of  tartar,  baking  soda,  cotton  seed 
flour.  There  is  a suitable  subject  index  as 
w^ell  as  an  index  of  all  the  manufacturers  and 
distributors  of  food  products  that  stand  ac- 
cepted by  the  Council  on  Foods. 

Accepted  Foods  is  indispensable  for  the  li- 
brary of  every  physician  concerned  with 
foods  and  nutrition. 
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Allergy  of  the  Nose  and  Paranasal  Sinuses 

Principles  of  Diagnosis  and  Treatment 

FRENCH  K.  HANSEL,  M.  D. 

St.  Louis,  Missouri 


With  the  exception  of  the  common  cold, 
nasal  and  sinal  allergy,  including  hay  fever, 
are  the  most  common  nasal  and  sinal  dis- 
eases encountered.  In  otolaryngologic  prac- 
tice the  incidence  of  allergy  is  about  16  per 
cent.  Among  patients  with  nasal  complaints 
of  all  types  it  constitutes  about  40  per  cent. 
Among  chronic  sinal  cases  it  is  an  etiologic 
factor  in  about  90  per  cent.  These  percent- 
ages will  vary  among  individual  otolaryn- 
gologists according  to  their  interest  in  aller- 
gy and  their  diagnostic  accuracy.  The  great- 
est degree  of  accuracy  in  diagnosis  can  be  at- 
tained only  by  following  a routine  method  of 
history  taking  and  examination  in  which 
many  factors  must  be  considered. 

The  incidence  of  major  allergy  in  the  gen- 
eral population  has  been  estimated  at  10  per 
cent  and  the  incidence  of  minor  allergy  at  50 
per  cent(1)  (2).  Minor  allergy  takes  into  con- 
sideration individual  or  multiple  isolated  epi- 
sodes of  respiratory  allergy,  gastrointestinal 
attacks,  allergic  headache  or  skin  allergy. 

The  family  history  of  allergy  is  important. 
Among  various  investigators  it  has  been  es- 
timated that  from  70  to  80  per  cent  of  indi- 
viduals with  major  allergic  complaints  give 
a positive  history  of  allergy  in  the  family. 

The  past  history  of  allergy  is  also  impor- 
tant because  various  manifestations  may 
precede  or  persist  along  with  respiratory  al- 
lergy. In  infancy  the  most  common  mani- 
festations are  gastro-intestinal  colic,  eczema, 
and  urticaria.  Respiratory  allergy  in  chil- 
dren rarely  develops  before  the  age  of  two 
years.  It  may  or  may  not  follow  infantile 

♦Presented  at  the  71st  Annual  Convention  of  the  Nebraska 
State  Medical  Association,  Grand  Island,  Nebraska,  May  4,  1939. 


manifestations.  Nasal  allergy  in  young  chil- 
dren is  often  unrecognized.  Asthma  may  oc- 
cur for  the  first  time  following  an  acute  in- 
fectious disease.  In  16  per  cent  of  a group 
of  200  children  with  respiratory  allergy 
we(3)  found  that  an  acute  infectious  disease 
was  associated  with  the  onset.  It  was  a fac- 
tor in  30  per  cent  of  those  children  who  had 
had  an  acute  infectious  disease  at  the  onset 
of  respiratory  allergy.  Pertussis  was  by  far 
the  most  common  precipitator  of  asthma. 
Among  56  patients  who  had  had  pertussis 
preceding  the  onset  of  asthma,  it  was  an 
etiologic  factor  in  13  or  23.2  per  cent. 

Respiratory  allergy  most  commonly  devel- 
ops in  those  who  give  a positive  family  his- 
tory of  allergy  or  in  those  who  have  or  have 
had  other  manifestations.  It  may  also  de- 
velop in  individuals  who  do  not  present  these 
predisposing  factors. 

In  any  event  the  difference  between  aller- 
gic and  normal  individuals  is  purely  a quan- 
titative one.  Any  individual  who  is  free  of 
allergic  manifestations  is  said  to  maintain  an 
allergic  equilibrium  or  a certain  degree  of 
tolerance  to  foreign  proteins.  There  are  a 
number  of  non-specific  factors  which  may 
disturb  allergic  equilibrium,  such  as,  the  en- 
docrine glands,  fatigue,  weather  conditions 
and  various  diseases.  The  disturbance  of 
allergic  equilibrium  or  the  loss  of  tolerance 
to  an  inhalant,  a food  or  a drug  may  result 
from  overexposure  or  overingestion.  In  our 
experience,  for  example,  we  have  noted  the 
development  of  ragweed  hay  fever  for  the 
first  time,  especially  in  allergic  individuals, 
following  exposure  to  an  excess  of  atmos- 
pheric pollen.  This  was  especially  noted  in 
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several  patients  who  traveled  to  the  eastern 
Atlantic  coast,  Florida  or  California  before 
the  onset  of  the  ragweed  hay  fever  season, 
then  returned  to  this  area  after  the  ragweed 
season  had  begun  and  when  the  atmospheric 
concentration  of  pollen  was  high.  It  was 
therefore  a question  of  sudden  exposure  to  a 
large  amount  of  pollen.  Excessive  exposure 
to  dusts  and  the  overingestion  of  certain 
foods  may  likewise  precipitate  respiratory  or 
other  types  of  allergy  in  certain  individuals. 

ALLERGY  OF  THE  NOSE  AND  PARANASAL 
SINUSES 

Of  all  the  manifestations  of  allergy  those 
which  occur  in  the  nose  and  paranasal  si- 
nuses are  the  most  common.  It  is  impor- 
tant, therefore,  to  distinguish  them  from 
other  diseases  and  to  recognize  their  associa- 
tion with  other  manifestations  elsewhere  in 
the  body. 

SYMPTOMS 

The  symptoms  of  nasal  allergy  are  char- 
acterized by  the  occurrence  of  attacks  of 
sneezing,  itching  of  the  nose  and  pharynx, 
nasal  discharge  and  obstruction.  In  typical 
cases  diagnosis  can  be  readily  established  on 
the  basis  of  the  symptomatology.  In  atypi- 
cal cases  in  which  the  symptoms  are  inter- 
mittent or  in  which  all  of  the  above  com- 
plaints are  not  present,  other  diagnostic  fac- 
tors must  be  relied  upon.  Intermittent  iso- 
lated attacks  are  likely  to  be  confused  with 
the  common  cold.  Among  atypical  cases  we 
have  been  impressed  with  the  large  number 
of  patients  who  complain  of  nasal  obstruction 
or  stuffiness  with  very  little  if  any  discharge 
or  sneezing.  In  all  patients  it  is  a question 
of  differentiating  allergy  from  the  common 
cold,  nasal  catarrh,  obstruction  from  deflec- 
tion of  the  septum,  chronic  sinusitis  and  oth- 
er nasal  diseases. 

GROSS  AND  MICROSCOPIC  PATHOLOGY 

Wherever  the  lesion  of  allergy  occurs  it  is 
characterized  chiefly  by  the  appearance  of 
edema  and  eosinophilic  infiltration.  \\  hen 
smooth  muscle  is  involved  there  is  muscle 
spasm.  In  the  nose  and  paranasal  sinuses, 
the  conjunctiva,  the  bronchial  mucosa,  the 
gastrointestinal  mucosa,  the  skin  and  the 
nervous  system  the  edema  represents  the 
chief  pathologic  process.  In  the  bronchi,  the 
gastro-intestinal  tract,  the  circulatory  sys- 
tem and  the  genito-urinary  tract  smooth 
muscle  spasm  may  be  associated  with  the 
edematous  lesions. 

The  edematous  process  which  occurs  in 
the  nasal  and  sinal  mucosa  is  somewhat  com- 


parable to  that  which  appears  in  the  skin  in 
urticaria.  In  the  skin  an  urticaria  wheal 
appears  and  within  a short  period  of  time  it 
disappears  and  another  wheal  may  appear 
elsewhere.  The  edematous  reactions,  there- 
fore, are  of  short  duration  and  the  edema 
readily  absorbs.  This  is  also  true  in  the 
mucosa  of  the  nose  and  sinuses.  An  acute 
allergic  reaction  produces  an  edema  in  the 
mucosa  which  is  visible  as  pallor.  When  the 
acute  reaction  subsides  the  edema  absorbs 
and  the  pallor  disappears,  thus  accounting 
for  a normal  appearing  musoca  in  many  in- 
stances, during  a quiescent  period  of  symp- 
toms. In  some  cases  an  acute  allergic  reac- 
tion may  produce  an  acute  polyposis.  This 
is  especially  common  in  hay  fever.  An  acute 
inflammatory  edema  may  also  result  from 
an  acute  infection.  Here  the  cytologic  pic- 
ture of  the  secretions  may  be  the  only  dif- 
ferentiating factor.  Acute  edematous  reac- 
tions may  also  occur  in  the  paranasal  sinuses 
and  disappear  within  24  to  48  hours.  This 
has  been  repeatedly  demonstrated  by  means 
of  the  x-ray.  In  cases  of  chronic  polyposis 
there  is  a tendency  for  the  polyps  to  vary  in 
size  according  to  the  degree  of  allergic  ac- 
tivity. During  a period  of  marked  reactions, 
the  polyps  become  enlarged,  usually  appear- 
ing very  pale  and  boggy.  During  an  inter- 
val of  quiescence  they  may  be  much  smaller, 
less  pale  and  more  compact.  Repeated  ob- 
servations, therefore,  are  necessary  to  deter- 
mine to  what  extent  polyps  are  involved  in 
an  acute  process.  If  fibrosis  becomes  estab- 
lished and  the  edema  becomes  fixed,  there 
may  be  little  variation  in  their  size,  regard- 
less of  the  allergic  activity.  If,  after  a pe- 
riod of  observation  and  allergic  therapy,  ob- 
structing polyps  remain,  they  should  be  re- 
moved. Sinai  surgery  should  always  be  de- 
ferred until  nasal  respiration  and  ventilation 
are  restored.  Sinai  edema  may  subside  un- 
der allergic  treatment.  Stagnation  and  re- 
tention of  secretions  with  secondary  infec- 
tion may  also  disappear.  Cytologic  studies 
of  sinus  and  nasal  secretions  should  be  re- 
peatedly evaluated.  If  marked  sinus  edema 
or  polyposis  with  infection  persists,  surgical 
interference  is  indicated. 

The  microscopic  pathology  of  allergy  in 
the  nose  and  paranasal  sinuses  is  character- 
ized by  edema  and  eosinophilic  infiltration. 
In  the  turbinates,  where  the  supporting 
stroma  is  very  firm  and  compact,  edema  does 
not  reach  a marked  degree.  Eosinophilic  in- 
filtration, however,  may  be  marked.  In  the 
middle  meatus,  the  ethmoidal  cells  and  the 
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mucosa  of  the  other  sinuses,-  edema  may  be 
very  marked.  The  tissue  spaces  become 
filled  with  edematous  fluid  which  causes  a 
wide  separation  of  the  connective  tissue  sup- 
poi'ting  fibers.  The  nasal  polyp  is  simply  a 
prolapse  of  edematous  tissue  which  lacks 
fibrous  tissue  support.  In  addition  to  the 
eosinophilia  allergic  lesions  also  show  a cer- 
tion  degree  of  lymphocytic  and  plasma  cell 
infiltration.  When  infection  complicates  al- 
lergy the  lymphocyte  and  plasma  cell  infil- 
tration may  predominate  the  microscopic 
picture.  Connective  tissue  proliferation  is 
also  present. 

CYTOLOGY  OF  SECRETIONS 

From  the  standpoint  of  symptoms  and 
nasal  findings,  diagnosis  in  many  instances 
is  purely  a matter  of  conjecture,  but  this  can 
be  eliminated  by  determining  the  cytologic 
response  in  the  secretion. 

In  allergy  of  the  nose  and  paranasal  si- 
nuses, eosinophiles  are  found  in  the  secre- 
tions upon  microscopic  examination,  even 
when  there  may  be  no  visible  evidence  of 
edema.  The  presence  of  eosinophiles  in  sig- 
nificant numbers  is  absolute  evidence  of  the 
allergic  process.  A persistent  absence  of 
eosinophiles,  except  in  cases  of  marked  com- 
plicating suppuration,  definitely  excludes 
the  possibility  of  allergy.  During  acute  in- 
fections the  secretions  may  contain  only  neu- 
trophiles  and  a few  scattered  or  no  eosino- 
philes. As  the  acute  infection  subsides,  the 
neutrophiles  gradually  disappear  and  the 
eosinophiles  gradually  reappear  in  increasing 
numbers,  the  secretions  finally  becoming 
clear  and  watery  or  mucoid.  Upon  the  oc- 
currence of  an  acute  exacerbation  of  nasal 
symptoms,  it  may  be  a question  of  whether 
the  reaction  is  allergic  or  an  acute  infection. 
While  the  secretion  is  still  clear  and  mucoid, 
the  microscopic  examination  of  the  secre- 
tions may  be  the  only  means  of  differentia- 
tion, assuming  that  acute  sore  throat  and 
constitutional  symptoms  may  be  indefinite. 
By  repeated  cytologic  observations  over  a 
prolonged  period  of  time,  it  is  possible  to  de- 
termine the  exact  incidence  of  acute  infec- 
tions in  the  allergic  individual. 

With  marked  nasal  obstruction,  secondary 
infection  of  the  stagnation  type  may  occur, 
in  which  the  secretions  show  a considerable 
number  of  neutrophiles  as  well  as  eosino- 
philes. Upon  restoration  of  nasal  respira- 
tion the  neutrophiles  quickly  disappear.  In 
acute  infections  the  neutrophiles  persist  in 
the  secretions  during  the  entire  period  of 


duration  of  the  acute  infection  (10  or  15 
days).  In  cases  of  nasal  polyposis,  neutro- 
philes are  always  present  with  the  eosino- 
philes because  of  a constant  stagnation  pro- 
cess. After  removal  of  the  polyps  along 
with  the  control  of  the  allergic  reactions,  the 
neutrophilic  stagnation  process  tends  to  dis- 
appear. On  the  basis  of  these  observations 
it  is  evident  that  the  cytologic  picture  of  the 
nasal  and  sinal  secretions  is  of  indispensable 
value  as  a guide  in  the  diagnosis  and  the 
clinical  course  of  the  symptoms  in  relation  to 
infection. 

Since  the  patient  with  nasal  allergy  has 
become  accustomed  to  the  constant  presence 
of  nasal  discharge,  he  is  often  not  aware  of 
the  fact  that  an  exacerbation  of  symptoms 
is  caused  by  an  acute  infection.  If  fever, 
sore  throat  and  a definite  purulent  discharge 
are  present,  the  infectious  process  is  evident. 
On  the  other  hand,  the  more  mild  acute  infec- 
tions may  not  be  accompanied  by  these 
symptoms.  The  discharge  may  not  be  puru- 
lent. On  account  of  the  profuseness  of  dis- 
charge in  allergic  patients,  there  is  a high 
dilution  of  the  cellular  elements  in  the  secre- 
tions, hence  they  may  not  appear  grossly 
purulent.  Microscopic  examination,  however, 
reveals  a large  number  of  neutrophiles.  In 
general,  the  gross  appearance  of  nasal  secre- 
tions may  be  no  index  of  the  type  of  cellular 
elements  present. 

X-RAY  OF  THE  SINUSES 

An  x-ray  examination  of  the  paranasal  si- 
nuses, to  determine  the  possible  chronicity  of 
the  allergic  changes,  should  not  be  made  dur- 
ing an  acute  exacerbation  of  symptoms, 
whether  caused  by  the  allergic  process  or  by 
an  acute  infection.  Under  these  circum- 
stances there  is  an  acute  edematous  process 
which  is  very  likely  to  show  marked  changes 
in  the  x-ray  plate,  and  which  may  be  tempo- 
rary rather  than  permanent.  The  chronici- 
ty of  the  changes  are  better  evaluated  after 
allergic  management  has  been  instituted.  In 
any  event,  the  x-ray  findings  should  always 
be  correlated  with  symptomatology,  cytology 
of  secretions,  local  changes  in  the  nose,  and 
bacteriologic  examinations. 

BACTERIOLOGY 

All  bacteriologic  findings  should  be  corre- 
lated with  the  cytology  of  the  secretions,  at 
the  same  time  taking  into  consideration  the 
symptomatology,  the  gross  pathologic 
changes,  and  the  x-ray  findings.  In  the  us- 
ual cases  of  nasal  allergy  without  evident 
polyposis  and  a pure  eosinophilia  of  the  se- 
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cretions,  bacteriologic  findings  are  usually 
not  significant.  When  pathogenic  infection 
is  present,  there  is  always  a large  number  of 
neutrophiles  in  the  secretions.  In  acute  in- 
fections, virulent  bacteria  may  be  cultured 
from  the  secretions.  In  cases  of  nasal  poly- 
posis with  sinal  edema  and  polyposis,  the 
presence  of  bacteria  may  be  associated  with 
an  acute,  a subacute  or  a chronic  process.  In 
chronic  conditions  they  may  be  associated 
with  the  stagnation  process  or  with  a true 
pathogenic  suppurative  involvement.  In  the 
stagnation  process  the  infection  is  usually  of 
the  saphrophytic  type  and  disappears  with 
the  control  of  allergic  reactions  and  the  res- 
toration of  ventilation  and  drainage.  In 
these  instances  the  cytologic  study  of  the  se- 
cretions is  of  the  most  significance  in  diag- 
nosis. In  the  chronic  true  pathogenic  com- 
plicating suppurations,  the  secretion  is 
markedly  purulent  with  almost  all  neutro- 
philes present.  The  bacteria  present  are 
more  virulent,  constitutional  evidence  of  in- 
fection is  usually  present  and  the  local  condi- 
tion usually  does  not  show  satisfactory  re- 
sponse to  allergic  management.  In  our  ex- 
perience we  have  found  that  only  a small  per- 
centage of  cases  are  classified  in  this  group. 

DIAGNOSIS 

From  the  foregoing  discussion  of  routine 
investigation,  it  is  apparent  that  accurate  di- 
agnosis is  dependent  upon  a correlation  of  all 
data  obtained.  Although  the  cytologic  study 
of  the  nasal  secretions  not  infrequently  es- 
tablishes the  diagnosis,  the  symptoms  and 
nasal  changes  may  be  indefinite  or  atypical. 
Such  symptoms  as  sneezing  and  itching, 
when  persistant,  are  typical  of  allergy,  but 
nasal  obstruction  and  discharge  are  common- 
ly present  in  nonallergic  conditions.  Vascu- 
lar and  secretory  disturbances  in  the  nose 
may  be  present  in  such  conditions  as  acute 
and  chronic  rhinitis,  cerebrospinal  rhinor- 
rhea,  chemical  and  nonspecific  dust  irrita- 
tions, hypertrophic  rhinitis,  atopic  rhinitis, 
syphilis  and  tuberculosis.  Such  disturbances 
may  also  occur  secondary  to  disease  else- 
where, such  as  endocrine  disease,  avitamin- 
osis, circulatory  and  kidney  diseases. 

In  the  presence  of  typical  edematous 
changes  in  the  nose,  characterized  by  hyper- 
plasia and  polyposis,  there  is  visible  evidence 
of  a probable  allergic  process.  In  the  ab- 
sence of  typical  changes,  the  possibility  of  al- 
lergy can  be  easily  overlooked.  During  an 
acute  head  cold  the  infectious  process  may 
temporarily  obscure  a chronic  nasal  allergy. 


In  the  diagnosis  and  treatment  of  respira- 
tory allergy,  the  possibility  of  seasonal  hay 
fever  must  always  be  taken  into  considera- 
tion. In  most  localities  three  distinct  hay 
fever  seasons  are  recognized;  namely,  the 
tree,  grass  and  ragweed  seasons.  Among 
those  patients  who  have  hay  fever,  some  have 
symptoms  only  during  the  specific  pollinat- 
ing seasons,  while  some  others  have  peren- 
nial nasal  allergy  in  addition  to  the  hay 
fever.  Tree  and  grass  hay  fever  are  usually 
less  severe  and  may  be  more  intermittent 
than  the  ragweed  type.  Tree  and  grass  hay 
fever  may  be  considered  as  seasonal  head 
colds  and  may,  therefore,  be  overlooked.  Pa- 
tients with  perennial  nasal  allergy  who  also 
have  hay  fever  exhibit  distinct  exacerbations 
of  symptoms  corresponding  to  the  season  of 
pollination  of  the  plants  to  the  pollen  of 
which  sensitiveness  is  present.  Among  those 
patients  whose  nasal  allergy  consists  only  of 
hay  fever,  it  is  important  to  note  whether 
other  manifestations  of  allergy,  such  as  skin 
allergy,  gastro-intestinal  allergy,  or  allergic 
headache  also  occur  during  the  hay  fever  sea- 
son or  at  other  times  during  the  year. 

Chronic  bronchial  irritation,  characterized 
by  cough  and  the  expectoration  of  mucus, 
may  be  a manifestation  of  allergy.  Cooke(4) 
has  called  attention  to  the  occurrence  of  a 
paroxysmal  type  of  cough  in  children  which 
may  simulate  pertussis.  Cough  is  often  a 
forerunner  of  asthma  in  children.  It  usual- 
ly accompanies  nasal  allergy.  Duke(5)  em- 
phasizes the  importance  of  differentiating 
between  allergic  bronchitis  and  pulmonary 
tuberculosis,  chronic  bronchitis  or  bronchiec- 
tasis. The  cytology  of  the  bronchial  secre- 
tions is  of  indispensable  value  in  establish- 
ing the  diagnosis.  The  symptoms  are  re- 
lieved by  ephedrine  or  epinephrine.  Nasal 
allergy  is  almost  always  present  with  allergic 
bronchitis.  It  may  be  very  mild,  hence  easi- 
ly overlooked.  The  importance  of  recogniz- 
ing allergic  bronchitis  has  also  been  empha- 
sized by  Rowe(6),  Colmes(7),  Colmes  and 
Rackemann(8),  Kahn(9),  Ratner(10),  Brown 
(11),  Waldbott(12)  and  Waters(13). 

Correctness  in  the  diagnosis  of  asthma  is 
always  important.  It  is  practically  always 
accompanied  by  nasal  allergy  and  the  symp- 
toms are  generally  relieved  by  ephedrine  or 
epinephrine.  The  cytologic  study  of  the  nas- 
al and  bronchial  secretions  is  obviously  im- 
portant. The  possibility  of  an  acute  infec- 
tion should  also  always  be  taken  into  consid- 
eration. On  the  other  hand,  Jackson’s(14) 
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dictum  that  “all  that  wheezes  is  not  bronchi- 
al asthma”  must  be  remembered.  All  the  le- 
sions involving  the  structures  from  the 
pharynx  and  larynx  to  the  terminal  bronchia 
and  lungs  may  produce  dyspnea  and  wheez- 
ing and  which  may,  therefore,  simulate  asth- 
ma, must  be  taken  into  consideration. 
Among  these  various  conditions,  the  follow- 
ing may  be  enumerated:  pharyngeal  abscess 
or  edema,  angioneurotic  edema,  spasm,  pa- 
ralysis or  tumors  and  foreign  bodies  in  the 
larynx,  tracheobronchial  stenosis  from  ede- 
ma, tumors  or  foreign  bodies,  compression  of 
the  trachea  from  tumors,  intrathoracic  goi- 
tre, enlarged  tracheobronchial  glands  or  le- 
sions in  the  esophagus.  Various  diseases  of 
the  lungs  may  also  cause  dyspnea  simulating 
asthma.  Cardiac  and  circulatory  diseases, 
kidney  diseases,  nervous  and  metabolic  dis- 
eases, may  also  cause  dyspnea. 

ALLERGY  AND  TONSILLECTOMY 

In  all  children  on  whom  tonsillectomy  and 
adenoidectomy  are  to  be  performed,  especial- 
ly those  who  give  a history  of  frequent  colds, 
sinusitis  or  bronchitis,  the  possibility  of  al- 
lergy of  the  respiratory  tract  should  be  con- 
sidered. By  the  careful  correlation  of  the 
allergic  history,  nasal  and  cytologic  findings, 
we  found  that  among  children  giving  the 
above  history  there  is  a significant  number 
who  have  active  respiratory  allergy.  Among 
200  routine  cases  considered  for  removal  of 
the  tonsils  and  adenoids,  we  found  that  26, 
or  13  per  cent,  of  the  children  had  definite 
respiratory  allergy.  These  cases  are  easily 
overlooked.  When  this  problem  is  considered 
from  a national  standpoint,  it  is  evident  that 
this  is  a matter  which  deserves  serious  con- 
sideration. Tonsillectomy  certainly  should 
not  be  performed  unless  it  is  necessary,  and 
if  advisable  should  not  be  done  during  any 
hay  fever  season.  Tonsillectomy  rarely  has 
any  distinct  beneficial  effect  on  respiratory 
allergy  but  may  reduce  the  incidence  of  com- 
plicating infections.  Large,  obstructing  ton- 
sils and  adenoids  should  be  removed  in  aller- 
gic children  because  nasal  respiration  is  al- 
ready impaired. 

ASSOCIATION  OF  OTHER  MANIFESTATIONS 
OF  ALLERGY 

The  patient  who  has  multiple  manifesta- 
tions of  allergy  usually  seeks  relief  for  the 
one  which  predominates  the  clinical  picture. 
The  patient  with  marked  nasal  allergy  usual- 
ly consults  the  otolaryngologist.  He  may  or 
may  not  have  bronchial  asthma  or  other 
manifestations  such  as,  urticaria,  angioneu- 


rotic edema  or  eczema,  gastro-intestinal  al- 
lergy or  allergic  headache.  It  is  important 
to  take  all  manifestations  into  consideration. 
Although  nasal  allergy  may  be  associated 
in  mild  degree  with  such  manifestations  as 
skin  allergy,  gastro-intestinal  allergy  or  al- 
lergic headache,  it  may  be  the  only  immedi- 
ate evidence  that  the  last  mentioned  mani- 
festations are  of  an  allergic  nature.  In  pre- 
dominating gastrointestinal  allergy,  the 
presence  of  nasal  allergy  may  be  the  only 
definite  presumptive  evidence  that  the  gas- 
trointestinal disturbance  is  of  an  allergic 
nature. 

TREATMENT 

The  fundamental  principles  in  the  treat- 
ment of  allergy  consist  of  the  avoidance  or 
removal  of  the  offending  factors  or  the  ad- 
ministration of  a series  of  injections  of  the 
offending  antigen  in  order  to  produce  hypo- 
sensitization or  tolerance. 

The  determination  of  the  offending  fac- 
tors are  dependent  upon  a complete  clinical 
history,  physical  examination,  the  skin  tests 
and  other  laboratory  procedures. 

From  the  clinical  history  information  of 
primary  importance  can  be  obtained,  which 
usually  suggests  the  nature  of  the  offending 
antigens.  For  example,  the  patient  who  has 
respiratory  allergy  is  almost  always  sensitive 
to  inhalant  substances  such  as  house  dust, 
occupational  dust,  animal  emanations,  cos- 
metics, etc.  The  patient  who  has  skin  aller- 
gy, gastrointestinal  allergy  or  allergic  head- 
ache is  almost  always  sensitive  to  foods. 
Foods  may  be  the  only  cause  of  respiratory 
allergy  but  this  is  rather  uncommon.  Foods 
and  inhalants  may  both  cause  respiratory  al- 
lergy. On  the  other  hand  inhalants  may 
cause  the  respiratory  allergy  and  foods  may 
cause  the  other  symptoms  in  the  patient  who 
has  multiple  manifestations. 

It  is  fortunate  that  most  patients  with 
respiratory  allergy  are  sensitive  to  inhalants 
for  the  results  of  avoidance  of  the  offending 
factors  or  the  injection  of  inhalant  antigens, 
such  as  house  dust,  are  most  satisfactory. 
The  treatment  of  the  food  allergies  is  much 
more  laborious  and  usually  requires  a long 
period  of  observation.  But  in  the  final  anal- 
vsis  the  results  obtained  are  worth  the  ef- 
fort. 

In  the  treatment  of  dust  sensitivity  it  is 
important  to  start  the  injections  with  a very 
■weak  solution,  usually  0.10  c.c.  of  1-10,000. 
Dosages  should  be  increased  O.lOc.c.  each 
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week  until  satisfactory  relief  is  obtained, 
then  the  intervals  between  injections  should 
be  increased  to  ten  days,  fourteen  days, 
twenty-one  days,  or  thirty  days.  The  max- 
imum dose  should  be  the  optimum  dose  or 
the  one  which  gives  satisfactory  relief.  This 
point  may  be  reached  on  the  second  or  third 
injection,  0.10-0.30  c.c.  1-10,000,  the  sixth  to 
eighth,  0.10-0.20  c.c.  1-1,000,  or  on  the  tenth 
or  twelfth  injection,  0.10-0.20  c.c.  1-100.  If 
intervals  cannot  be  increased  at  a given  dos- 
age, an  additional  increase  in  dosage  is  usual- 
ly necessary.  By  following  this  plan  over- 
dosage and  a return  of  symptoms  may  be 
avoided. 

In  the  treatment  of  hay  fever  the  same 
basic  principles  of  dosage  should  be  applied. 
In  ragweed  hay  fever  patients,  for  example, 
we  start  injections  with  a very  weak  solu- 
tion, such  as  the  1-100,000  or  even  the  1- 
1,000,000  or  1-10,000,000  dilution.  In  most 
cases  the  1-100,000  solution  is  the  most  sat- 
isfactory with  which  to  begin.  The  first  dos- 
age should  be  determined  by  the  titrating 
skin  tests.  Maximum  dosage  should  be  opti- 
mum dosage.  Poor  results  are  usually  due 
to  overtreatment  rather  than  undertreat- 
ment. Each  patient  is  an  individual  prob- 
lem. Treatment  should  always  be  continued 
throughout  the  hay  fever  season,  but  the 
seasonal  maintenance  dosage  should  be  from 
one-half  to  one-fourth  the  maximum  reached 
before  the  onset  of  the  season.  Dosages 
should  be  reduced  more  when  the  pollen 
count  is  high. 

The  treatment  of  patients  sensitive  to 
foods  is  based  upon  the  avoidance  of  those 
which  give  positive  skin  reactions  as  well  as 
those  which  give  negative  reactions  but  ap- 
pear to  be  associated  with  the  symptoms. 
The  patient  is  instructed  to  keep  a diary, 
noting  the  foods  eaten  and  the  symptoms 
which  occur.  In  this  manner  additional  of- 
fenders may  be  detected.  If  there  is  diffi- 
culty in  eliminating  the  symptoms  by  this 
plan  it  is  necessary  to  use  a modified  elimi- 
nation type  of  diet  in  which  wheat,  eggs  and 
milk  and  other  very  common  foods  are 
avoided.  When  the  patient  has  become  symp- 
tom free  one  food  every  three  or  four  days 
is  returned  to  the  diet  until  it  has  been  de- 
termined which  foods  can  and  which  cannot 
be  eaten. 

In  patients  who  are  sensitive  to  both  foods 
and  inhalants  we  usually  follow  the  plan  of 
eliminating  the  common  inhalant  contacts  or 


administering  a series  of  dust  injections,  be- 
fore investigating  the  diet,  in  order  to  deter- 
mine how  much  of  a part  food  plays  in  the 
production  of  respiratory  symptoms. 

SUMMARY 

1.  With  the  exception  of  the  common  cold, 
allergy  is  the  most  common  disease  of  the 
nose  and  paranasal  sinuses. 

2.  Accuracy  in  diagnosis  is  dependent  up- 
on a detailed  clinical  history,  local  and  gen- 
eral physical  examination,  skin  tests  and 
other  laboratory  procedures. 

3.  Respiratory  allergy  is  not  infrequently 
associated  with  other  manifestations. 

4.  In  children  respiratory  allergy  should 
be  differentiated  from  frequent  colds,  sinusi- 
tis and  bronchitis.  Tonsillectomy  should  not 
be  performed  to  relieve  these  symptoms  if 
allergy  is  the  cause. 

5.  Treatment  should  be  most  satisfactory 
if  instituted  according  to  the  plan  as  out- 
lined. 
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Intratemporal  Repair  of  the  Facial  Nerve  for 
Facial  Paralysis* 

4 

W.  A.  CASSIDY,  M.  D. 

Omaha 


The  problem  presented  by  a patient  with 
a facial  paralysis  is  always  a challenge  to  the 
resources  of  the  physician.  Apart  from  the 
purely  cosmetic  aspects  of  the  problem,  the 
numerous  handicaps  of  the  ailment  demand 
that  some  efforts  be  undertaken  to  correct 
the  paralysis.  A large  percentage  of  the 
non-traumatic  cases  recover  spontaneously, 
as  do  also  a few  following  injury  to  the 


FIG.  1. 

Appearance  of  patient  at  the  time  of  complete  paralysis  when 
attempting  to  smile. 

nerve.  When  spontaneous  recovery  is  not  to 
be  expected,  some  surgical  procedure  to  re- 
establish function  must  be  given  considera- 
tion. 

Until  recent  years  the  only  procedures 
available  in  such  cases  were  nerve  anasto- 
moses in  comparatively  early  paralyses  and 
the  transplantation  of  muscles  in  instances 
of  long  duration  where  the  paralyzed  muscles 
had  undergone  atrophy  of  disuse. 

The  disadvantages  of  both  such  proce- 
dures are  well  recognized,  i.e.,  the  disagree- 
able appearance  of  associated  motion  in  nerve 

*The  case  here  reported  was  presented  at  a meeting  of  the 
Staff  of  the  Nebraska  Methodist  Hospital,  Omaha,  on  April  4, 
1939. 


anastomoses,  and  the  scarring,  and  far  from 
adequate  function  following  muscle  trans- 
plantation. 

The  research  and  clinical  experiments  of 
recent  years,  largely  based  upon  the  work  of 
the  late  Sir  Charles  Ballance  and  the  late  Dr. 
Arthur  B.  Duell(1),  offer  in  many  instances  a 
happy  solution  for  those  cases  not  too  far  ad- 
vanced, particularly  when  the  paralysis  de- 
pends upon  a lesion  within  the  temporal 
bone.  The  research  work  was  begun  in  1929 
on  an  elaborate  and  painstaking  scale,  using 
baboons,  monkeys  and  cats  for  the  purpose 
of  experimentation.  All  the  known  types  of 


FIG.  2. 

Appearance  of  patient  at  the  time  of  complete  paralysis  when 
attempting  to  raise  the  eyebrows. 


facial  anastomosis  operations  were  per- 
formed, but  the  results  left  much  to  be  de- 
sired. During  the  course  of  their  experi- 
mentations, it  was  suggested  by  one  of  them 
that  a “direct  line  repair”  be  undertaken.  In 
other  words,  it  was  proposed  that  a freshly 
excised  graft  from  another  nerve  be  inserted 
to  fill  the  gap  made  by  removal  of  the  in- 
jured portion  of  the  facial  nerve.  Numerous 
experiments  aligned  with  this  new  theory 


47 


REPAIR  OF  THE  FACIAL  NERVE:  CASSIDY 


Nebr.  S.  M.  Jour. 
February,  1940 


FIG.  3. 

Appearance  of  patient  when  smiling.  Time,  one  year  after 
operation. 

cular  subperiosteal  abscess.  A very  satis- 
factory result  was  obtained,  using-  a portion 
of  the  external  respiratory  nerve  of  Bell  for 
the  transplant.  Since  that  time  there  have 
been  numerous  reports  of  similar  operations 
with  gratifying  results.  It  is  interesting,  his- 
torically, to  note  that  the  first  recorded  an- 
astomosis on  a human  subject  was  also  per- 
formed by  Ballance  in  1895  when  he  united 
the  spinal  accessory  nerve  to  the  facial.  A 
procedure  of  this  type,  or  modification  of  it, 
was  the  only  available  method  for  the  relief 
of  facial  paralysis  until  the  recent  work  done 
by  Ballance  and  Duell,  which  opened  up  an 
entirely  new  avenue  of  approach. 

In  brief,  the  procedure  recommended  by 
Ballance  and  Duell  consists  of  an  intra-tem- 
poral repair  of  the  damaged  nerve,  after  ex- 
posing the  nerve  from  its  point  of  exit  at 
the  stylomastoid  foramen, — continuing  as  far 
central  as  the  geniculate  ganglion  if  neces- 


FIG. 4. 

Appearance  of  patient  when  closing  lids  tightly.  Time,  one 
year  after  operation. 

permanent  paralysis  or  cases  in  which  mus- 
cle transplantation  is  the  only  available 
remedy. 

There  are  two  types  of  cases  in  which  one 
is  called  upon  to  operate:  Those  due  to  acci- 
dental injury  of  the  facial  nerve,  and  those 
in  which  toxic  infections  or  refrigeration  of 
the  facial  nerve  has  produced  a facial  palsy 
— for  example,  a Bell’s  palsy. 

In  cases  where  a facial  paralysis  is  ap- 
parent immediately  following  recovery  from 
the  anesthetic,  as,  for  example,  after  a mas- 
toid operation,  one  can  safely  assume  that 
the  facial  nerve  has  been  severed  or  very 
badly  injured.  In  such  cases  it  is  generally 
agreed  that  immediate  efforts  to  repair  the 
damage  should  be  made.  In  cases  where  a 


sary.  Three  procedures  are  then  to  be  con- 
sidered: First,  simple  decompression  of  the 
nerve  if  the  paralysis  is  entirely  the  result 
of  pressure;  second,  the  apposition  of  the 
severed  ends  when  the  nerve  has  been  acci- 
dentally, cleanly  cut  through ; and  third, 
transplantation  of  some  nerve  of  similar  size 
to  fill  a gap  too  large  to  permit  apposition  of 
healthy  nerve  substance.  The  application  of 
these  methods  is  being  frequently  employed, 
and  as  the  advantages  become  more  widely 
recognized,  there  will  be  fewer  cases  of 


were  carried  out  on  the  animals,  and  hav- 
ing demonstrated  that  a direct  line  of  repair 
worked  on  experimental  subjects,  it  was  then 
tried  on  human  beings. 

The  first  application  of  the  method  was 
undertaken  on  a baby  eight  and  one-half 
months  old,  who  developed  a facial  paralysis 
following  an  operation  for  a large  post  auri- 
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partial  paresis  is  observed,  or  where  the 
paralysis  comes  on  several  days  after  the 
operation,  the  nerve  function  should  be 
tested  daily  to  determine  whether  or  not  re- 
sponse to  Faradic  stimulation  is  being  lost. 
If  no  response  is  lost,  one  can  be  quite  cer- 
tain that  the  patient  will  recover  without 
operation.  However,  if,  as  time  goes  on,  re- 
sponse to  Faradic  stimulation  fails,  resort  to 
operative  interference  is  imperative.  In  cases 
of  Bell’s  palsy  it  is  now  believed  that  those 
patients  whose  facial  muscles  fail  to  respond 


FIG.  5. 

Appearance  of  patient  when  elevating  eyebrows.  Time,  one 
year  after  operation. 

to  Faradic  stimulation  and  show  no  improve- 
ment in  from  six  to  eight  weeks,  should  also 
be  operated  upon. 

The  case  herein  described  falls  in  that 
group  in  which  paralysis  was  the  result  of 
swelling  and  compression  of  the  nerve  with- 
in its  aqueduct,  and  records  the  onset,  de- 
velopment and  subsequent  recovery  of  a fa- 
cial paralysis  following  radical  mastoidecto- 
my. The  operative  procedure  undertaken 
was  the  same  as  that  which  would  be  indi- 
cated in  a case  of  unresolving  Bell’s  palsy. 

Case  Report:  Mrs.  A.  E.  J.,  aged  51,  reported  for 
examination  on  July  14,  1937.  She  complained  prin- 
cipally of  throbbing  pains  in  the  left  ear,  associated 
with  a moderate  amount  of  offensive  secretion 
which  constantly  presented  itself  in  the  ear  canal. 
Examination  showed  that  the  deeper  portion  of  the 


canal  was  filled  with  a smooth-surfaced  neoplasm, 
around  which  exuded  a thin,  grey,  offensive  secre- 
tion. Radiographs  of  the  mastoid  showed  evidence 
of  a low  grade,  chronic  mastoiditis.  The  appear- 
ance of  the  neoplasm  was  not  particularly  charac- 
teristic of  an  aural  polyp,  and  a section  made  of  the 
structure  was  diagnosed  as  a hemangioma.  The  po- 
sition of  the  neoplasm,  and  the  presence  of  patho- 
logical secretion  in  the  canal,  combined  with  the 
radiographic  findings,  indicated  that  the  new 
growth  had  either  originated  in  the  middle  ear,  or 
had  invaded  that  structure  with  secondary  infection 
of  the  mastoid.  A radical  mastoidectomy  was  ad- 
vised, with  the  recommendation  that  preliminary 
roentgen  therapy  be  applied  to  reduce  the  vascu- 
larity of  the  tumor.  Radical  mastoidectomy  was 
deemed  necessary  in  order  to  give  access  to  the  mid- 
dle ear  for  complete  eradication  of  the  new  growth. 
The  operation  was  performed  on  July  25th,  1937, 
at  which  time  the  middle  ear  was  found  to  be  com- 
pletely filled  with  the  hemangioma.  Removal  of 
this  structure  was  followed  by  such  persistent  bleed- 
ing that  it  was  necessary  to  firmly  pack  the  cavity 
with  gauze.  The  patient  made  an  uneventful,  im- 
mediate recovery  from  the  operation,  but  after 
twenty-four  hours  showed  some  weakness  of  the 
muscles  of  the  left  side  of  the  face.  Although  the 
packing  was  loosened,  paralysis  advanced  to  com- 
plete involvement  of  the  fibres  of  the  seventh  nerye. 
All  of  the  packing  was  removed  as  rapidly  as  was 
consistent  with  safety  considering  the  hemorrhagic 
tendency,  but  no  improvement  in  the  paralyysis  oc- 
curred. Neurologic  examinations  were  made  by  Dr. 
A.  E.  Bennett,  and  on  August  25th  he  reported  that 
there  was  a complete,  left  facial  palsy,  with  in- 
volvement of  the  Chorda  tympani,  and  that  no  elec- 
trical response  was  obtained  from  Faradic  stimula- 
tion, and  stated  that  the  lesion  probably  would  not 
clear  up  spontaneously.  It  seemed  desirable,  there- 
fore, to  make  some  attempt  to  correct  the  paralysis. 
In  view  of  the  favorable  results  reported  by  numer- 
ous operators  who  had  employed  the  recommenda- 
tions of  Ballance  and  Duell,  it  was  decided  to  under- 
take an  intra-temporal  repair  of  the  damaged  nerve. 
On  Sept.  10,  1937,  under  general  anesthesia,  the 
wound  was  reopened  and  the  facial  nerve  uncovered 
from  the  stylomastoid  foramen  upward  as  far  as  the 
geniculate  ganglion.  The  nerve  was  found  to  be  in- 
tact throughout,  but  markedly  swollen  and  showing 
a bluish  discoloration.  The  swelling  was  so  marked 
that  when  the  bony  wall  of  the  aqueduct  was  re- 
moved, the  nerve  bulged  out  of  its  canal.  In  ac- 
cordance with  the  custom  of  other  operators,  the 
nerve  sheath  was  slit  through  its  entire  length  to 
relieve  all  possible  tension.  The  nerve  was  then 
covered  with  a perforated  rubber  dam  before  insert- 
ing the  usual  gauze  packing,  to  avoid  trauma  when 
the  packing  was  changed  in  the  course  of  future 
dressings.  Apart  from  a persistent  post  auricular 
fistula,  the  wound  healed  uneventfully  and  the  pa- 
tient was  sent  home  to  await  developments.  No  im- 
provement in  the  paralysis  was  reported  until  al- 
most six  months  had  passed.  At  the  end  of  that 
time  the  patient  reported  that  some  motion  was  be- 
ginning to  take  place.  At  the  end  of  nine  months 
very  marked  improvement  in  the  function  of  the  fa- 
cial muscles  was  observed,  and  at  the  end  of  a year 
recovery  was  almost  complete  with  the  exception  of 
some  weakness  of  the  frontalis  muscle  on  the  left 
side.  By  referring  to  the  accompanying  photo- 
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graphs,  it  will  be  noted  that  very  little  cosmetic  or 
functional  defect  remains  after  the  one  year  inter- 
val. Shortly  after  the  original  mastoidectomy  was 
done,  radium  was  applied  to  the  region  occupied  by 
the  hemangioma  to  act  as  additional  assurance 
against  recurrence  of  the  growth.  This  region  was 
kept  under  observation  by  the  patient’s  local  physi- 
cian during  the  year’s  absence  from  Omaha.  She  re- 
turned for  re-examination  in  January,  1939,  at  which 
time  no  evidence  of  re-growth  was  observed,  and  on 
January  11,  1939,  the  post  auricular  fistula  was 
closed,  and  the  patient  dismissed. 

COMMENT 

In  view  of  the  very  satisfactory  outcome 
of  the  case  just  described,  it  would  seem  de- 


sirable that  this  or  some  similar  procedure 
be  given  consideration  in  all  cases  of  facial 
paralysis  following  mastoidectomy.  It  is  in- 
dicated also  in  cases  of  Bell’s  palsy  which  do 
not  recover  spontaneously  in  six  or  eight 
weeks,  particularly  when  no  response  to 
Faradic  stimulation  is  observed. 
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ALLERGY  of  the  Nose  and  Paranasal 
Sinuses  is  an  old  problem,  prevalent  to  a 
greater  or  lesser  degree  throughout  the 
year.  Dr.  French  K.  Hansel  presented  this 
problem  before  the  Annual  Assembly  in 
Grand  Island  last  spring.  It  appears  in  this 
issue  on  page  - 41 

REPAIR  of  facial  structures  is  an  art  that 
needs  cultivation.  Dr.  Cassidy  presents  the 
problem  of  “Intratemporal  Repair  of  the 
Facial  Nerve  for  Facial  Paralysis”  on  page  47 

AT  its  regular  session  last  fall  the  Com- 
mittee on  Medical  and  Public  Health  Educa- 
tion designated  February  as  the  month  dur- 
ing which  heart  disease  be  emphasized.  Ac- 
cordingly, four  papers  are  presented  in  a 


symposium.  Dr.  M.  C.  Howard  discusses 
“Rheumatic  Heart  Disease”  on  page ....51 

THIS  paper  is  followed  by  a general  dis- 
cussion by  Dr.  Calhoun  on  page .56 

THE  “Treatment  of  Rheumatic  Heart  Dis- 
ease” is  submitted  by  Dr.  Edward  Thomp- 
son on  page  ....58 

IN  connection  with  heart  disease,  hyper- 
tension occupies  an  important  place.  Dr.  A. 
D.  Cloyd  presents  a discussion  on  “The  Pres- 
ent Status  of  Hypertension”  on  page.. ...60 

ACUTE  gastric  dilatation  as  a post-opera- 
tive complication  is  well  known  to  all  prac- 
ticing physicians.  The  various  phases  con- 
nected with  this  syndrome  are  discussed  by 
Dr.  Bowers  on  page ....64 


Rheumatic  Heart  Disease 

M.  C.  HOWARD,  M.  D. 

Omaha,  Nebr. 


Patients  with  rheumatic  heart  disease  are 
found  in  sufficient  numbers  to  warrant  a 
brief  discussion  of  this  clinical  entity.  Our 
knowledge  of  this  disease  is  derived  for  the 
most  part  from  the  damage  done  to  these 
hearts,  and  from  the  fact  that  each  subse- 
quent attack  of  rheumatic  fever  may  add  to 
this  damage.  At  the  present  we  are  agreed 
that  the  disease  usually  starts  in  childhood, 
is  associated  with  an  upper  respiratory  in- 
fection, and  though  the  removal  of  tonsils 
and  adenoids  is  advocated,  it  is  with  doubt- 
ful results  as  to  the  prevention  of  future  at- 
tacks. The  disease  seems  to  be  more  preva- 
lent in  areas  that  have  a high  humidity  ac- 
companied by  rapid  changes  in  weather. 
Apart  from  this  type  of  general  information, 
the  subject  can  be  discussed  to  better  effect 
by  giving  case  reports  of  my  observation  of 
typical  patients  over  a period  of  years. 

ACUTE  PANCARDITIS 

Miss  W.  B.,  age  12,  entered  St.  Catherine’s  Hos- 
pital on  March  1,  1939,  on  Dr.  J.  Comine’s  service. 
Chief  complaint:  precordial  pain  and  weakness. 
Past  history  negative  other  than  measles,  mumps, 
and  chicken-pox.  Present  illness:  five  weeks  previ- 
ous to  hospitalization  she  began  to  have  general 
body  pains,  fever,  profuse  sweating,  and  frequent 
nasal  bleeding.  As  time  went  on  her  weakness  in- 
creased and  a tachycardia  developed.  With  this  lat- 
ter symptom  she  began  to  show  signs  of  decompen- 
sation, and  the  dyspnea  was  such  that  it  was  impos- 
sible for  her  to  lie  flat  in  bed. 

Physical  examination  on  admittance  showed  a thin 
girl,  12  years  of  age.  Crusted  blood  in  both  nasal 
passages.  Throat,  negative.  Chest,  lungs  clear  oth- 
er than  rales  at  both  bases.  The  cardiac  dullness 
extended  into  the  left  axilla  and  to  the  right  of  the 
sternum.  The  apical  impulse  was  difficult  to  pal- 
pate. There  was  a to  and  fro  murmur  at  the  base 
of  the  heart,  and  a systolic  murmur  in  the  apical 
area.  Blood  pressure  was  100/80.  The  liver  was 
slightly  enlarged,  there  was  evidence  of  some  free 
fluid  in  the  abdomen,  and  a soft  edema  about  the 
ankles. 

Laboratory  data:  urine  was  negative  other  than 
a small  amount  of  albumen.  Blood  count:  Hb.,  80%; 
R.  B.  C.,  3,890,000;  W.  B.  C.,  18,950;  Polys,  84%. 
Wasserman,  negative.  Blood  cultures  on  three  suc- 
cessive days  grew  out  negative.  Sedimentation  rate 
was  increased.  X-ray  (bed  side)  showed  heart  en- 
larged in  all  diameters  and  suggestive  of  pericardial 
effusion. 

From  the  above  information  and  due  to 
the  fact  that  the  patient’s  dyspnea  was  dis- 
tressing, a pericardial  tap  was  attempted,  in 
the  hope  of  drawing  off  enough  fluid  to  free 
the  heart  of  the  mechanical  embarrassment. 


The  needle  was  inserted  in  the  fifth  inter- 
space in  the  apical  region  in  the  area  of 
greatest  dullness.  Twice  the  needle  was  in- 
serted into  the  pericardial  sac,  but,  other 
than  the  feel  of  the  pulsating  heart,  no  fluid 
was  obtained.  This  fact  is  recorded  because 
it  coincided  with  a previous  experience,  and 
what  was  considered  an  enlarged  cardiac 
dullness  due  to  an  effusion,  was  a large  card- 
iac dullness  due  to  a dilated  heart. 

This  patient  then  had  a dry  pericarditis,  a 
myocarditis  resulting  in  a dilated  heart,  and 
an  active  lesion  at  the  mitral  valve  that  man- 
ifested itself  by  a rough  systolic  murmur. 
A summation  of  the  above  would  give  us  a 
pancarditis.  She  remained  in  the  hospital 
for  28  days.  Her  temperature  was  continu- 
ous in  type,  ranging  from  100°  to  108°,  and 
the  pulse  rate  from  108  to  136. 

During  her  hospitalization  the  patient  was 
treated  symptomatically  with  doses  of  salicy- 
lates and  codein  for  pain.  In  addition  sul- 
phanilamide,  transfusions,  and  x-ray  therapy 
were  used  for  her  carditis. 

COMMENT 

Since  the  Beta-hemolytic  streptococcus  is 
supposed  to  have  a close  relationship  to  rheu- 
matic fever,  and  since  this  organism  is  af- 
fected by  sulphanilamide,  it  was  thought  that 
the  action  of  the  drug  might  be  specific.  It 
was  administered  over  a period  of  days  un- 
til 200  grains  had  been  given.  There  was 
no  effect  on  the  activity  of  the  disease,  and 
the  nausea  was  so  intense  that  the  drug  was 
discontinued.  Subsequent  reports'1’  show 
the  above  to  be  true,  and  that  sulphanila- 
mide is  not  effective  during  the  course  of  an 
active  rheumatic  infection.  On  the  other 
hand  its  use  as  a prophylactic  measure  is  im- 
portant. It  has  been  shown  that  if  this  drug 
is  given  to  children  with  healed  rheumatic 
hearts  during  those  months,  especially  in  the 
spring  when  they  are  susceptible  to  reactiv- 
ity, they  will  be  more  immune  from  renewed 
activity  in  the  heart  lesion  than  if  sulphanil- 
amide is  not  given.  From  this  we  conclude 
that  sulphanilamide  is  of  value  as  a prophy- 
lactic measure  against  the  recurrent  attacks 
of  rheumatic  fever,  but  is  of  little  or  no  value 
during  the  active  infection. 

The  therapeutic  results  obtained  by  two 
transfusions  were  doubtful ; in  many  in- 
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stances,  however,  I have  seen  good  results 
in  prolonged  active  cases  of  rheumatic  endo- 
carditis from  small  blood  transfusions.  In 
one  case  iron  alone  was  given  to  combat  the 
accompanying  anemia;  as  the  blood  picture 
improved  the  endocarditis  subsided.  In  other 
words  any  symptom  that  accompanies  this 
infection  should  be  treated,  for  there  is  no 
specific  treatment  for  this  disease  as  such 
other  than  good  nursing  care. 

X-ray  therapy  did  seem  to  exert  a favor- 
able effect  on  the  precordial  pain,  and  per- 
haps it  should  be  used  more  extensively  in 
such  cases.  The  patient  was  seen  again  five 
months  after  she  had  left  the  hospital. 
Though  her  general  condition  had  improved, 
the  systolic  murmur  at  the  apex  was  still 
present,  but  the  heart  on  fluoroscopic  exami- 
nation had  greatly  decreased  in  size.  This 
phenomenon  has  been  noted  in  other  pa- 
tients, and  should  put  us  on  our  guard 
against  a hasty  myocardial  prognosis  from 
the  infection  during  the  acute  stage. 

The  ultimate  prognosis  in  rheumatic  heart 
disease  should  be  made  after  the  lesion  has 
healed,  and  should  be  based  on  the  type  of 
valvular  defect  and  the  mechanical  interfer- 
ence it  exerts  on  the  free  flow  of  blood 
through  the  mitral  or  the  aortic  opening,  and 
not  on  the  state  of  the  myocardium.  The 
myocardium  fails  in  healed  cases  when  it  is 
exhausted  by  the  type  of  valvular  defect  it  is 
attempting  to  overcome  whether  it  be  a mi- 
tral lesion,  stenotic  or  regurgitating,  or  an 
aortic  lesion  of  the  same  type.  On  the  other 
hand  the  immediate  prognosis  during  acute 
rheumatic  fever  depends  not  so  much  on  the 
valvular  lesion,  as  on  the  degree  of  toxemia 
associated  with  the  infection  and  its  direct 
action  on  the  myocardium.  This  toxemia 
may  reach  a point  where  the  myocardium  is 
so  weakened  that  there  is  not  only  a dilated 
heart,  as  in  this  case,  but  at  times  complete 
heart  failure  followed  by  death.  I believe 
that  we  should  attempt  to  differentiate  be- 
tween the  two  types  as  to  the  myocardium: 
the  heart  in  the  acute  phase  of  rheumatic 
fever  when  the  toxemia  is  a factor,  and  the 
heart  in  the  healed  phase  wrhen  the  mechani- 
cal defect  is  a factor. 

ACUTE  AURICULAR  FIBRILLATION 

Mrs.  R.  H.,  age  32.  Chief  complaint:  heart.  Fam- 
ily history  negative  for  rheumatism.  History:  at  9 
years  of  age  the  patient  had  rheumatic  fever  and 
was  ill  for  several  weeks.  Following  this  she  had 
the  usual  childhood  diseases  with  no  by-effects.  She 
finished  her  education,  worked  for  several  years  in 


an  office,  was  married  at  21  years  of  age,  and  went 
through  a normal  pregnancy.  At  this  time  she  was 
told  that  she  had  a heart  lesion,  and  her  tubes  were 
tied.  At  32  years  of  age  she  was  suddenly  awak- 
ened by  a rapid  beating  of  her  heart.  This  was  ac- 
companied by  a shallow  type  of  respiration  and  ex- 
treme weakness.  This  condition  kept  her  in  bed  for 
two  months,  during  which  time  small  doses  of  digi- 
talis and  quinidine  were  given.  I saw  her  at  the 
end  of  this  time. 

The  examination  showed  a pale,  thin  woman,  32 
years  of  age,  with  no  apparent  edema,  but  a pulse 
totally  irregular  with  a rate  of  136.  The  physical 
examination  gave  evidence  of  a mitral  lesion,  com- 
bined in  nature,  and  on  a rheumatic  basis.  Blood 
pressure,  110/76.  X-ray  of  the  chest  showed  lung 
fields  clear,  and  the  heart  not  greatly  enlarged. 
The  electrocardiogram  was  that  of  an  auricular  fi- 
brillation, occasional  extra-systoles  and  a right  heart 
preponderance. 

COMMENT 

In  view  of  the  fact  that  the  patient  had 
this  arrhythmia  for  two  months,  that  there 
were  no  signs  of  decompensation,  and  that 
the  heart  was  not  markedly  increased  in  size, 
it  was  my  opinion  that  an  attempt  should  be 
made  to  restore  a normal  rhythm,  in  order 
to  do  away  with  the  fibrillation  if  possible. 
Auricular  fibrillation  is  a loss  of  auricular 
contraction  and  occurs  when  the  normal 
stimulating  force  is  lost,  and  a new  force  is 
instituted  that  is  best  described  by  Lewis 
as  a “circus  movement.”  This  “circus  move- 
ment” may  occur  in  any  muscle  in  the  auricle 
and  may  initiate  400  to  500  impulses  per 
minute  instead  of  the  normal  72.  The  auricle 
cannot  respond  to  such  a large  number  of  im- 
pulses, and  its  contractions  will  then  consist 
of  small  groups  of  muscle  fibres  undergoing 
rapid  fibrillary  movements.  A certain  num- 
ber of  these  impulses  find  their  way  through 
the  bundle  of  His  to  the  ventricle,  and  the 
number  of  ventricular  responses  will  depend 
upon  the  ability  of  the  bundle  of  His  to  carry 
these  impulses  through.  In  some  instances 
there  may  be  a ventricular  rate  of  80,  as  this 
is  the  number  of  impulses  that  can  be  car- 
ried, through.  Again,  the  ventricular  rate 
may  be  140,  when  the  bundle  is  more  sensi- 
tive. At  any  rate  the  number  of  impulses 
from  auricle  to  ventricle  will  never  be  equal 
in  this  condition,  for  a ventricular  rate  of 
500  would  mean  sudden  death.  This  reduc- 
tion is  due  to  a block  in  the  bundle  of  His, 
possibly  physiological  in  nature,  but  at  least 
life  saving  in  character.  If  one  is  to  restore 
the  rhythm  to  normal,  two  drugs  may  be 
used.  One  is  quinidine.  This  drug  is  sup- 
posed to  depress  the  neuro-muscular  tissue 
to  a point  where  the  rate  of  conduction  is 
such  that  the  so-called  “circus  movement”  is 
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broken  up,  and  the  normal  pacemaker  of  the 
heart  is  given  an  opportunity  once  more  to 
regulate  a normal  rhythm. 

This  is  the  ideal  form  of  treatment,  and 
quinidine  may  be  given  at  the  rate  of  1 grain 
per  hour  for  the  first  36  hours,  if  the  follow- 
ing conditions  are  present.  First:  the  pa- 
tient must  not  be  sensitive  to  the  drug, 
either  as  manifested  by  the  skin,  ear  symp- 
toms, or  gastric  disturbances.  Second:  the 
heart  should  be  fully  compensated.  Third: 
the  heart  should  not  show  any  signs  of  se- 
vere damage,  such  as  extreme  dilatation  or 
hypertrophy.  Fourth:  the  arrhythmia  should 
be  of  short  duration.  Many  of  the  bad  re- 
sults in  quinidine  therapy  occur  when  long 
standing  cases  of  auricular  fibrillation  are 
attacked.  In  such  cases  thrombi  may  have 
been  formed  in  the  non-contracting  auricle, 
and  when  this  auricle  is  made  to  contract  by 
the  use  of  quinidine,  the  resident  thrombi  are 
ejected  into  the  adjacent  ventricle,  with  seri- 
ous symptoms  occurring  either  in  the  pul- 
monary or  aortic  circulation. 

On  the  other  hand  one  may  attempt  to 
lower  the  ventricular  rate  by  increasing  the 
block  of  impulses  from  the  auricle  to  the 
ventricle.  This  is  accomplished  by  the  use 
of  digitalis,  but  only  rarely  is  a normal 
rhythm  re-established  in  the  auricle.  This 
is  the  drug  of  choice  in  the  average  case  of 
auricular  fibrillation,  and  if  used  in  proper 
amounts,  will  give  good  clinical  results.  How- 
ever, not  every  patient  with  auricular  fibril- 
lation should  be  given  digitalis.  For  a pa- 
tient with  this  type  of  arrhythmia,  if  his 
pulse  is  below  90  beats  per  minute  and  there 
are  no  signs  of  decompensation,  no  medica- 
tion is  needed.  On  the  other  hand  if  the 
tachycardia  is  the  predominant  symptom, 
therapy  is  indicated.  Such  was  the  case  of 
Mrs.  R.  H.  She  was  given  quinidine  sul- 
phate, 4 grains,  every  6 hours  for  2 days.  At 
the  end  of  this  time  there  were  periods  when 
the  heart  both  on  physical  examination  and 
on  the  electrocardiogram  showed  a normal 
rhythm.  However,  these  periods  of  regular- 
ity were  of  short  duration  and  she  com- 
plained of  extreme  weakness,  so  much  so, 
that  there  were  times  when  she  appeared  to 
be  bordering  on  a state  of  syncope.  The 
quinidine  was  stopped,  and  though  the  heart 
became  totally  and  constantly  irregular,  the 
patient’s  general  condition  improved.  Digi- 
talis was  now  given,  the  dosage  being  1 cat 
unit  3 times  each  day.  The  pulse  dropped 
from  136  to  85.  The  digitalis  was  reduced 


until  it  was  found  that  1 cat  units  per  day 
did  away  with  her  tachycardia.  Thus  her 
chief  complaint  was  then  Relieved  although 
she  continued  to  fibrillate. 

The  case  of  Mrs.  R.  H.  is  not  an  isolated 
instance,  rather  it  is  typical  of  the  general 
run  of  patients  with  auricular  fibrillation  as 
the  result  of  a rheumatic  mitral  lesion.  It 
is  my  opinion  that  for  patients  of  this  type 
in  whom  the  four  cardinal  principles  as  set 
down  above  are  found,  quinidine  should  be 
given  a thorough  trial.  If  the  rhythm  is  re- 
tored  to  normal  and  the  patient  states  that 
she  is  better,  quinidine  in  sufficient  quanti- 
ties may  be  continued.  On  the  other  hand, 
if  the  rhythm  returns  to  normal,  but  the  pa- 
tient is  clinically  worse  and  remains  so,  quin- 
idine should  be  discontinued,  digitalis  pre- 
scribed in  sufficient  quantities  to  control  the 
tachycardia,  and  the  fibrillation  forgotten. 

ESSENTIAL  HYPERTENSION  AND 
MITRAL  STENOSIS 

Miss  K.  L.,  age  59.  Chief  complaint:  heart.  'At 
10  years  of  age  she  had  an  attack  of  rheumatic 
fever  and  was  in  bed  for  3 months.  From  this  time 
until  she  was  45  years  of  age  she  had  many  attacks 
of  acute  tonsillitis  and  acute  arthritis,  but  at  no 
time  had  her  heart  decompensated  to  the  point  that 
she  was  treated  for  failure.  At  45  years  of  age  her 
tonsils  were  removed  because  of  her  arthritis.  Fol- 
lowing this  she  was  examined  for  her  heart  lesion. 
She  was  a thin,  emaciated  woman  presenting  no  evi- 
dence of  decompensation  other  than  a slight  pul- 
monary congestion.  The  rhythm  was  normal,  rate 
84,  a loud  systolic  and  a mid-systolic  murmur  were 
heard  at  the  apex;  her  blood  pressure  was  108/80. 
Under  the  fluoroscope  her  heart  showed  some  en- 
largement. She  responded  to  treatment  and  left  the 
hospital  at  the  end  of  two  weeks.  Her  work  as  a 
maid  required  long  hours  and  much  climbing  of 
stairs.  During  the  next  five  years  she  was  hospi- 
talized on  4 different  occasions  for  a decompensat- 
ing heart.  Her  symptoms  were  usually  pulmonary 
in  character,  namely,  dyspnea,  cough,  and  inability 
to  lie  flat  in  bed.  The  heart  findings  remained  the 
same  and  the  systolic  pressure  was  never  over  110. 
One  year  later  the  patient  was  seen  and  at  this  time 
she  was  now  fibrillating  and  again  presented  some 
signs  of  decompensation.  Her  blood  pressure  was 
now  140/80.  For  the  next  eight  years  this  patient 
continued  her  work  as  a maid,  requiring  no  special 
care  of  her  heart.  At  59  she  was  again  seen  for 
her  heart,  but  her  decompensation  was  confined 
more  to  the  abdomen  and  to  the  lower  extremities, 
the  pulmonary  symptoms  being  minor  in  character. 
Her  blood  pressure  was  now  210/90,  but  dropped  to 
184/85  on  bed  rest. 

COMMENT 

This  type  of  rheumatic  heart  disease  is  of 
interest  due  to  the  fact  that  if  a patient 
with  an  obstructive  lesion  at  the  mitral  valve 
should  develop  what  might  be  termed  an  es- 
sential hypertension  the  prognosis  is  better. 
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The  mitral  lesion  which  prevents  a free  flow 
of  blood  from  the  left  auricle  into  the  ven- 
tricle, theoretically  gives  the  left  ventricle 
less  work  to  perform,  and  the  muscle  of  this 
chamber  of  the  heart  might  be  said  to  atro- 
phy from  disuse.  On  the  other  hand  if  a 
vascular  lesion  should  develop,  such  as  an 
essential  hypertension  slowT  in  onset  but  more 
or  less  constant  in  its  progress,  the  left  ven- 
tricle would  be  forced  to  increase  its  work 
and  therefore  undergo  some  dilatation  and 
some  hypertrophy.  If  this  is  successfully 
carried  out,  the  dilatation  of  the  left  ventricle 
might  stretch  the  mitral  ring,  and  permit 
more  blood  to  flow  from  the  auricle  into  the 
ventricle.  Thus  it  would  relieve  the  back 
pressure  from  the  auricle  into  the  pulmonary 
system  and  the  symptoms  associated  with 
this  type  of  lesion.  Hence  in  a combined 
lesion  of  the  mitral  valve  which  produces 
frequent  periods  of  decompensation,  the  on- 
set of  an  essential  hypertension  successfully 
carried  out  may  be  of  value (2)  to  the  patient 
and  may  give  a better  immediate  prognosis, 
although  the  patient  may  later  develop  symp- 
toms, either  vascular  or  myocardial,  from 
this  increase  in  blood  pressure. 

It  has  also  been  my  experience  that  the 
same  type  of  mitral  lesion  complicated  by  a 
rheumatic  aortic  regurgitation,  minor  in 
character,  offers  a better  prognosis  than  the 
true  uncomplicated,  stenosing  but  progres- 
sive mitral  lesion.  An  aortic  regurgitation 
of  this  type  will  permit  a back  flow  of  blood 
from  the  aorta  into  the  left  ventricle,  in- 
creasing the  work  of  the  left  ventricle,  pro- 
ducing a hypertrophy  and  a dilation  with 
the  same  beneficial  effect  on  the  mitral  ring. 
Jn  the  case  of  Miss  K.  L.  one  may  say  that 
for  six  years  she  was  receiving  constant 
medical  attention  for  her  mitral  lesion  and 
during  this  time  her  systolic  pressure  was 
never  above  110.  As  this  pressure  began  to 
rise  her  general  condition  improved,  and 
symptoms  relative  to  her  heart  wrere  fewer 
in  number  over  a period  of  eight  years,  al- 
though her  work  remained  the  same.  She 
was  last  seen  at  59  years  of  age  for  symp- 
toms associated  more  with  a left  ventricular 
failure  than  those  as  the  result  of  a mitral 
lesion.  This  improvement  resulted  not  only 
from  the  increased  pressure  and  hypertrophy 
of  the  left  ventricle,  but  perhaps  more  from 
the  dilatation  of  the  left  ventricle  and  the 
subsequent  stretching  of  the  mitral  ring. 

COMPLETE  BLOCK 

J.  M.,  male,  age  43,  laborer.  He  was  first  seen  at 
33  years  of  age  for  renal  colic.  At  the  time  he  was 


found  to  have  a chronic  mitral  insufficiency  but 
with  no  heart  symptoms.  The  heart  was  slightly 
enlarged,  the  pressure  was  134/64,  rate  76,  and 
rhythm  regular.  At  38  years  of  age  he  again  came 
under  observation  for  attacks  of  fainting,  occasion- 
ally associated  with  convulsions.  These  latter  had 
been  treated  elsewhere  for  epilepsy,  and  he  had  been 
taking  luminol  for  the  past  year  with  no  apparent 
benefit.  At  this  time  he  had  no  symptoms  other 
than  those  of  a cerebral  nature.  His  heart  was 
well  compensated,  the  pressure  was  122/80,  the  rate 
was  68  beats  per  minute  and  the  rhythm  regular. 
He  was  hospitalized  and  the  one  positive  finding 
was  the  presence  of  first  degree  heart  block  ob- 
tained by  means  of  the  electrocardiogram.  His  so- 
called  attacks  of  epilepsy  were  the  phenomena  seen 
in  a Stokes-Adam’s  syndrome.  These  symptoms 
now  increased.  Serial  electrocardiograms  showed 
this  patient  passing  from  a partial  to  a complete 
heart  block  until  the  latter  became  permanent.  The 
auricular  rate  remained  at  74  while  that  of  the 
ventricle  ranged  from  34  to  38  beats  per  minute. 
This  patient  remained  in  the  hospital  for  18  months. 
He  had  many  attacks  of  syncope  and  at  times  con- 
vulsions. The  treatment  for  these  consisted  of  the 
following  drugs:  adrenalin,  ephredrine  sulphate,  and 
barium  chloride.  These  are  recommended  in  this 
type  of  lesion  for  their  stimulating  effect  on  the 
ventricular  muscle,  thus  minimizing  the  periods  of 
ventricular  pause  and  at  times  producing  an  increase 
in  the  rate  of  the  ventricle.  Of  the  three  mentioned 
adrenalin  .5  cc  gave  this  patient  better  results  than 
the  other  two,  and  barium  chloride  given  over  a pe- 
riod of  days  was  of  no  particular  value. 

After  18  months  in  the  hospital  the  patient  was 
free  of  his  attacks,  had  adjusted  himself  to  the  slow 
ventricular  rate,  and  gave  no  signs  of  heart  failure. 

COMMENT 

This  case  history  is  presented  for  several 
reasons.  First:  that  the  so-called  attacks  of 
epilepsy  were  due  to  a beginning  heart  block. 
This  lesion  should  be  suspected  in  individuals 
of  mature  age  with  a rheumatic  heart  wrho 
have  “petit  mal”  attacks,  or  those  of  a con- 
vulsive nature.  Such  suspicions  may  not  arise 
unless  one  happens  to  be  present  during  the 
attack,  or  has  recourse  to  the  electrocardio- 
graph. For  this  patient  when  seen  the  first 
time  for  these  attacks  had  a pulse  rate  of  68, 
his  blood  pressure  was  normal  and  the 
rhythm  was  regular.  It  was  the  positive 
finding  in  the  electrocardiogram  that  made 
the  diagnosis  possible.  Second:  the  treat- 
ment required  18  months  hospitalization. 
Under  better  home  conditions  this  period 
could  have  been  shortened,  but  the  adrenalin 
injections  would  have  been  necessary  as  long 
as  the  syncopal  attacks  persisted.  Third:  it 
has  been  five  years  now  since  he  left  the 
hospital;  he  has  led  an  active  life,  denying 
himself  nothing.  The  block  is  still  complete, 
the  pulse  rate  is  34  beats  per  minute,  his 
pressure  is  now  170/70,  and  he  is  free  of  all 
symptoms.  During  this  time  he  has  received 
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no  medication.  None  is  needed  unless  symp- 
toms, either  cerebral  or  myocardial,  arise. 
In  the  event  of  cerebral  symptoms  adrenalin 
would  be  the  drug  of  choice,  although  ephre- 
drine  sulphate  might  be  used  orally  as  a 
prophylactic  measure.  If  myocardial  failure 
with  a resulting  decompensation  occurs,  a 
salt  free  diet,  digitalis,  diuretics,  and  the 
ordinary  routine  as  used  in  congestive  heart 
failure  may  be  instituted. 

SUMMARY 

Four  different  types  of  rheumatic  heart 
disease  have  been  discussed,  namely,  the 
acute  pancarditis  seen  in  children,  and  three 
phases  of  healed  rheumatic  heart  disease  as 
seen  in  adults.  Nothing  has  been  said  of 
the  well  compensated  patient  with  a mitral 
regurgitation.  These  patients  usually  do 
quite  well  unless  the  heart  muscle  becomes 
exhausted,  when  decompensation  occurs.  If 
such  a condition  arises  the  decompensation 
is  treated,  and,  if  recovery  takes  place,  which 
is  usually  the  case,  the  patient  is  advised  to 
minimize  his  activities.  Nor  has  the  ques- 
tion of  subacute  bacterial  endocarditis  been 
discussed.  Present  day  medical  literature  is 
filled  with  case  reports  on  the  use  of  sul- 
phanilamide  or  similar  drugs  for  the  treat- 
ment of  this  disease.  Most  writers  are  of 
the  opinion  that  when  this  diagnosis  is  made, 


that  death  is  the  immediate  outcome,  be  it 
weeks,  or  months  in  its  approach,  and  that 
no  form  of  therapy  as  yet  'is  specific.  Per- 
sonally I have  never  seen  a patient  with  this 
type  of  infection  recover.  As  to  chronic  rheu- 
matic heart  disease  in  pregnant  women,  it 
has  been  my  experience  that  those  who  do 
not  decompensate  while  engaged  in  their 
usual  housework,  will  not  decompensate  dur- 
ing their  pregnancy,  if  their  usual  activities 
are  gradually  cut  down  as  their  pregnancy 
advances.  If  decompensation  does  take  place 
it  has  been  my  rule  to  forget  the  pregnancy, 
and  use  every  known  means  of  cardiac  ther- 
apy to  restore  the  heart  to  a compensating 
stage.  If  this  cannot  be  done,  I have  yet  to 
see  a life  saved  by  a therapeutic  abortion. 
This  opinion  is  substantiated  by  others. 
There  are  other  phases  of  rheumatic  heart 
disease  which  should  be  discussed,  but  the 
important  phase  to  me  is  the  etiology  of  this 
disease.  At  the  present  time  the  true  etiolog- 
ical factor  is  unknown,  and  until  it  is  known 
the  subject  will  remain  an  open  one  for' in- 
vestigation and  discussion. 
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Eating  Glass  Is  Not  Always  Fatal 

The  eating  of  glass,  although  probably 
causing  immediate  injury  to  most  persons, 
may  or  may  not  be  fatal,  The  Journal  of  the 
American  Medical  Association  for  December  28 
states. 

“The  nature  and  extent  of  the  harm  done, 
if  any,”  The  Journal  points  out,  “depends  on 
the  size,  shape  and  number  of  particles  in- 
gested and  on  the  presence  or  absence  of  food 
in  the  mouth  with  the  glass  or  in  the  gastro- 
intestinal tract  at  the  time  the  glass  is  swal- 
lowed. The  danger  lies  in  perforation  of  the 
wall  of  the  stomach  or  the  intestine  and  in 
acute  or  subacute  gastro-enteritis.  It  would 
hardly  be  safe  to  say  that  the  average  per- 
son can  chew  up  and  swallow  glass  without 
suffering  immediate  injury,  but  it  seems  to 
be  beyond  question  that  some  persons  can  do 
so. 


“Dr.  Walter  S.  Haines  reported  a case  in 
which  ‘a  professional  glass  eater,’  in  the  pres- 
ence of  Dr.  Haines  and  Dr.  E.  F.  Ingals,  ate 
half  a dozen  6 inch  test  tubes,  two  good  sized 
lamp  chimneys,  an  ordinary  4 ounce  medicine 
bottle,  two  pieces  of  window  glass,  each  4 
inches  square,  and  three  slips  of  colored  glass 
each  1 inch  wide  and  3 inches  long,  biting  the 
glass  off  the  pieces  offered  him,  chewing  it 
up,  and  swallowing  it  much  as  if  it  had  been 
an  ordinary  article  of  food.  The  glass  eater 
had  eaten  a hearty  meal  before  submitting 
to  the  test,  as  was  his  custom  before  each 
exhibition.  He  was  kept  under  observation 
for  several  hours  after  eating  the  articles 
named  but  at  no  time  did  he  show  any  un- 
favorable symptoms.  He  died,  however,  two 
or  three  years  later,  from  a subacute  gastro- 
enteritis, presumably,  Dr.  Haines  says,  from 
the  irritation  produced  by  his  long  continued 
glass  eating.  There  are  other  well  authenti- 
cated reports  of  similar  purport.” 


Rheumatic  Heart  Disease 

O.  V.  CALHOUN,  M.  D. 

Lincoln,  Nebr. 


Rheumatic  heart  disease  is  the  greatest 
single  cause  of  cardiac  deaths  in  people  un- 
der forty.  This  broad  term  which  covers 
those  infectuous  diseases  involving  the  endo- 
cardium and  myocardium  and  often  the  peri- 
cardium as  well.  It  may  involve  them  all  un- 
der the  term  of  pancarditis  since  rheumatic 
heart  disease  is  the  commonest  cause  of  the 
latter.  Not  only  is  it  a lethal  factor  among 
the  younger  age  groups,  but  it  is  also  the 
chief  scourge  of  the  youth  in  crippling  and 
disabling  those  lives  during  their  productive 
years.  Many  of  the  scarred  endothelial  car- 
diac linings  escape  the  reaper  at  this  age  only 
to  throw  the  heart  into  an  early  decline  with 
the  added  burden  of  hypertension  in  the  sun- 
set years. 

White  states  that  in  New  England  states 
rheumatic  heart  disease  is  found  in  approxi- 
mately 40%  of  all  heart  disease,  and  in  93% 
of  the  cases  under  20  years  of  age.  Its  prev- 
alence in  the  “colder”  climates  of  the  United 
States  is  well  known,  and  its  infrequency  in 
southern  climes  is  also  a fact.  Neither  of 
these  facts  are  explained  except  possibly  with 
the  association  of  the  so-called  “streptococ- 
cal” diseases  being  commoner  with  greater 
temperature  ranges. 

The  acute  rheumatic  state  when  present 
in  its  typical  form  offers  no  difficulty  in 
diagnosis.  The  acutely  swollen,  red  and  ten- 
der joints  which  have  followed  in  the  wake 
of  some  recent  streptococcus  infection  are 
typical.  The  recent  scarlet  fever,  recurrent 
tonsillitis,  and  the  “strep  sore  throat”  are 
often  the  precursors.  The  etiology  is  still 
not  a settled  question  although  many  believe 
there  is  a combination  of  some  virus  which 
is  activated  by  the  streptococcus  to  bring 
about  this  clinical  syndrome.  The  question 
of  the  allergic  state  has  had  some  followers 
such  as  is  seen  in  the  hay  fever  and  asthma 
association.  In  any  event  there  appears  to 
be  sufficient  evidence  to  incriminate  the 
streptococcus  in  part  as  the  principal  or  con- 
tributing cause. 

If  the  typical  clinical  syndrome  of  acute 
rheumatic  fever  is  present,  no  difficulties  are 
experienced  in  the  diagnosis.  However,  un- 
fortunately there  are  many  mild  or  over- 
looked primary  symptoms  at  the  onset.  De- 
tailed histories  reveals  only  about  50%  of  the 
cases  of  subsequent  heart  lesions  have  mani- 


fest typical  symptoms,  and  the  first  knowl- 
edge of  such  a heart  lesion  may  be  first  ob- 
served many  years  later.  On  the  other  hand 
about  25%  of  these  cases  will  have  a history 
of  rheumatic  fever,  yet  have  no  cardiac  man- 
ifestations which  can  be  made  out  on  clinical 
or  laboratory  examination.  Many  cases  of 
mild  so-called  growing  pains  in  childhood 
may  represent  some  of  those  over-looked  pri- 
mary sources  of  acute  rheumatic  fever.  Per- 
sistent, unexplained  epistaxis  in  youth  should 
be  investigated  for  it  may  be  the  only  physi- 
cal symptom.  If  a careful  study  were  made 
of  them,  a leucocytosis  and  rapid  fall  in  sedi- 
mentation rate  might  give  some  aid  in  early 
appraisal  of  this  problem.  Chorea,  associ- 
ated with  rheumatic  fever,  was  found  in 
about  10%  of  the  cases  according  to  Jones 
and  Bland,  and  they  state  the  chorea  alone 
is  rarely  followed  by  heart  damage. 

Rheumatic  fever  rarely  attacks  before  the 
age  of  four,  usually  in  the  first  and  second 
decades  of  life,  but  rarely  up  to  the  age  of 
fifty.  Sexes  are  about  equally  divided  al- 
though in  large  series  the  female  ratio  is 
about  three  to  four  of  the  male.  Jones  and 
Bland  reported  a series  of  1,500  cases  of 
rheumatic  carditis  with  229  fatalities,  and 
the  average  age  of  onset  was  8 years.  How- 
ever, in  85%  of  the  fatal  cases  the  age  of 
onset  was  6.4  years.  Despite  this  fact,  the 
authors  state  that  there  is  no  evidence  that 
the  disease  is  more  serious  with  the  younger 
patients,  because  the  interval  between  onset 
and  death  is  the  same  whatever  the  age  of 
onset.  Nevertheless,  there  is  sufficient  evi- 
dence to  indicate  that  the  earlier  the  age  of 
onset  of  rheumatic  heart  disease,  the  less 
favorable  is  the  ultimate  prognosis.  Given 
rheumatic  fever  in  a child  the  chance  of  de- 
veloping carditis  is  about  nine  out  of  ten. 
Given  rheumatic  heart  disease,  however,  the 
chance  of  disability  is  one  in  two.  The  more 
severe  the  rheumatic  infection  in  the  youth, 
the  more  extensive  as  a rule  is  the  cardiac 
damage. 

The  family  incidence  of  rheumatic  fever 
and  rheumatic  heart  disease  is  beyond  coin- 
cidence. Several  series  have  varied  from 
30%  to  50%  of  having  other  members  having 
a similar  lesion.  This  may  be  explained  on 
the  social  status  of  similar  members  of  the 
same  family,  for  it  has  been  shown  that  poor 
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economic  states  contribute.  Secondly,  there 
may  be  an  inherited  susceptibility,  and  final- 
ly the  possibility  of  close  contact  with  the  ex- 
citing organism  in  its  spread  by  coughing, 
sneezing,  kissing,  etc. 

In  the  care  of  the  acute  rheumatic  fever 
problem  probably  no  other  single  procedure 
has  served  as  a valuable  guiding  post  in 
the  continued  convalescence  of  the  pa- 
tient as  the  sedimentation  rate.  It  is 
generally  agreed  by  all  the  authorities  on 
the  subject  that  strict  rest  and  inactivity 
should  be  maintained  until  two  weeks 
after  the  sedimentation  rate  has  be- 
come stable.  Salicylates  assist  in  the  re- 
lief of  the  joint  manifestations,  but  is  not 
considered  of  any  value  in  preventing  the 
subsequent  heart  deformity.  It  will  be  fol- 
lowed with  extreme  interest  to  see  what  the 
benefit  of  the  more  recent  chemotherapy, 
sulfanilamide  will  be  in  the  prevention  of 
the  cardiac  disabilities.  Many  recent  re- 
ports indicate  it  is  valueless  and  often  harm- 
ful. The  use  of  sulfapyridine  in  subacute 
bacterial  endocarditis  along  with  heparin 
suggests  merit  although  its  dangers  are 
great.  Kelson  and  White  in  a few  cases  in 
a recent  report  point  out  its  possibilities  for 
this  heretofore  unconquered  malady  which 
has  discouraged  all  medical  attendants.  If 
there  is  to  be  any  accomplishment  in  this 
disease,  extreme  care  must  be  taken  to  pre- 
vent the  deformity  during  the  acute  stages. 

Exact  diagnosis  of  the  rheumatic  state  is 
often  missed,  or  remains  uncertain  due  to  a 
lack  of  specific  reaction.  Mester  introduced 
an  immune  biologic  reaction  which  is  be- 
lieved to  be  specific  for  rheumatism.  This 
reaction  is  found  in  the  changes  of  the  leuko- 
cyte count  following  intracutaneous  injec- 
tion of  1 c.c.  of  .1%  sterile  solution  of  sali- 
cylic acid.  The  white  count  of  the  fasting 
patient  is  made,  then  0.2  c.c.  of  this  solution 
is  injected  into  the  volar  surface  of  the  fore- 
arm in  five  areas.  In  30  and  60  minutes,  the 
leukocytes  are  again  counted.  In  the  dis- 
eases of  the  rheumatic  state  the  leukocyte 
count  reveals  a drop  of  15%  to  50%  which 
in  95%  of  the  cases  happens  after  30  min- 
utes. In  the  other  5%  the  decrease  came 
after  1 hour.  This  drop  was  never  observed 
in  healthy  persons,  and  non-rheumatic  con- 
ditions such  as  tuberculosis,  syphilis,  gonor- 
rhea, which  gave  a rise  in  the  white  count. 
The  test  is  explained  as  a specific  reaction 
of  the  rheumatic  individual  to  salicylic  acid 
due  to  a sensitization  to  its  chemical  struc- 
ture. A local  redness  and  pain  usually  oc- 


curs but  its  degree  does  not  correspond  to 
the  immune  biological  reaction  and  is  disre- 
garded. 

Acute  rheumatic  fever  which  most  fre- 
quently occurs  in  childhood  has  a tendency 
to  recur.  Each  time  there  is  an  acute  exas- 
cerbation  the  endocardium  is  believed  re- 
attacked. It  has  been  estimated  that  it  re- 
quires at  least  two  months  from  the  onset 
of  acute  rheumatic  state  until  there  are  defi- 
nite pathological  changes  in  the  valves,  or  in 
other  words,  until  a murmur  has  been  heard. 
The  mitral  valve  is  the  most  frequently  in- 
volved, and  it  is  rare  indeed  to  have  aortic 
and  pulmonary  involvement  with  the  mitral 
valve  unaffected  and  the  reverse  is  not  un- 
usual. 

During  the  acute  rheumatic  infection,  an 
attempt  to  determine  how  the  heart  has 
been  effected,  the  question  of  hypertrophy 
and  dilatation  is  a matter  of  extreme  import- 
ance. A heart  of  normal  size  during  the 
acute  stages  can  not  be  said  to  be  diseased. 
It  is  generally  accepted  that  the  findings  of 
the  heart  increase  as  it  becomes  diseased. 
There  is  one  important  exception  in  that  the 
size  of  hearts  in  children  may  be  due  to  as- 
sociated severe  anemia.  This  dilatation  of 
the  heart  subsides  completely  when  the  blood 
picture  returns  to  normal. 

Electrocardiograms  may  give  some  signifi- 
cant aid  in  the  early  diagnosis,  first  by  the 
determination  of  the  PR  interval  which  is 
prolonged  (over  0.2  seconds)  and  second,  it 
may  reveal  the  preponderance.  Otherwise 
electrocardiography  is  valueless  in  rheumatic 
heart  disease. 

Because  of  the  prolonged  disability  and 
needed  care,  rheumatic  fever  patients  be- 
come an  economic  problem  very  similar  to 
tuberculosis,  which  may  require  months  and 
even  years  for  the  activity  to  entirely  sub- 
side so  that  these  children  can  become  active 
again.  Many  cities  afford  hospitals  for  their 
care.  One  of  the  prime  factors  in  the  care 
of  the  rheumatic  fever  problem  is  nutrition. 
The  prolonged  infection  produces  a marked 
anemia,  and  the  social  status  in  which  this 
disease  is  so  prevalent  brings  about  general 
debility. 

In  summary,  rheumatic  fever  brings  about 
a crippling  of  young  people.  In  its  typical 
form  the  diagnosis  is  easily  made.  Various 
tests  are  offered  as  an  adjunct  in  the  doubt- 
ful cases.  This  becomes  an  economic  and  so- 
cial problem  similar  to  tuberculosis. 

(Bibliography  in  Reprints) 
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Two  characteristics  of  the  rheumatic  state 
are  of  the  utmost  importance  in  any  con- 
sideration of  treatment  of  this  disease.  One 
is,  the  average  duration  of  life  following 
acute  manifestation  of  the  disease  is  approx- 
imately fifteen  years,  the  second  is  that 
smouldering  and  recurrent  infections  as  a 
rule  increase  the  cardiac  damage  and  pro- 
duce the  serious  lesions  of  the  disease.  With 
these  facts  in  mind  it  is  the  feeling  among 
most  cardiologists,  who  have  the  misfortune 
of  seeing  these  patients  in  the  later  forms  of 
the  process,  that  the  illness  should  be  con- 
sidered as  a disease  process  similar  in  its 
course,  outlook,  and  progress  to  that  of  the 
tuberculous  state.  This  being  true,  it  is  un- 
fortunate that  in  studying  the  disease  facili- 
ties are  unavailable  for  detecting  the  pres- 
ence of  the  disease  that  exist  for  detecting 
tuberculosis,  for  example — -the  tuberculin 
test.  Therefore,  it  is  of  primary  importance 
for  all  clinicians  to  be  aware  of  the  primary 
rheumatic  state  in  all  its  earliest  phases  and 
institute  proper  measures  at  the  onset. 

Another  factor  of  significance  is  that  most 
observers  feel  that  in  the  rheumatic  belt, 
which  includes  Nebraska  as  an  integral  part, 
the  clinical  manifestation  of  the  disease  has 
changed  in  the  last  twenty-five  years.  For- 
merly rheumatic  fever  was  recognized  as  the 
polyarthritic  state  with  exquisitely  tender, 
red,  hot,  swollen  joints.  Many  studies  in 
cardiac  clinics  have  shown  that  this  phase, 
while  it  occurs  frequently,  does  not  appear 
as  often  as  previously  recorded.  The  inci- 
dence of  cardiac  manifestations  of  this  dis- 
ease has  remained  the  same,  if  not  increased. 
Therefore,  it  is  of  signal  significance  for  all 
physicians  in  contact  with  these  early  symp- 
toms and  signs  to  not  only  be  on  guard  for 
these  findings  but  also  to  institute  proper 
and  timely  therapy  in  light  of  our  present 
knowledge  of  the  disease. 

When  a specific  etiology  is  not  known  in 
any  disease,  treatment  along  this  line  cannot 
be  instituted.  It  then  resolves  itself  down  to 
two  probable  directions  of  attack.  Those 
that  are  directed  at  an  etiological  factor  in 
light  of  our  present  understanding,  and  the 
general  measures  that  can  be  used  to  in- 
crease the  resistance  of  the  patient  to  the 


given  offending  agent  even  though  its  exact 
nature  is  not  known. 

The  exact  relationship  of  streptococci  to 
rheumatic  fever  is  still  a debatable  question. 
Most  observers  believe  that  it  does  play  an 
important  part,  while  others  hold  to  the  virus 
theory.  One  of  the  major  arguments  against 
a streptococcal  origin  is  the  failure  of  sul- 
phanilamide  to  be  effective  in  the  acute 
phase  of  rheumatic  fever.  This  work  is  well 
established,  and  this  disease  is  one  in  which 
sulphanilamide  is  not  indicated.  Other  at- 
tempts of  this  nature  such  as  administration 
of  specific  streptococcal  vaccines,  as  well  as 
mixed  vaccines  have  proved  of  questionable 
value  if  not  futile  attempts  to  conquer  this 
process.  As  a result,  it  may  be  said  that  all 
measures  directed  in  this  avenue  have  failed. 

The  use  of  salicylates  as  a possible  chemo- 
therapeutic agent  directed  as  a specific  treat- 
ment is  far  from  settled.  Some  English 
authorities  still  feel  that  this  chemical  group 
is  specific,  but  most  American  observers  do 
not  go  this  far.  There  is  no  doubt  of  the 
fact  that  their  traditional  use  is  of  value  and 
they  should  be  administered.  However,  ade- 
quate dosage  is  important.  It  is  not  neces- 
sary to  give  a grain  per  pound  per  day. 
Dosages  as  high  as  90  to  120  grains  per  day 
are  effective.  What  is  of  greater  signifi- 
cance is  their  administration  over  an  ex- 
tended period  of  time  until  the  process  is 
quiescent.  Most  cardiologists  believe  that 
following  the  acute  symptoms  salicylates 
should  be  given  in  doses  of  thirty  to  sixty 
grains  per  day  for  at  least  a period  of  six 
months  as  a minimum,  and  in  some  instances 
a year  or  longer  if  mild  symptoms  persist, 
particularly  such  evidences  of  rheumatic  ac- 
tivity as  vague  joint  pains,  abnormal  sedi- 
mentation rate,  febrile  response,  and  mal- 
nutrition. 

Measures  directed  at  the  general  state  of 
nutrition  are  of  vital  importance.  The  most 
important  single  factor  in  treatment  of  rheu- 
matic fever,  and  particularly  in  the  patient 
with  early  cardiac  manifestations,  is  ade- 
quate time  in  bed.  It  is  a mistake  for  these 
patients  to  be  allowed  to  be  ambulatory  too 
soon.  By  this  it  is  meant  when  the  acute 
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manifestations  of  the  disease  are  subsiding, 
all  patients  with  rheumatic  carditis  of  any 
significance  should  remain  in  bed  for  at  least 
three  months  after  they  are  afebrile,  and 
preferably  three  months  after  the  sedimen- 
tation rate  has  returned  to  normal.  In  other 
words,  time  is  a most  important  factor  in  the 
prevention  of  further  attacks  of  the  disease 
as  well  as  the  cure  of  the  first  attack.  The 
treatment  is  that  of  a minimal  tuberculosis 
from  the  standpoint  of  rest.  Certainly  it 
takes  as  long  a time  to  accomplish  healing 
in  this  disease  as  it  does  a tuberculous  infec- 
tion. 

The  same  may  be  said  of  controlling  the 
state  of  nutrition.  It  cannot  be  emphasized 
too  much  that  adequate  intake  is  of  greatest 
therapeutic  value.  Adequate  vitamin  intake 
in  all  its  phases  is  essential.  The  idea  that 
rheumatic  fever  is  a vitamin  C deficiency 
state  has  not  been  proven  to  be  the  answer 
to  the  etiology  of  the  disease.  Adequate 
vitamin  C therapy  may  be  a factor  that  is  of 
value,  however.  Keeping  the  nutritional 
state  adequate  and  balanced  in  all  its  com- 
ponents is  essential.  High  caloric  diet  with 
attention  to  all  essential  factors  should  be 
prescribed  in  the  acute  phase  as  well  as  the 
chronic  form  of  the  rheumatic  state. 

Recently  experimental  work  has  been  done 
using  the  Kettering  hypertherm  in  the  acute 


stage  of  rheumatic  fever.  Results  indicate 
that  this  treatment  may  be  of  some  value. 
In  most  instances  rather  brilliant  response 
has  been  shown  in  alleviation  of  joint  symp- 
toms and  fever  as  well  as  the  prompt  return 
of  the  sedimentation  rate  to  normal.  This 
form  of  therapy  offers  some  hope  in  the 
early  phase  of  the  disease  in  arresting  the 
progress.  It  does  not  seem  reasonable  to 
believe  that  a fully  developed  mitral  steno- 
sis can  be  reversed  to  a normal  valve  by  this 
process  as  has  been  claimed. 

Other  therapeutic  measures  have  not  stood 
the  test  of  time  and  at  present  should  not 
be  employed. 

SUMMARY 

1.  Rheumatic  heart  disease  is  similar  to 
tuberculosis  in  its  manifestations  and  should 
be  considered  in  this  light  therapeutically. 

2.  The  most  important  factor  in  treatment 
is  time  and  rest  and  good  nutrition.  These 
measures  should  be  employed  in  this  disease 
the  way  they  are  exercised  in  tuberculosis. 

3.  Medical  therapy  as  such  should  be  con- 
fined to  adequate  doses  of  salicylates  over  a 
long  enough  period  of  time. 

4.  Fever  therapy  offers  some  hope  of  ar- 
resting the  process  in  its  early  phase.  Its 
proper  place  has  not  yet  been  established. 


Why  Resolutions  for  New  Year  Usually 
Fail 

A majority  of  New  Year’s  resolutions  rep- 
resent a kind  of  self  punishment  rather  than 
a technic  of  change,  Smiley  Blanton,  M.  D., 
New  York,  declares  in  the  January  issue  of 
Hygeia,  The  Health  Magazine. 

In  an  attempt  to  explain  why  these  resolu- 
tions are  so  quickly  broken,  Dr.  Blanton  con- 
tends that  they  represent  a childish  and  fu- 
tile sense  of  guilt  and  that  they  approach  the 
problem  in  a superficial  manner.  “If  a man 
feels  that  he  is  lazy,  that  he  does  not  work 
hard  enough,”  the  author  declares,  “it  is  not 
sufficient  for  him  to  resolve  to  work  harder. 
He  must  find  out  the  cause  of  his  laziness. 

“Unwise  indulgence  in  alcohol,  overwork, 
laziness,  extravagance,  miserliness,  overeat- 
ing— all  are  symptoms  which  cannot  be  modi- 


fied by  even  the  most  rigid  and  honest  New 
Year’s  resolutions,  for  dealing  with  a symp- 
tom itself  is  inadequate. 

“Most  people  find  it  difficult  to  develop 
real  insight  into  their  problems.  They  would 
rather  make  a series  of  harsh  resolutions, 
giving  momentary  satisfaction,  and  then 
break  them  and  return  to  their  old  way  of 
living. 

“Harsh  New  Year’s  resolutions  tend  to 
make  us  harsh  toward  other  people.  It  is 
only  when  we  can  be  sympathetic  with  our- 
selves that  we  can  be  sympathetic  with  oth- 
ers. One  New  Year’s  resolution  which  might 
be  helpful  would  be  to  resolve  firmly  not  to 
try  to  reform  other  persons.  The  best  thing 
we  can  do  for  our  neighbors  is  to  lead  a rea- 
sonable and  satisfactory  life  ourselves  and  to 
learn  to  be  tolerant  of  ourselves  and  of  oth- 
ers.” 


The  Present  Status  of  Hypertension"" 

A.  DAVID  CLOYD,  M.  D. 

Omaha,  Nebr. 


It  has  been  slightly  more  than  forty  years 
since  the  advent  of  the  sphygmomanometer 
popularized  the  discussion,  study  and  treat- 
ment of  the  clinical  syndrome  of  arterial  hy- 
pertension. With  the  advent  of  this  instru- 
ment many  people,  who  previously  felt  well, 
were  suddenly  discovered  to  have  a baffling 
disease  and  many  complaining  patients  found 
a new  diagnosis  and  explanation  of  their 
symptoms.  Now,  though  the  cause  has  re- 
mained baffling  and  the  treatment  unsatis- 
factory by  ordinary  criteria  of  medical  suc- 
cess, the  burdens  of  the  unsuspecting  have 
been  increased.  We  are  told  that  we  can 
with  more  or  less  accuracy  pick  from  people 
with  normal  pressure,  most  of  those  who  will 
develop  hypertension  by  the  simple  cold  pres- 
sor test.(1> 

Let  us  briefly  review  some  of  the  various 
prominent  theories  that  have  been  advanced 
at  various  times  since  1836,  when  Richard 
Bright  described  cardiac  hypertrophy  due  to 
increased  peripheral  resistance  resulting 
from  renal  disease.  In  1868,  the  theory  that 
the  retention  of  noxious  substances  of  dis- 
eased kidneys  caused  vasoconstriction  was 
advanced  by  Johnson  and  since  that  time 
practically  all  of  the  known  urinary  constitu- 
ents have  been  considered  by  one  investiga- 
tor or  the  other  to  cause  hypertension.  In 
1898,  Tigerstedt  and  his  associates  found  a 
pressor  substance  in  the  kidney  which  they 
called  renin. 

The  teleological  approach  has  been  quite 
popular,  and  attempts  to  establish  the  view 
that  hypertension  is  a useful  or  compensa- 
tory phenomenon.  Connheim’s  view  was 
that  the  volume  of  blood  passing  through 
the  kidney  at  any  given  moment  is  dependent 
on  the  substances  that  must  be  secreted. 
Bier  thought  the  hypertension  was  compen- 
satory for  diminished  filtration  surface  of 
damaged  glomeruli.  Volhard  attempted  to 
divide  the  hypertension  into  two  great 
groups — red  hypertension  and  pale  hyperten- 
sion ; the  former  indicating  good  kidney  func- 
tion and  the  latter  occurring  when  there  is 
renal  impairment  of  any  type  resulting  in 
diminished  function  and  vasoconstriction/2) 

Major*3)  has  advanced  the  view  that  the 
retention  of  “guanidine”  substances  in  the 
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blood  is  one  of  the  factors  of  hypertension. 
His  recent  work  indicates  that  they  are  not 
at  all  certain  of  the  chemical  nature  of  the 
substance  they  have  called  “guanidine,”  but 
that  there  is  an  excess  of  some  chemical  sub- 
stance in  the  blood  of  individuals  with  hyper- 
tension, not  present  in  normal  individuals. 

A general  conception  of  essential  hyper- 
tension was  aptly  expressed  by  Fishberg  in 
his  1935  monograph  as  follows: — “Hyperten- 
sion, like  fever  is  merely  a symptom  and  not 
a disease.  Sometimes  it  is  produced  by  ren- 
al disease,  but  more  often  it  is  not.”(2)  With 
a clear  evidence  of  renal  disease  the  renal 
origin  of  hypertension  seems  likely  to  most 
observers.  However,  essential  hypertension 
until  recently  has  been  considered  normal  in 
spite  of  the  predominance  of  arteriolar  scler- 
osis in  the  kidney  in  80  to  100%  of  various 
series,  because  of  the  usual  adequate  renal 
function,  and  death  from  other  causes,  heart 
failure  first,  cerebral  accidents  second,  and 
only  the  occasional  case  showing  the  develop- 
ment of  renal  insufficiency. 

Before  presenting  a classification  of  hy- 
pertension that  is  prominent  at  the  present 
time,  let  us  review  very  briefly  the  experi- 
ments of  Goldblatt/4)  who  in  a beautiful 
series  of  experiments  extending  over  a period 
of  several  years  has  presented  quite  tangi- 
ble evidence  that  hypertension  can  be  pro- 
duced experimentally  by  reproducing  the 
physiological  condition  in  the  animal’s  kid- 
ney, that  exists  in  human  renal  arteriolar 
sclerosis.  Working  on  the  predication  that 
ischemia  is  the  physiological  result  of  arteri- 
olar sclerosis  in  the  human,  Goldblatt  caused 
ischemia  of  varying  degrees  in  the  kidneys  of 
dogs.  The  following  is  an  abstract  of  his 
experimental  results:  They  are  arranged  in 
order  to  show  that  uremia  is  not  a cause  of 
hypertension,  but  that  a diminished  blood 
supply  produces  hypertension,  apparently 
due  to  the  production  of  an  “effective  sub- 
stance” within  the  kidney  itself:  (1).  Bilat- 
eral nephrectomy  results  in  uremia  and 
death  to  the  animal  without  the  production 
of  hypertension.  (2).  Complete  clamping  of 
both  renal  arteries.  (It  might  be  assumed 
that  this  is  the  equivalent  of  bilateral  neph- 
rectomy, which  is  not  the  case).  If  one 
main  artery  is  occluded  there  is  little  or  no 
disturbance,  but  when  both  are  simultaneous- 
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ly  clamped  severe  uremia  develops  plus  a 
moderate  elevation  of  blood  pressure.  If  this 
is  done  gradually  severe  hypertension  re- 
sults. (3>  If  one  main  renal  artery  is  severe- 
ly constricted  temporary  hypertension  is 
produced.  When  both  renal  arteries  are  con- 
stricted a moderate  or  severe  hypertension  is 
produced  depending  on  the  degree  of  con- 
striction. If  the  clamps  are  removed  the 
blood  pressure  promptly  returns  to  normal. 
If  one  clamp  is  removed  the  blood  pressure 
tends  to  fall.  However,  unilateral  constric- 
tion alone  has  caused  hypertension  as  long 
as  nine  months,  returning  to  normal  with  re- 
moval of  the  clamps,  or  nephrectomy. (4) 
(3)  Clamping  or  severe  constriction  of  the 
renal  arteries  followed  by  clamping  of  the 
renal  veins  does  not  produce  significant 
changes  in  blood  pressure.  This  is  considered 
indirect  evidence  of  the  formation  of  an  “ef- 
fective” substance  in  the  kidney  itself. 


In  the  light  of  this  work,  the  following 
classification  has  been  recently  presented  by 
Scott <5>: 

CLINICAL  HYPERTENSION 


Renal 

1.  Essential  hyperten- 
sion 

2.  Primary  renal  disease 

(a)  Glomerular . ne- 
phritis (acute  and 
chronic) 

(b)  Pyelonephritis 

(c)  Urinary  obstruc- 
tion 

(d)  Periarteritis  no- 
dosa of  renal  ves- 
sels. 

(e)  Polycystic  renal 
disease 

(f)  Severe  amyloido- 
sis of  kidney 

3.  Coarctation  of  the 

aorta  ? 

4.  Eclampsia? 


Nonrenal 

1.  Endocrine  disturb- 
ances 

(a)  Basophilic  adeno- 
ma of  the  pituitary 

(b)  Adrenal  tumor 

(c)  Hyperthyroidism 

(d)  Menopause 

(e)  Obesity 

2.  Vasomotor  disorders 

(a)  Increased  intra- 
cranial pressure 

(b)  Psychic  disturb- 
ances 

(c)  Circulatory  failure 

(d)  Complete  heart 
block 


This  classification  need  not  be  considered 
as  final,  nor  as  universally  accepted.  How- 
ever, it  seems  to  me  that  until  we  have  more 
evidence  and  increased  knowledge  of  the 
mechanism  of  hypertension,  it  provides  a 
partial  explanation  of  some  hypertension  we 
have  been  accustomed  to  call  essential  hyper- 
tension. This  conception  does  not  necessari- 
ly alter  certain  possibilities  that  have  been 
considered  quite  probable  by  many  men.  The 
possibility  that  there  may  be  some  degree  of 
compensatory  mechanism  present  is  not  ex- 
cluded by  any  means.  Fishberg  in  his  1935 
edition  of  Hypertension  and  Nephritis,  made 
the  following  statement  that  is  not  appreci- 


ably altered  in  his  edition,  just  off  the  press: 
“The  more  opportunities  I have  to  observe 
patients  with  essential  hypertension  the 
more  firmly  do  I become  cdnvinced  that  the 
constitutional  and  hereditary  predisposition 
is  the  fundamental  factor  in  the  pathogenesis 
of  the  disease.  However,  there  also  seems 
to  be  accessory  factors  in  the  causation  of 
hypertension,  which  while  they  themselves 
do  not  cause  protracted  hypertension,  may 
make  manifest  or  exaggerate  the  high  blood 
pressure  in  constitutionally  predisposed  indi- 
viduals. The  most  probable  of  such  con- 
tributory factors  are  emotional  and  other 
psychic  strains,  overeating  and  obesity.  How 
they  act  is  not  known.”  The  following  from 
his  new  edition  illustrates  the  changing 
trend  of  thought:  “Until  a few  years  ago, 
most  investigators  would  have  answered  in 
the  negative  the  question  of  whether  or  not 
essential  hypertension  is  of  renal  origin.  But 
Goldblatt’s  exquisite  reproduction  of  essen- 
tial hypertension  in  both  its  benign  and  ma- 
lignant phases  has  again  brought  the  ques- 
tion of  the  renal  factor  in  the  pathogenesis 
of  essential  hypertension  very  much  into  the 
foreground.  The  problem  may  be  formulated 
as  follows : Is  essential  hypertension  the 

clinical  manifestations  of  antecedent  renal 
arteriolar  sclerosis,  which  entails  the  eleva- 
tion of  pressure  through  the  intermediacy  of 
ischemia  of  the  renal  parenchyma?  If  this 
is  the  case,  the  problem  of  essential  hyper- 
tension becomes  one  aspect  of  the  broad 
question  of  the  nature  of  arteriosclerosis 
with  the  additional  difficulty  of  explaining 
the  localization  of  the  regressive  changes  in 
the  arterioles  of  the  kidney.” 

Now,  while  this  may  alter  our  conception 
of  hypertension,  or  at  least  stimulate  our 
thinking,  does  it  appreciably  change  the 
fundamentals  of  approach  to  the  clinical 
problem  of  treatment?  Not  a great  deal. 
We  may  still  consider  that  we  are  dealing 
with  a problem  consisting  of  two  major  com- 
ponents. As  a rule,  we  must  assume  that 
the  primary  etiological  factors  are  unknown. 
The  rare  cases  of  definite  etiology,  as  adre- 
nal tumors,  cerebral  tumors,  or  the  recently 
reported  cases  of  hypertension (6),  apparent- 
ly resulting  from  unilateral  renal  disease  and 
cured  by  nephrectomy  (since  Goldblatt’s 
work)  are  the  exception,  and  not  the  rule. 

The  secondary  etiological  factors  might  in- 
clude those  known  or  possible  contributing 
factors  to  increase  wear  and  tear  on  the 
mechanism.  These  might  be  summarized  as 
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the  effect  of  excessive  psychic,  or  emotion- 
al, physical  or  mechanical,  toxic  or  infec- 
tious, or  endocrine  agents. 

THE  PROBLEM  OF  TREATMENT 

The  fundamental  principle  of  the  treat- 
ment of  most  cases  of  hypertension  resolves 
into  the  problem  of  the  conservation  of  ener- 
gy. Futhermore,  I believe  that  this  problem 
is  usually  medical,  but  the  giving  of  medi- 
cine should  be  entirely  of  secondary  consider- 
ation and  primary  emphasis  should  be  placed 
on  the  careful  study  of  the  patient,  and  the 
subsequent  guidance  and  management. 

The  careful  study  may  bring  to  light  the 
occasional  case  with  distinct  primary  etiol- 
ogy, but  more  often  it  should  classify  the  pa- 
tients grade  of  hypertension,  and  bring  to 
light  the  important  contributing  secondary 
factors.  We  must  all  admit  that  there  is  lit- 
tle we  hope  to  do  for  the  patient  with  so- 
called  malignant  hypertension  with  fixed 
high  pressure  and  renal  insufficiency. 
These  are  fortunately  a rather  small  per- 
centage. By  far,  the  largest  percentage 
of  our  patients  with  hypertension  are  in 
the  more  moderately  affected  groups  and 
most  of  them  die  of  heart  overload,  a 
moderate  number  of  cerebral  hemorrhage, 
and  for  many  of  these  patients  there  is 
ample  opportunity  to  postpone  the  day  of 
reckoning. 

Treatment  cannot  be  mentioned  without 
giving  consideration  to  the  surgical  treat- 
ment that  is  still  in  the  experimental  stage. 
There  are  unquestionably  some  cases  that 
are  apparently  benefited.  However,  I do  not 
believe  that  any  surgical  appraisal  is  valid 
that  includes  the  effects  of  the  immediate 
post-operative  period.  Temporary  improve- 
ment should  be  classed  as  surgical  failure. 
The  favorable  results  are  more  likely  in  the 
group  with  mild  hypertension,  still  in  the 
labile  or  flexible  state.  Allen ( 7 > states  that 
the  operation  of  splanchnic  sympathectomy 
improves  the  renal  blood  supply.  I wonder 
if  this  possibility  may  not  account  for  some, 
if  not  most  of  the  successes  and  failures,  on 
the  basis  that  some  get  an  improved  renal 
circulation  and  some  do  not.  If  we  develop  a 
method  of  determining  which  patients  are 
likely  to  obtain  improved  renal  circulation 
from  the  operation,  and  time  bears  out  that 
this  improvement  is  prolonged,  proper  selec- 
tion of  patients  may  help  the  surgical  results. 
Recently,  an  operation  of  nephro-omento- 
pexy,  to  improve  renal  blood  supply  has  been 


reported  by  Abramil8>.  While  all  this  work 
is  extremely  interesting,  it  seems  to  me  that 
until  time  bears  out  success  or  failure  it 
should  be  confined  to  centers  where  the  ex- 
perience of  large  series  may  be  accumulated. 
From  results  so  far,  it  does  not  seem  any 
more  successful  than  surgery  for  angina 
pectoris  or  cardiac  failure. 

MEDICAL  TREATMENT 

The  motto  “Treat  the  patient,  and  not  the 
hypertension”  is  a most  useful  generality, 
but  specifically  just  what  do  we  mean?  Let 
us  summarize  briefly:  (1)  A thorough  his- 
tory, complete  physical  and  laboratory  ex- 
aminations are  of  course  the  “sine  quo  non” 
of  the  approach  to  any  medical  problem.  In 
hypertension  it  should  go  without  saying 
that  special  attention  should  be  given  to  the 
organs  under  the  chief  load : first,  the  heart, 
second,  the  vascular  tree,  and  last,  the  kid- 
neys. (2)  The  recapitulation  and  evaluation 
of  the  positive  or  related  findings  is  the  next 
step,  and  a most  important  one.  I believe 
it  should  be  emphasized  here  that  time 
should  be  utilized  in  the  evaluation  of  im- 
portance of  these.  There  is  also  the  problem 
of  evaluating  other  organic  disease,  either 
unrelated  or  questionably  so.  Chief  of  these 
will  be  the  evaluation  of  the  old  “bug-a-boo” 
infection.  When  definite  focal  infection  ex- 
ists it  is  my  opinion  that  it  should  usually 
be  eliminated,  if  of  the  type  that  involves  no 
great  surgical  risk,  not  with  the  expectation 
of  it  having  any  direct  effect  on  the  hyper- 
tension, but  on  the  principle  of  avoiding  all 
unnecessary  loads  on  an  organism  already 
overloaded  or  threatened  with  overload. 

As  for  the  other  factors,  most  important 
is  the  tactful  handling  of  the  patient.  The 
consideration  of  the  social,  psychic,  and  emo- 
tional reaction  type  of  the  patient,  needs  to 
be  considered  completely.  The  undesirable 
effect  of  anxiety  should  be  avoided  by  all 
possible  resourcefulness.  Habits  cannot  al- 
ways be  changed  entirely,  but  often  they 
may  be  effectively  altered.  Many  of  our  pa- 
tients use  sledge  hammers  to  drive  tacks.  It 
is  our  duty  as  their  physicians  to  attempt  to 
teach  them  to  use  smaller  instruments,  keep- 
ing ourselves  aware  that  mere  admonition 
accomplishes  little. 

DIET 

Obesity  is  often  a major  factor  and  should 
never  be  neglected.  It  seems  to  me  that  the 
most  satisfactory  group  from  the  point  of 
view  of  therapeutic  response  can  be  found 
in  the  overweights.  Other  than  the  usually 
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favorable  response  of  blood  pressure  is  the 
desirable  effect  of  lessened  physical  load  on 
the  heart. 

For  the  normal  weights,  there  is  no  rea- 
son for  any  specific  type  of  diet  for  hyper- 
tension. The  ideal  diet  would  be  just  what 
he  needs  in  proteins,  minerals,  vitamins, 
calories,  bulk  and  water,  no  more,  no  less. 
We  can  do  no  more  than  make  an  attempt 
to  approximate  this  ideal.  Moderation,  avoid- 
ing excessive  restriction  of  anything,  seems 
the  best  principle. 

DRUGS 

Lastly,  we  come  to  the  consideration  of 
measures  used  for  their  effect  on  the  blood 
pressure  itself.  Here,  I believe  we  should  re- 
peat the  saying  “Treat  the  patient,  not  the 
hypertension.”  We  are  probably  safe  in  say- 
ing that  there  is  no  known  drug  which  direct- 
ly influences  the  course  of  the  disease.  Cer- 
tainly some  of  those  drugs  that  directly  af- 
fect blood  pressure  by  vaso-dilator  or  toxic 
effect,  such  as  nitrites  and  thiocyanates  are 
open  to  numerous  valid  objections.  There 
are  numerous  undesirable  reactions  to  the 
' nitrites (9),  and  under  certain  conditions  there 
may  be  dangers  to  the  coronary  circulation 
from  this  drug.  There  are  times  when  this 
drug  is  necessary  and  most  valuable  as  the 
emergency  drug  for  angina,  and  the  occa- 
sional symptomatic  relief  it  affords  in  some 
types  of  vascular  headaches.  As  a general 
rule,  one  should  prefer  to  avoid  their  use. 
The  danger  of  toxic  effects  of  thiocyanate 
need  hardly  be  mentioned.  There  is  a very 
narrow  margin  between  toxic  and  therapeu- 
tic effects,  and  long  continued  use  of  a drug 
with  a narrow  margin  of  safety  seems  most 
unwise. 

The  clinical  evaluation  of  the  effect  of  a 
drug  on  blood  pressure  is  most  unreliable. 
The  history  of  specific  drugs  for  hyperten- 
sion has  been  more  or  less  a continuous 
demonstration  of  the  fact  that  hope  springs 
eternal.  Today’s  news  in  big  headlines, 
“New  Medicine  for  Blood  Pressure.”  To- 
morrow’s news  is  small  type  in  the  obituary. 
It  should  be  mentioned  that  the  attempt  to 
commercialize  on  uncritical  clinical  reports 
of  the  action  of  a drug  in  hypertension  has 
been  rather  prevalent,  and  should  be  con- 
demned. The  study  of  Ayman  who  reported 
improvement  in  82%  of  a series  of  unse- 
lected hypertensives  who  were  enthusiasti- 
cally treated  daily  with  a few  drops  of  dilute 
HLC  should  be  recalled  whenever  we  are  of- 
fered a new  medicine  for  blood  pressure(10). 


Mild  sedatives  are  probably  our  most  use- 
ful drugs,  and  are  often  the  only  medication 
needed  in  the  milder  types.  The  smaller  doses 
of  phenobarbital  are  in  my  experience  the 
most  satisfactory  in  general. 

The  supportive  help  of  the  entire  field  of 
cardiac  therapy  may  be  needed  at  one  time 
or  another,  and  their  consideration  is  not 
within  the  scope  of  this  discussion. 

PHYSIOTHERAPY 

Some  types  of  physiotherapy  may  occa- 
sionally be  useful  adjuvants  in  the  manage- 
ment of  some  cases,  chiefly  from  the  help  in 
obtaining  relaxation.  With  new  machines, 
there  have  been  new  vogues  and  the  same 
remarks  apply  here  as  to  most  of  the  drugs. 

CONCLUSIONS 

(1)  Indirect  evidence  has  recently  been 

presented  by  Goldblatt  suggesting  that  some 
of  our  essential  hypertensions  are  of  renal 
origin  by  a humoral  mechanism  which  is  not 
understood.  *• 

(2)  By  the  criteria  of  spectacular  results 
or  clinical  cure,  the  treatment  of  hyperten- 
sion remains  unsatisfactory,  but  by  the  ideal 
of  attempting  to  prolong  the  useful  lives  of 
our  patients,  there  is  much  to  be  done. 

(3)  The  sum  of  the  many  little  adjust- 
ments that  can  often  be  made  for  the  hyper- 
tensive, may  be  quite  an  appreciable  amount 
in  end  results.  Though  we  never  have  tangi- 
ble proof  of  these,  it  would  seem  that  they 
are  more  likely  to  alter  the  fundamental 
progress  of  the  disease,  simply  by  lessening 
wear  and  tear,  than  any  drug  we  now  know 
that  acts  directly  or  indirectly  on  blood  pres- 
sure. 
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Introduction : Acute  dilatation  of  the  stom- 
ach is  a syndrome  usually  developing  as  a 
post-operative  complication,  which  is  infre- 
quently recognized  and  often  improperly 
treated.  The  condition  rather  rapidly  pro- 
gresses to  a fatal  outcome  and  is  more  often 
diagnosed  by  the  pathologist  than  the  clini- 
cian. Acute  gastric  dilatation  is  a subject 
which  is  poorly  presented  in  most  text  books 
and  papers  on  the  subject  deal  with  the  con- 
troversial issues  as  to  etiology  rather  than 
the  more  important  matter  of  recognition 
and  treatment.  The  fact  that  I have  had  the 
opportunity  to  see  and  treat  nine  cases  of 
acute  gastric  dilatation  within  the  past  year 
has  prompted  me  to  set  down  my  experi- 
ences. 

Etiology:  Acute  gastric  dilatation  reputed- 
ly is  a post-operative  complication  in  60  to 
70%  of  cases  and  has  been  known  to  follow 
operations  on  the  kidneys,  liver,  genitalia,  in- 
testine, stomach  and  most  any  other  viscus. 
It  also  has  been  seen  following  left  phreni- 
cectomy,  fractures,  injuries  to  the  spine  and 
skull,  blows  to  the  abdomen,  after  catheter- 
izing  the  bladder  or  ureters,  complicating 
peritonitis,  after  child-birth,  after  excessive 
intake  of  food  or  drink,  and  in  such  medical 
conditions  as  pneumonia,  typhoid  fever,  tu- 
berculosis, diabetes,  and  uremia.  Acute  dila- 
tation of  the  stomach  may  follow  local  or  gen- 
eral anesthesia  or  may  appear  in  cases  where 
no  anesthetic  is  given.  Citation  of  such 
widely  divergent  causes  of  the  condition  has 
led  to  much  confusion  in  the  literature. 
Typical  of  this  confusion  is  the  paper  of  Ssa- 
marin  wherein  acute  gastric  dilatation  is 
identified  with  the  gastric  retention  follow- 
ing pyloric  obstruction.  It  is  well  known  that 
chronic  obstruction  with  vomiting,  causes 
lowering  of  the  blood  chlorides.  Ssamarin 
therefore  advances  the  idea  that  low  blood 
chloride  levels  are  the  cause  of  acute  gastric 
dilatation.  Nothing  can  be  farther  from  the 
facts.  Dragstedt  correctly  observes  that 
stenosis  of  the  duodenum  or  pylorus  never 
has  been  reported  to  cause  acute  gastric  dila- 
tation but  causes  chronic  dilatation  and  re- 
tention with  hypertrophy  of  the  gastric  wall. 
Rokitansky  in  1863  was  the  first  to  suggest 
that  arteriomesenteric  occlusion  of  the  duo- 


denum might  be  the  cause  of  acute  gastric 
dilatation.  The  factor  of  duodenal  compres- 
sion between  the  root  of  the  mesentery  and 
the  bodies  of  the  vertebrae  is  not  now 
thought  to  be  primary  although  cases  have 
been  reported  where  there  was  circular  ne- 
crosis of  the  duodenum  at  this  point.  Lum- 
bar lordosis  is  said  to  favor  the  development 
of  acute  gastric  dilatation  and  indeed  this 
factor  is  felt  to  be  very  important  at  the  Uni- 
versity of  Minnesota,  where  so  many  patients 
developed  acute  gastric  dilatation  after  ap- 
plication of  a hyperextension  body  cast  that 
no  such  cast  now  is  applied  without  giving 
the  patient  the  benefit  of  prophylaxis  with 
nasal  suction  for  twenty-four  hours  after- 
ward. Experimental  evidence  shows  that 
stimulation  of  the  splanchnic  nerves  inhibits 
gastric  tone  and  it  is  thought  that  lordosis 
or  hyperextension  of  the  spine  causes  pres- 
sure on  the  celiac  ganglia.  This  same  effect 
may  follow  operative  trauma  by  retraction  or 
by  handling  of  viscera  in  this  area.  Reflex 
stimulation  of  the  splanchnics  may  follow 
infections  such  as  pneumonia  or  trauma  such 
as  blows  to  the  abdomen  and  these  seeming- 
ly dissimilar  mechanisms  act  in  the  same 
way  to  cause  acute  gastric  dilatation.  Most 
evidence  points  to  the  fact  that  acute  dila- 
tation of  the  stomach  is  neurogenic  in  origin 
and  the  factor  of  duodenal  compression 
comes  into  play  only  when  the  stomach  be- 
comes so  distended  by  fluid  as  to  drag  on  the 
root  of  the  mesentery.  In  the  recumbent 
position,  a full  stomach  will  cause  mechanical 
obstruction  of  the  duodeno-jejunal  angle  at 
the  ligament  of  Treitz.  This  obstruction  sec- 
ondarily augments  gastric  dilatation.  Mild 
forms  of  distention  of  the  stomach  are  com- 
mon in  patients  who  have  a lingering  type  of 
death  for  peristalsis  is  slowed  before  secre- 
tory function  is  diminished  so  that  at  au- 
topsy, a moderate  amount  of  fluid  may  be 
found  in  the  stomach.  This  is  normal  and  is 
not  to  be  confused  with  acute  gastric  dilata- 
tion where  several  quarts  of  fluid  often  are 
found  in  the  distended  stomach. 

Diagnosis:  One  of  the  earliest  findings  in 
acute  gastric  dilatation  is  marked  elevation 
of  the  pulse.  The  rate  usually  is  above  100 
and  frequently  is  above  120.  With  this,  there 
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is  an  associated  fall  in  blood  pressure  to 
shock  level  accompanied  by  a state  of  apathy 
or  collapse.  The  temperature  rapidly  drops 
to  a subnormal  level,  being  in  the  neighbor- 
hood of  96  to  97  degrees.  Anorexia  always 
is  present  and  there  may  be  intractable  hie- 


Case  2.  Acute  gastric  dilatation  seen  in  a 45-year-old  man 
8 days  after  a Mikulicz  procedure  for  carcinoma  of  the  sigmoid 
colon.  The  diagnosis  was  made  on  the  basis  of  elevated  pulse 
rate,  subnormal  temperature  and  collapse  with  no  evidences  of 
hemorrhage  or  peritonitis.  Nasal  suction  was  instituted  after 
the  x-ray  plate  had  confirmed  the  diagnosis.  Over  2000  cc.  of 
gas  and  fluid  were  removed  within  the  first  few  minutes  of 
suction  with  immediate  improvement  in  the  status  of  the  pa- 
tient. 

cough.  In  many  cases  there  is  slight  full- 
ness or  distention  in  the  epigastrium  with 
absence  of  peristaltic  waves.  A succussion 
splash  may  be  elicited  in  many  instances. 
Pain  is  mentioned  in  the  literature  as  an 
early  symptom  but  I never  have  seen  a pa- 
tient with  acute  gastric  dilatation  who  com- 
plained of  pain.  Nausea  frequently  is  pres- 
ent but  vomiting  is  a very  late  sign.  The 
vomiting,  when  present,  is  regurgitant  in 
type  and  the  fluid  simply  runs  out  of  the 
mouth.  The  fluid  is  dark  green  to  coffee 
ground  in  character,  usually  is  alkaline  in  re- 
action and  gives  a positive  test  for  bile.  If 
the  dilatation  persists  for  a period  of  time, 
oliguria  and  dehydration  develop  because  of 
the  extreme  loss  of  fluid  into  the  gastric  cav- 
ity. Any  patient  who  suddenly  develops  an 
elevated  pulse  with  a subnormal  temperature 
and  a state  of  collapse,  should  be  treated  for 
acute  gastric  dilatation  if  no  other  explana- 
tion for  the  condition  immediately  is  avail- 


able. An  x-ray  flat  plate  of  the  abdomen 
will  confirm  the  diagnosis. 

Treatment:  The  treatment  of  acute  gas- 
tric dilatation  is  very  simple  and  consists  in 
emptying  the  stomach  and  keeping  it  empty. 
This  is  best  accomplished  by  institution  of 
continuous  suction  on  a tube  passed  into  the 
stomach  through  the  nose.  Suction  should 
be  employed  for  36  hours  because  the  condi- 
tion will  recur  if  treatment  is  not  continued 
until  gastric  tone  has  been  recovered.  At 
least  2000  cc.  of  fluid  should  be  administer- 


Case  3.  Acute  gastric  dilatation  developed  in  the  case  of  a 
21-year-old  man  who  sustained  a fracture  of  the  cervical  spine 
with  complete  paralysis  below  that  level.  His  condition  had  been 
satisfactory  until  he  suddenly  developed  elevation  of  the  pulse 
rate  with  subnormal  temperature  and  marked  collapse.  The 
x-ray  film  was  made  after  nasal  suction  had  been  instituted 
and  showed  tremendous  dilatation  of  the  stomach.  More  than 
5000  cc.  of  gas  and  fluid  were  aspirated  in  a very  short  time 
with  dramatic  improvement  in  the  condition  of  the  patient. 
This  man  died  of  pneumonia  5 days  later. 

ed  by  the  intravenous  or  subcutaneous  route 
during  each  24-hour  period.  When  suction 
is  first  begun,  often  several  thousand  cc.  of 
fluid  and  gas  will  be  aspirated  in  the  first 
few  minutes  and  the  condition  of  the  patient 
is  improved  almost  instantaneously.  I have 
seen  as  much  as  5000  cc.  removed  from  the 
stomach  by  suction  in  15  minutes. 

CASE  REPORTS 

The  following  nine  eases  of  acute  gastric  dilata- 
tion were  diagnosed  clinically  on  the  basis  of  sud- 
den development  of  collapse  with  elevated  pulse  and 
subnormal  temperature.  The  cases  are  mentioned 
briefly  simply  to  show  the  diversity  of  conditions 
in  which  this  complication  may  develop. 
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Case  1.  A boy  aged  16,  had  acute  thoracic  em- 
pyema with  esophago-pleural  fistula  requiring  mul- 
tiple stage  thoracoplasty.  Acute  gastric  dilatation 
developed  after  the  thoracoplasty.  He  survived  aft- 
er treatment  with  nasal  suction. 

Case  2.  A man  aged  45,  developed  acute  gastric 
dilatation  8 days  following  a Mikulicz  operation  for 
resection  of  a carcinoma  of  the  sigmoid  colon.  He 
was  treated  by  nasal  suction  and  survived. 

Case  3.  A man  aged  21  had  a fracture  of  the 
cervical  spine  with  complete  paralysis  below  that 
level.  Acute  gastric  dilatation  developed  and  was 
treated  by  nasal  suction.  The  patient  died  5 days 
later  of  pneumonia. 

Case  4.  A man  aged  67,  had  severe  burns  of  the 
trunk  and  arms  with  infection  of  the  wounds.  He 
developed  acute  gastric  dilatation  and  was  treated 
by  nasal  suction  but  subsequently  died  of  pneu- 
monia. 

Case  5.  A man  aged  42,  developed  acute  gastric 
dilatation  after  thoracoplasty  for  pulmonary  tuber- 
culosis. He  recovered  after  the  use  of  nasal  suction 
but  later  died  of  acute  pulmonary  edema. 

Case  6.  A woman  aged  75,  who  had  marked  car- 
diospasm came  into  the  hospital  in  a moribund  state 
from  starvation.  She  developed  acute  gastric  dila- 
tation (proved  at  autopsy)  and  died  without  treat- 
ment because  it  was  impossible  to  pass  the  tube  into 
the  stomach  and  her  condition  would  not  permit  sur- 
gery. 

Case  7.  A boy  aged  18,  with  chronic  osteomyeli- 
tis of  the  femur  and  severe  generalized  wasting 
from  long  infection  developed  acute  gastric  dilata- 
tion which  responded  to  nasal  suction.  He  later  died 
of  his  infection,  however. 

Case  8.  A man  aged  63,  with  carcinoma  of  the 
sigmoid  colon  was  admitted  with  a diagnosis  of  in- 
testinal obstruction  but  x-ray  films  confirmed  the 
diagnosis  of  acute  gastric  dilatation.  This  condition 
responded  to  nasal  suction  and  colostomy  subse- 
quently was  done  for  the  inoperable  carcinoma. 


Case  9.  A man  aged  24,  had  a bone  graft  for 
non-union  of  the  femur  and  post-operatively  devel- 
oped acute  gastric  dilatation  in  about  two  hours. 
He  was  successfully  treated  by  nasal  suction. 

CONCLUSION 

Acute  gastric  dilatation  is  a severe,  often 
fatal  condition  which  is  caused  by  atony  of 
the  stomach  and  consequent  accumulation  of 
large  amounts  of  fluid  in  the  gastric  cavity. 
The  factor  of  duodenal  obstruction  at  the 
root  of  the  mesentery  is  secondary  to  neuro- 
genic atony  of  the  gastric  musculature.  The 
syndrome  is  recognized  on  the  basis  of  col- 
lapse with  subnormal  temperature  and  ele- 
vation of  the  pulse  rate.  Nausea  and  vomit- 
ing are  late  symptoms.  Treatment  is  by 
means  of  nasal  suction  and  parenteral  ad- 
ministration of  fluids.  The  condition  is 
rapidly  fatal  if  unrecognized  but  readily  re- 
sponds to  treatment. 
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Many  Ureteral  Stones  Pass  Unaided 

About  one  third  of  ureteral  calculi,  or 
stones  in  the  urinary  canal  leading  from  the 
kidney  to  the  bladder,  will  pass  without  oper- 
ative or  manipulative  procedures,  Gershom 
J.  Thompson,  M.  D.,  and  John  M.  Kibler,  M. 
D.,  Rochester,  Minn.,  state  in  The  Journal  of 
the  American  Medical  Association  for  Jan.  6. 

“In  approximately  the  same  number,”  they 
say,  “the  passage  of  stone  extracting  instru- 
ments from  the  outside  into  the  ureters  is 
justified  and  advisable;  for  the  other  third 
surgical  methods  seem  best. 

“If  the  case  is  suitable  for  the  use  of  a 
metallic  stone  extractor,  this  instrument  will 
readily  enter  the  ureter  and  quickly  engage 
the  stone.  Repeated  attempts  to  engage  the 
stone  should  be  avoided,  for  they  will  usually 


result  in  ureteral  injury  and  lead  to  compli- 
cations. 

“In  the  large  majority  of  cases  the  opinion 
of  a specialist  in  urinary  diseases  should  be 
obtained  before  a decision  is  made  as  to  the 
course  of  treatment  which  should  be  institut- 
ed for  a patient  with  ureteral  calculus.” 

As  yet  no  procedure  to  prevent  or  to  an- 
ticipate the  formation  of  these  stones  is 
known.  Some  of  the  causes  for  their  forma- 
tion which  have  been  advanced  are:  vitamin 
deficiency,  urinary  stagnation  and  infection, 
and  infection  of  the  kidney. 

“The  validity  of  any  of  these  being  the 
causative  factor  in  rare  cases  is  indisput- 
able,” the  authors  say,  “but  for  the  large  ma- 
jority of  cases  there  is  still  no  satisfactory 
explanation.” 
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THE  CALL  FOR  THE  PHARMACOPEIAL 
CONVENTION  OF  1940 

The  president  of  the  U.  S.  Pharmacopeial  Conven- 
tion is  authorized  to  issue  a call  for  the  decennial 
meeting  on  May  1 of  the  year  preceding  the  meet- 
ing. By  this  time  various  medical  societies  and 
medical  colleges,  as  well  as  various  pharmaceutic 
groups,  should  have  received  the  call  and  the  re- 
quest to  send  delegates.  Before  the  Pharmacopeial 
Convention  of  1930  the  Council  on  Pharmacy  and 
Chemistry!1)  urged  all  organizations,  medical,  phar- 
maceutic, chemical  and  others,  carefully  to  select 
delegates  noted  for  high  ideals,  for  breadth  of  vision 
and  for  sound  judgment  as  well  as  for  technical 
knowledge.  The  aims  and  purposes  of  the  Pharma- 
copeia were  admirably  expressed  by  its  principal 
founder,  Lyman  Spaulding,  M.  D.,  in  the  preface  to 
the  first  edition. 

In  its  editorial  of  ten  years  ago  The  Journal  stat- 
ed: 

“Although  federal  laws  concerned  with  the  con- 
trol of  the  purity  of  drugs  provide  for  the  enforce- 
ment of  drug  standards  set  forth  by  the  Pharma- 
copeia, the  book  is  not  published  by  or  under  the  con- 
trol of  the  federal  government.  It  is  published  by 
authority  of  the  United  States  Pharmacopeial  Con- 
vention. This  body  is  composed  of  members  who  are 
sent  as  delegates  by  national  or  state  associations  of 
physicians,  pharmacists  and  other  groups  concerned 
with  medicine  and  drugs,  by  schools  of  medicine  and 
of  pharmacy,  and  by  certain  government  services. 
The  convention  meets  once  every  ten  years,  and  its 
chief  function  is  the  selection  of  the  Committee  of 
Revision  of  the  United  States  Pharmacopeia.  To 
this  Committee  is  assigned  the  task  of  making  any 
desired  changes  in  the  Pharmacopeia  then  in  force 
and  of  issuing  a revised  edition  of  the  book.  The 
next  Pharmacopeial  Convention  has  been  called  for 
May  13,  1930,  at  which  time  the  delegates  appointed 
by  the  constituent  bodies  will  meet  in  Washington, 
D.  C.,  and  inaugurate  the  preparation  of  the  next, 
the  eleventh,  revision  of  the  United  States  Pharma- 
copeia.” 

The  convention  of  1930  was  in  many  respects  un- 
satisfactory because  its  conduct  was  undemocratic 
and  unscientific.  Astute  and  industrious  interest 
overwhelmed  the  convention  with  their  representa- 
tives. Fortunately,  the  Board  of  Trustees  of  the 
U.  S.  Pharmacopeia,  the  chairman  and  his  helpers 
on  the  Revision  Committee  were  able  to  carry  out 
their  work  efficiently.  As  a result,  the  Pharma- 
copeia of  1930,  which  became  official  in  1936,  was 
much  better  than  might  have  been  anticipated  but  it 
was  produced  without  some  assistance  which  might 
otherwise  have  been  secured. 

The  entire  method  of  developing  the  Pharmaco- 
peial Convention  requires  radical  revision.  At  pres- 
ent any  organization  entitled  to  representation  may 
send  three  delegates.  Medical  organizations,  un- 
fortunately, do  not  feel  in  a position  to  pay  the  ex- 

1. The  Call  for  the  Appointment  of  Delegates  to 
the  United  States  Pharmacopeial  Convention,  J.  A. 
M.  A.  93:989  (Sept.  28)  1929. 


penses  of  three  delegates.  Some  schools  of  phar- 
macy and  pharmaceutic  organizations  have  full  rep- 
resentation because  commercial  interests  are  will- 
ing to  see  that  delegates  participate  in  the  conven- 
tion. Thus  in  1930  medical  delegates  were  outvoted 
by  this  arrangement. 

When  the  Pharmacopeia  was  first  devised,  dis- 
tances were  great  and  communications  were  diffi- 
cult. It  was  therefore  provided  that  no  one  could 
be  a member  of  the  Revision  Committee  unless  he 
attended  the  Pharmacopeial  Convention.  The  Revi- 
sion Committee  of  1930  was  deprived  of  the  services 
of  many  good  men,  had  they  been  willing  to  serve,  on 
no  other  ground  than  that  they  had  not  attended  this 
haphazard,  ill  conducted  convention.  Medicine  has 
asked  either  that  it  be  given  equal  representation 
on  the  Revision  Committee  or  that,  as  it  requested 
in  1930,  it  be  given  one  third  representation,  with 
the  understanding  that  therapeutic  scope  shall  be 
controlled  entirely  by  the  medical  group  and  that 
questions  of  pharmaceutic  necessity  be  decided  by 
the  pharmaceutic  group.  This  was  denied.  If  the 
cooperation  of  the  medical  profession  is  to  continue, 
some  effort  must  be  made  to  meet  the  reasonable 
demands  set  forth  in  1930. 

In  various  meetings  of  the  Council  on  Pharmacy 
and  Chemistry,  the  Board  of  Trustees,  and  ofher 
bodies  of  physicians,  the  following  principles  have 
been  formulated:  To  correct  the  evils  of  one-sided 
representation  it  would  seem  that  only  one  vote 
should  be  accorded  an  organization.  This  would 
preclude  the  practice  by  some  pharmaceutic  interests 
of  securing  credentials  from  various  organizations 
or  schools  and  selecting  delegates  who  will  vote  as 
they  request  in  the  convention.  The  rules  should 
be  corrected  so  that  the  most  capable  men  in  the 
country  may  serve  on  the  Revision  Committee,  and 
the  prerequisite  that  a man  must  attend  the  con- 
vention to  serve  on  the  committee  should  be  re- 
moved. Until  these  amendments  are  made  there 
should  be  restored  the  agreement  of  the  1920  Phar- 
macopeial Convention  that  medical  men  shall  con- 
trol therapeutic  scope  and  pharmaceutic  men  shall 
control  pharmaceutic  scope. 

During  the  past  five  years  progressive  leaders  in 
the  pharmaceutic  field  have  shown  commendable 
effort  in  trying  to  work  out  some  method  whereby 
a reasonable  scheme  of  cooperation  with  physicians 
may  be  established.  The  Board  of  Trustees  of  the 
U.  S.  Pharmacopeia  met  recently  with  the  Board  of 
Trustees  of  the  American  Medical  Association  to 
discuss  means  of  cooperation.  Many  physicians  be- 
lieve that  the  time  has  come  when  the  Pharmaco- 
peial Convention  must  decide  on  the  general  prin- 
ciples that  have  been  mentioned  before  they  will 
commit  themselves  to  full  participation  on  the  vari- 
ous committees  of  revision.  The  medical  profession 
has  shown  its  desire  to  be  cooperative.  The  Journal 
has  published  during  the  last  year  a series  of  arti- 
cles on  “The  Pharmacopeia  and  the  Physician.” 
These  articles  were  published  at  the  request  of  the 
Pharmacopeia  authorities  and  they  have  been  re- 
ceived with  much  favor  by  both  the  medical  and 
pharmaceutic  professions.  To  the  Pharmacopeial 
Convention  of  1940  only  those  delegates,  medical  or 
pharmaceutic,  should  be  sent  who  will  come  with 
broad-minded  attitudes  and  with  the  serious  wish 
to  work  harmoniously  toward  constructive  policies. 
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DO  THE  PEOPLE  DEMAND  PUBLIC 
HEALTH? 

The  Country  Gentleman  recently*  published 
a series  of  three  articles  by  Paul  De 
Kruif  under  the  title,  “The  People  Demand 
Public  Health.”  Mr.  De  Kruif  is  a bacteri- 
ologist and  a writer.  There  is  no  question 
but  that  his  rhetorical  adventures  are  a 
handicap  to  his  scientific  reasoning  because 
in  his  enthusiasm  to  convince  his  readers  he 
resorts  too  frequently  to  extravagant  termi- 
nology. Thus:  “ . . . The  people,  awakening 
to  the  new  scientific  mercy,  will  not  be  pa- 
tient with  those  telling  them  to  let  well 
enough  alone  because  we  are  already  a 
healthy  nation.”  . . . “The  death  fight  need 
not  be  wasteful,  but  can  be  made  highly 
economical.  Do  doctors  fear  they  will  be 
turned  into  government  stooges?  Or  that 
bureaucrats  will  destroy  their  sacred  rela- 
tion to  patients?  They  need  not  despair  . . .” 
How  a mere  bacteriologist  can  be  so  credu- 
lously optimistic  is  difficult  to  perceive.  The 

(*)  The  Country  Gentleman,  October,  December, 
1939;  January,  1940. 


probability  is  that  it  is  the  popular  writer 
and  not  the  scientist  who  is  making  this  in- 
nocent prediction. 

Mr.  De  Kruif  is  entirely  right  when  he 
starts  out  with  the  theme  that  “Public 
Health  is  Good  for  Doctors.”  The  develop- 
ment of  the  premise  is  open  to  criticism  in- 
asmuch as  the  author  is  all  too  argumenta- 
tive,— with  himself.  No  conscientious  physi- 
cian is  in  any  way  opposed  to  the  advance- 
ment of  the  health  of  the  public.  Medical 
societies  throughout  the  length  and  breadth 
of  this  land  have  for  years  carried  on  edu- 
cational campaigns  to  acquaint  the  Ameri- 
can people  wTith  the  advances  of  medical 
knowledge  in  an  effort  to  conserve  health 
and  prevent  disease.  The  reduction  in  mor- 
bidity and  mortality  during  the  last  few 
decades,  so  thoroughly  acknowledged  by  the 
author,  is  in  no  small  way  attributable  to  the 
efforts  of  the  individual  physician,  although 
no  attempt  should  be  made  to  detract  in  the 
least  from  the  achievements  of  the  “health- 
men.” 

When  Mr.  De  Kruif  urges  a better  and 
more  effective  public  health  system  every 
clear-minded  physician  is  with  him,  though 
wishing  that  the  writer  would  extend  his 
plea  for  local  rather  than  Federal  adminis- 
tration. Incidentally  the  doctors  would  say 
Amen  more  fervently  if  Mr.  De  Kruif  were 
to  feature  the  neglected  duties  of  city  and 
county  officials  as  evidenced  by  the  lack  of 
provision  for  health  and  hospital  facilities 
for  the  dependent  poor. 

It  is  doubtful,  with  all  due  respect  to  Mr. 
De  Kruif’s  assertions,  that  the  people  in  gen- 
eral demand  public  health.  Sadly  enough 
some  few,  thanks  to  the  strenuous  efforts 
of  a handful  of  high-powered  publicists,  have 
acquired  a wild  notion  that  medical  care  for 
all  could  and  should  be  had  for  nothing. 
Uncle  Sam,  they  say,  can  give  everything 
free, — why  not  medical  care? 


CHILD  ADOPTIONS 

Physicians  are  not  infrequently  consulted 
about  the  matter  of  child  adoptions.  Infor- 
mation desired  as  a rule  comes  from  two 
main  sources.  First,  there  is  the  expectant 
mother  whose  child  is  to  be  born  out  of  wed- 
lock, or  the  family  who  feels  that  for  one  or 
many  reasons  they  would  like  to  give  their 
offspring  a better  home  than  it  is  possible 
for  them  to  supply.  Second:  the  childless 
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family  who  is  eager  to  take  a child  in  order 
to  enrich  their  domestic  horizon. 

That  the  doctor  should  be  the  one  con- 
sulted first  is  only  natural  in  view  of  the 
usual  closeness  of  the  physician  to  the  aver- 
age American  family.  It  would  be  well  for 
the  physician  thus  consulted  to  acquaint 
himself  with  the  problems  linked  to  the 
adoption  procedure.  It  should  be  emphasized 
that  the  process  is  more  than  merely  reliev- 
ing an  embarrassed  mother  or  an  economi- 
cally distraught  family  of  their  offspring,  or 
to  satisfy  prospective  foster  parents  on  their 
acquisition  of  a long  sought  child.  The  fact 
is  that  adoption  involves  many  social,  econ- 
omic and  physical  phases  which  require 
most  careful  investigation  and  analysis.  The 
legality  of  the  process  must  always  be  con- 
sidered in  fairness  to  all  parties  involved,  in- 
cluding the  physician.  It  must  be  definitely 
understood  that  any  individual  who  takes  an 
active  part  in  obtaining  relinquishment  from 
one  or  both  parents  for  the  purpose  of  plac- 
ing the  child  assumes  the  role  of  a placing 
agent.  As  such  he  has  a specific  social  re- 
sponsibility and  the  undertaking  is  not  free 
from  legal  angles.  It  would  be  well  for  every 
physician  whose  advice  is  sought  by  either 
parent  or  parents  seeking  placement  of  a 
child,  or  a family  desiring  to  adopt  a child,  to 
recommend  these  individuals  or  families  to 
regularly  designated  child  placement  agen- 
cies, the  services  of  which  exist  in  most  com- 
munities. Should  there  be  any  question  as 
to  the  qualifications  of  these  agencies  the 
State  Child  Welfare  Bureau  in  Lincoln  may 
be  consulted  either  by  the  physician  or  by 
the  family. 


More  Boys  Than  Girls  Have  Acne 

Boys  are  more  subject  to  acne  than  girls 
and  the  severity  of  the  eruption  is  consider- 
ably greater,  Francis  W.  Lynch,  M.  D.,  St. 
Paul,  Minn.,  declares  in  The  Journal  of  the 
American  Medical  Association  for  Nov.  11. 

From  a special  examination  of  481  stu- 
dents Dr.  Lynch  concluded  that:  “There  was 
no  relation  between  body  build  and  the  pres- 
ence of  acne. 

“It  was  noted  that  severe  acne  was  slight- 
ly less  common  in  girls  with  fine  hair,  but 
statistical  methods  indicted  that  the  amount 
of  variation  was  probably  not  significant. 
There  was  no  relation  between  the  color  of 
the  hair  and  the  presence  of  acne.” 


RHEUMATIC  INFECTION  AND  THE 
HEART 

Rheumatic  infection  is  generally  viewed 
as  a chronic  disease  with  acute  exacerbation. 
The  chief  interest  at  present  is  centered  in 
the  condition  as  it  manifests  itself  in  the 
child.  Not  only  is  it  most  commonly  met 
with  at  that  period  but  also  nearly  all  rheu- 
matic disease  of  adult  life  is  the  result  of 
rheumatic  infection  contracted  many  years 
earlier. 

Students  of  cardiology  have  for  a long 
time  been  impressed  by  the  immensity  of  the 
problem  of  rheumatic  heart  disease  in  the 
young.  Among  school  children  of  the  U.  S. 
registration  area  as  a whole,  heart  disease  is 
fourth  among  causes  of  death.  In  New  York 
City  the  fact  has  been  brought  out  that 
among  school  girls  it  is  the  leading  cause  of 
death — among  school  boys  second  only  to  ac- 
cidents. 

The  failure  to  recognize  the  so-called  typi- 
cal cases  of  rheumatic  infection,  accounts 
for  the  fact  that  in  many  instances  frank 
valvular  disease  is  seen  in  adults  when  no 
past  history  of  articular  rheumatism  or 
chorea  can  be  uncovered. 

The  sequelae  of  rheumatic  infection  are 
fast  surpassing  the  place  held  by  tuberculo- 
sis in  the  past  among  the  chief  causes  of 
death,  and  the  lesson  to  be  drawn  from  all 
the  recent  work  is  this:  Physicians  must 
concentrate  on  prophylaxis,  proper  care  of 
upper  respiratory  infections,  and  on  the 
treatment  of  the  early  and  especially  ap- 
parently milder  manifestations  of  rheumatic 
infection  before  the  heart  is  involved. 

The  outcome  of  rheumatic  heart  disease 
in  the  child  depends  on  several  factors:  The 
number  of  recurrent  attacks,  the  amount  of 
damage  done  to  the  heart,  but  most  of  all, 
on  the  kind  of  care  the  child  receives.  Not 
medical  care  alone,  but  the  general  life  which 
the  child  leads  at  home,  in  school  and  on  the 
playground. 

The  essentials  of  treatment  during  the  ac- 
tive stage  includes:  complete  rest  until  three 
weeks  after  symptoms  have  ceased  and  the 
blood  sedimentation  rate  has  become  normal ; 
the  removal  of  focal  sepsis,  gradual  resump- 
tion of  activity,  fresh  air  and  favorable  en- 
vironmental conditions. 

J.  A.  Henske,  M.  D. 
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'JMessage  from  Your 
Presidents 


DR.  A.  L.  MILLER 


AFFAIRS  OF  STATE 

That  the  Government  and  the  physician  have  a mutual  in- 
terest in  public  health  is  a fact  that  needs  no  argument.  Public 
health  and  the  private  practice  of  medicine  are  both  concerned 
with  the  progress  of  the  nation  so  far  as  the  health  of  this  nation 
is  concerned.  It  is  for  this  reason  that  each  and  every  physician 
must  have  a clear  knowledge  of  the  functions  and  operations  of 
his  state  health  department.  This  department  must  exist  as  an 
asset  to  the  private  practitioner  and  the  people  under  his  care. 
Health  activities  of  any  state  must  be  properly  coordinated, 
properly  organized,  and  properly  administered  if  maximum  bene- 
fit from  expenditures  is  to  be  expected. 

Our  own  State  Health  Department  is  doing  an  admirable 
job  considering  the  small  budget  with  which  it  operates,  and  con- 
sidering further  the  detachment  of  the  different  health  activities 
carried  on  in  the  State  of  Nebraska.  Many  governmental  depart- 
ments, such  as  the  Child  Welfare  Bureau,  the  Crippled  Children’s 
Bureau,  and  other  governmental  divisions  have  health  activities 
as  one  of  the  major  functions.  It  would  be  well  for  physicians 
to  start  thinking  about  a more  integrated  State  Health  organi- 
zation for  a more  economic  distribution  of  both  functions  and 
funds  in  connection  with  the  purposes  of  these  agencies. 


A.  L.  MILLER, 

President  Nebraska  State  Medical  Assn. 
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ANNOUNCEMENTS 


American  Board  of  Obstetrics  and 
Gynecology  Examinations 

The  general  oral  and  pathological  examin- 
ations (Part  II)  for  all  candidates  (Groups 
A and  B)  will  be  conducted  by  the  entire 
Board,  meeting  in  Atlantic  City,  N.  J.,  on 
June  8,  9,  10,  and  11,  1940,  immediately  prior 
to  the  annual  meeting  of  the  American  Medi- 
cal Association  in  New  York  City. 

Application  for  admission  to  Group  A,  Part 
II,  examinations  must  be  on  file  in  the  Secre- 
tary’s Office  not  later  than  March  15,  1940. 
Formal  notice  of  the  time  and  place  of  these 
examinations  will  be  sent  each  candidate  sev- 
eral weeks  in  advance  of  the  examination 
dates.  Group  A,  Part  II,  candidates  will  be 
examined  on  June  8 and  9,  and  Group  B,  Part 
II,  on  June  10  and  11,  1940. 

The  annual  dinner  of  the  Board  will  be 
held  in  New  York  City  on  Wednesday  eve- 
ning, June  12,  1940,  at  the  Hotel  McAlpin. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh,  (6)  Pa. 


The  following  resolution  was  passed  by  the 
National  Association  of  Retail  Druggists  at 
its  recent  annual  session  in  St.  Paul,  Minn. 

RESOLUTION 

Whereas,  Since  the  comparatively  recent  discovery 
and  developments  of  vitamins,  many  avenues  of  dis- 
tribution, such  as  mail  order  houses,  grocers,  etc., 
are  selling  such  vitamins,  and 

Whereas,  The  sale  by  such  outlets  is  detrimental 
to  public  welfare;  therefore,  be  it 

Resolved,  That  in  the  interest  of  public  health  the 
sale  of  such  products  should  be  restricted  to  drug 
stores,  and  be  it  further 

Resolved,  That  until  such  time  as  proper  safe- 
guards to  circumscribe  the  sale  of  vitamin  products 
can  be  promulgated,  the  N.  A.  R.  D.  specifically  re- 
quests vitamin  manufacturers  to  restrict  their  sale 
to  drug  channels,  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  American  Medical  Association  and  to  all  state 
medical  societies. 


DEATHS 

Diehl,  Olin  Carl,  Diller,  born  in  1872,  graduated 
from  Creighton  Medical  School  in  1902  and  prac- 
ticed in  Diller  ever  since.  Died  on  December  20, 
1939,  in  an  automobile  accident  near  Gretna.  Sur- 
viving are  a son  and  daughter. 

Knight,  Frank  M.,  Alliance,  retired.  Born  in  1857, 
graduated  from  the  University  of  Iowa  Medical 
School  in  1879;  practiced  in  Iowa  for  a short  time 
before  going  to  western  Nebraska.  The  doctor  soon 
became  interested  in  banking  and  established  the 
First  National  Bank  of  Chadron  in  1888.  The  doc- 
tor was  a widower  and  there  are  no  children.  Died 
in  Omaha  on  January  12,  1940. 

Bowman,  Luther  W.,  Alliance,  born  in  1857  in  La- 
fayette, Ind.,  came  to  Nebraska  with  his  parents  at 
the  age  of  two  years.  Dr.  Bowman  graduated  from 
the  University  of  Iowa  Medical  College  in  1886,  went 
to  Hay  Springs,  Nebr.,  in  1887.  In  1895  he  settled  in 
Alliance  and  was  active  in  his  profession  until  his 
retirement  about  three  years  ago.  Dr.  and  Mrs. 
Bowman  lived  for  awhile  after  his  retirement  in  Mc- 
Allen, Texas.  Death  occurred  December  30,  1939. 
Surviving  besides  the  widow  are  three  daughters. 

Sutherland,  James  Lue,  Los  Angeles,  Calif.,  born 
in  Shelbyville,  Ind.,  in  1854,  graduated  from  Rush 
Medical  College  in  1882.  The  doctor  practiced  in 
Grand  Island  for  thirty-five  years  prior  to  moving  to 
Los  Angeles  in  1920.  Death  occurred  December  21, 
1939.  Surviving  are  his  widow  and  an  adopted 
daughter. 


STERILITY  AND  MISCARRIAGE  OFTEN  DUE 
TO  UNDERACTIVE  THYROID 

Sterility  and  abortion  or  miscarriage  are  often  due 
to  an  underactive  thyroid,  which  is  of  frequent  oc- 
currence in  pregnancy,  E.  L.  King,  M.  D.,  and  J.  S. 
Herring,  M.  D.,  New  Orleans,  assert  in  The  Journal 
of  the  American  Medical  Association  for  Sept.  30. 

“The  severer  types,”  the  authors  believe,  “parti- 
cularly when  associated  with  the  same  condition  in 
the  husband,  will  be  found  to  be  productive  of  steril- 
ity. It  therefore  appears  logical  to  determine  the 
basal  metabolic  rate  as  a routine  in  early  pregnancy 
and  to  institute  proper  treatment  when  the  rate  is 
found  to  be  low.  We  believe  that  by  so  doing  we 
have  been  able  to  carry  many  patients  to  term  who 
might  otherwise  have  aborted  because  of  the  defi- 
cient function  of  the  thyroid.” 

They  report  that:  “Of  150  pregnant  women,  seven- 
teen were  found  to  have  an  overactive  thyroid,  sev- 
enty-two had  normal  readings  and  in  sixty-one  the 
thyroid  was  underactive.  Of  the  seventeen,  three 
had  aborted  in  a previous  pregnancy.  Of  the  seven- 
two  women  with  normal  rates,  four  had  previous 
miscarriages.  There  was  only  one  abortion  in  this 
group  of  seventy-two  and  eight  threatened  abortions 
were  averted  by  small  doses  of  thyroid  extract. 

“Of  the  sixty-one  women  in  the  underactive  group, 
eleven  had  had  thirteen  previous  miscarriages.  There 
were  eight  abortions.  Two  of  the  women  had  been 
adequately  treated,  while  in  six  the  condition  was 
not  detected  promptly  because  the  patient  was  not 
seen  sufficiently  early  and  there  was  little  or  no 
treatment  and  abortion  occurred.  The  diagnosis  was 
made  early  in  the  remaining  patients,  treatment  with 
thyroid  extract  was  instituted  promptly  and  the 
pregnancy  went  to  term.  There  were  eleven  cases 
of  threatened  abortion.” 
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NEWS  and  VIEWS 


Dr.  L.  R.  Nash  was  recently  appointed  as- 
sistant superintendent  of  the  Hastings  State 
Hospital.  The  post  had  been  vacant  since 
Dr.  A.  H.  Fechner  was  transferred  to  the 
Lincoln  State  Hospital. 


The  town  of  Diller  needs  a physician.  Dr. 
O.  C.  Diehl,  recently  killed  in  an  automobile 
accident,  practiced  there  since  1902. 


Dr.  E.  E.  Koebbe  was  elected  chief  of  staff 
of  St.  Mary’s  Hospital  of  Columbus  at  the 
annual  meeting  in  January. 


“It’s  better  to  be  feeble  minded  than  dull,” 
says  Dr.  Warren  R.  Bailer  of  the  department 
of  educational  psychology,  of  the  LTniversity 
of  Nebraska.  The  delinquency  rates  are 
higher  for  those  who  are  merely  dull  than 
those  who  are  frankly  mentally  deficient  or 
for  normal  individuals.  In  an  article  of  the 
Journal  of  Genetic  Psychology,  Dr.  Bailer 
states  that  from  approximately  twenty  years 
of  age  the  delinquency  rate  for  the  dull  popu- 
lation increases  much  more  rapidly  than  it 
does  for  those  of  very  low  grade  intelligence 
. . . “In  our  schools  more  effort  has  been 
made  in  working  out  plans  for  the  special 
room  child  than  for  the  somewhat  better  en- 
dowed but  nevertheless  handicapped  young- 
ster. Too  often  the  latter  are  driven  to 
compete  with  normal  students  in  a school 
program  designed  for  the  average  child.” 


Dr.  Arthur  C.  Stokes,  for  more  than  thirty 
years  medical  director  of  the  Guarantee  Mu- 
tual Life  Insurance  Company  of  Omaha,  has 
retired.  He  is  succeeded  by  Dr.  James  P. 
Donelan  formerly  of  Los  Angeles,  a gradu- 
ate of  the  Nebraska  College  of  Medicine  in 
1929. 


It  is  always  a shock  to  our  dignity  to  find 
an  official  notice  for  bids  for  county  physi- 
cian advertised  in  the  lay  press.  We  often 
wonder  on  what  basis  of  quality  or  quantity 
of  service  one  physician  can  underbid  the 


other.  These  notices  appear  altogether  too 
frequently  in  the  Nebraska  press. 


We  take  this  from  the  Arnold  Sentinel: 

Dr.  J.  E.  Dunn  and  Dr.  Frank  A.  Burnham, 
both  of  whom  have  practiced  medicine  here 
for  many  years,  are  to  be  honored  in  a rather 
unique  manner  Thursday  evening  of  next 
week,  January  18. 

Through  efforts  of  members  of  the  Ladies’ 
Aid  Society  of  the  Baptist  Church,  two  quilts 
have  been  made,  upon  each  of  which  there 
are  embroidered  the  names  of  300  people, 
present  or  former  residents  of  this  commun- 
ity, and  at  whose  births  either  Dr.  Burnham 
or  Dr.  Dunn  was  the  attending  physician. 

These  quilts  will  be  presented  to  Dr.  Burn- 
ham and  Dr.  Dunn  at  a program  to  be  given 
Thursday  evening,  January  18,  in  the  social 
rooms  of  the  Baptist  Church,  to  which  the 
public  is  invited. 


Dr.  E.  W.  Hancock  of  Lincoln,  attended 
the  conference  on  “Children  in  a Democracy,” 
in  Washington  on  January  18  to  20.  Dr. 
Hancock  went  to  Washington  at  the  invita- 
tion of  Frances  Perkins,  Secretary  of  the  De- 
partment of  Labor.  The  conference  was 
called  at  the  suggestion  of  the  President  of 
the  United  States.  President  Roosevelt  ad- 
dressed the  audience  Friday  evening,  Janu- 
ary 19. 


X-RAY  MAY  HELP  PREVENT  PERITONITIS 

Indications  that  high  voltage  deep  x-ray  treat- 
ment, given  from  four  to  six  weeks  before  opera- 
tion, may  be  valuable  in  preventing  peritonitis  fol- 
lowing operation  have  been  found  by  W.  A.  Alte- 
meier,  M.  D.,  and  H.  C.  Jones,  M.  D.,  Detroit,  in  a 
series  of  investigations  which  they  report  in  The 
Journal  of  the  American  Medical  Association  for 
Jan.  6. 

Peritonitis,  an  inflammation  of  the  membrane  lin- 
ing the  abdominal  wall,  frequently  is  fatal.  The 
two  Detroit  men  were  led  to  conduct  their  investiga- 
tions by  the  report  of  a surgeon  which  showed  no 
peritonitis  following  operation  for  removal  of  the 
lower  part  of  the  intestines  in  fifty-one  patients 
suffering  from  cancer. 

Their  observations  in  animals  showed  that  the 
maximal  degree  of  immunity  to  peritonitis  occurred 
from  four  to  six  weeks  after  x-ray  treatment,  a pe- 
riod which  corresponded  with  that  in  the  cancer  pa- 
tients. 


Volume  25 
Number  2 


WOMAN’S  AUXILIARY 


73 


WOMAN'S  AUXILIARY 


President — Mrs.  James  E.  M.  Thomson, 

Lincoln 

President-Elect — Mrs.  A.  D.  Brown, 
Grand  Island 

Secretary — Mrs.  Walter  W.  Carveth, 

Lincoln 


Treasurer — Mrs.  Harley  Andefson, 

Omaha 

First  Vice  President — Mrs.  Olin  J.  Cameron, 
Omaha 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 


Daily  each  Auxiliary  member  becomes 
more  alert  to  the  legislation  of  state  and 
country,  not  only  because  it  concerns  her 
personally,  but  because  it  concerns  the  com- 
munity and  world  in  which  her  child  must 
be  reared.  It  is  a satisfaction  to  her  to  see 
that  as  a result  of  continual  educational 
health  programs  conducted  through  the 
years  by  the  A.  M.  A.  the  country  has  be- 
come health  conscious.  With  the  ardor  of  a 
new  convert,  legislation  now  becomes  restive 
for  immediate  action.  It  now  behooves  us, 
as  an  auxiliary,  to  see  that  the  public  under- 
stands the  aims  and  plans  of  the  medical  pro- 
fession before  driven  by  that  same  new  ar- 
dor, it  plunges  into  thoughtless  impulsive 
acts. 


The  American  Medical  Association  plans 
to  meet  the  growing  public  needs  for  medical 
care  by  advocating: 

1.  The  establishment  of  an  agency  of  the 
federal  government  under  which  shall  be  co- 
ordinated and  administered  all  medical  and 
health  functions  of  the  federal  government 
exclusive  of  those  of  the  Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Con- 
gress may  make  available  to  any  state  in 
actual  need,  for  the  prevention  of  disease, 
the  promotion  of  health  and  the  care  of  the 
sick  on  proof  of  such  need. 

3.  The  principle  that  the  care  of  the  pub- 
lic health  and  the  provision  of  medical  serv- 
ice to  the  sick  is  primarily  a local  responsi- 
bility. 

4.  The  development  of  a mechanism  for 
meeting  the  needs  of  expansion  of  preven- 
tive medical  services  with  local  determina- 
tion of  needs  and  local  control  of  administra- 
tion. 

5.  The  extension  of  medical  care  for  the 
indigent  and  medically  indigent  with  local 
determination  of  needs  and  local  control  of 
administration. 

6.  In  the  extension  of  medical  services  to 
all  people,  the  utmost  utilization  of  qualified 


medical  and  hospital  facilities  already  es- 
tablished. 

7.  The  continued  development  of  the  pri- 
vate practice  of  medicine,  subject  to  such 
changes  as  may  be  necessary  to  maintain  the 
quality  of  medical  services  and  to  increase 
their  availability. 

8.  Expansion  of  public  health  and  medi- 
cal services  consistent  with  the  American 
system  of  democracy. 

The  last  week  in  December,  1939,  Presi- 
dent Roosevelt  agreed  to  shelve  the  Wagner 
bill  as  being  too  costly  for  the  time  and  of- 
fered another  plan.  He  suggested  the  erec- 
tion of  small  hospitals  by  the  Federal  gov- 
ernment and  that  a committee  of  doctors  se- 
lect the  localities  that  were  to  get  the  insti- 
tutions with  fifty  as  the  immediate  goal. 
These  hospitals  to  be  turned  over  to  local 
groups  for  administration. 

It  is  estimated  that  the  cost  will  be  near 
$100,000,000  instead  of  the  former  large 
sum.  Will  you  contact  your  committee  and 
keep  informed  as  to  the  progress  of  the  pro- 
posal. Read  your  A.M.A.  Journal  and  all 
items  in  our  State  Journal  regarding  this 
and  other  bills  on  public  health. 

Mrs.  C.  W.  Pollard, 
Chairman  Legislation  Com. 


Excerpts  From  Bulletin  Sent  From  the 
National  Public  Relations  Chairman 

Auxiliary  members  belonging  to  lay  wom- 
en’s organizations  are  urged  to  oppose  en- 
dorsement of  or  opposition  to  health  legisla- 
tion until  time  is  taken  for  study  of  the 
actual  proposals  and  their  effects.  The  pass- 
age of  a national  health  program  is  one 
which  should  not  be  lightly  considered  or  ig- 
nored. No  doubt  a bill  will  be  prepared  for 
submission  to  Congress  at  the  earliest  pos- 
sible time  in  1940.  The  Sub-committee  of  the 
Committee  on  Education  and  Labor  has  indi- 
cated its  purpose  in  this  regard  in  its  pre- 
liminary report.  It  is  rumored  also  that  one 
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or  more  similar  measures  may  be  presented 
at  the  next  session  of  Congress.  Every  mem- 
ber of  the  Woman’s  Auxiliary  should  be 
alert  to  any  possibilities  which  may  arise. 
The  need  for  advising  careful  consideration 
of  legislation  on  health,  rather  than  blanket 
endorsement,  should  be  emphasized  again 
and  again  before  members  of  lay  organiza- 
tions during  the  coming  weeks. 


Woman’s  Auxiliary  of  Nebraska  State  Medi- 
cal Association  and  second  cash  prize  of  $5 
was  presented  by  Mrs.  H.  C.  Sumney  of  Oma- 
ha. Expenses  of  the  two  outstate  winners, 
for  a trip  to  Omaha,  were  paid  by  the  Ne- 
braska Tuberculosis  Association.  A silver 
cup  was  also  presented  to  Colin  Schack  in  be- 
half of  Central  High  School  by  the  State 
Medical  Association. 


TUBERCULOSIS  CONTEST  WINNERS 

Winners  in  the  state-wide  essay  contest 
for  high  school  students  on  the  subject, 
“Youth’s  Appeal  for  Protection  Against  Tu- 
berculosis,” are  Colin  Schack  of  Omaha, 
freshman  at  Central  High  School,  who  placed 
first;  Eileen  Cunningham  of  Alliance,  senior 
in  Alliance  High  School,  second,  and  Ardell 
Forney  of  Hartington,  senior  in  Obert  High 
School,  third. 

This  contest  was  sponsored  by  the  Ne- 
braska Tuberculosis  Association  and  the 
Auxiliary  of  the  Nebraska  State  Medical  As- 
sociation as  an  educational  feature  of  the 
1939  Christmas  Seal  campaign  of  the  Tuber- 
culosis Association.  Mrs.  H.  W.  Benson  of 
Oakland,  Nebraska,  is  chairman  of  the  Tu- 
berculosis Education  in  the  Auxiliary. 

Thirty-seven  entries  were  submitted  in 
the  finals  to  the  three  state  judges,  who 
were:  Mrs.  C.  C.  Tomlinson,  Omaha,  past 
president  of  the  National  Medical  Auxiliary; 
Professor  L.  C.  Wimberly  of  the  University 
of  Nebraska,  and  Dr.  Homer  Davis  of  Genoa, 
past  president  of  the  Nebraska  State  Medical 
Association.  Mrs.  Tomlinson  served  as 
chairman  of  this  committee. 

Honorable  mention  was  given  the  follow- 
ing: Alice  Saxton,  Sacred  Heart  High  School, 
Omaha;  Betty  Christiansen,  Benson  High 
School,  Omaha;  Janice  Whitcomb,  Brownell 
Hall,  Omaha;  Leona  Polan,  Notre  Dame 
Academy,  Omaha;  Lois  Schipp,  Superior; 
Norma  Grice,  Garrison  High  School,  David 
City;  Shirley  McMeekin,  Shelby;  Dorothy 
Ryder,  Bancroft  High  School,  Lincoln;  Mar- 
garet Ellen  Nicholas,  Oshkosh,  and  Mary 
Stauffer,  Oakland. 

Colin  Schack,  winner  of  the  first  prize, 
gave  his  essay  over  the  WOW  radio  station 
in  Omaha  on  December  16.  The  other  two 
winners  were  introduced  to  the  radio  audi- 
ence. First  and  third  cash  prizes  of  $10  and 
$2.50  respectively,  were  presented  by  the 


Tri-county  No.  1 Medical  Auxiliary  met  at 
St.  Francis  Hospital  in  Grand  Island  on  De- 
cember 29.  Mrs.  T.  G.  Cook  gave  an  inter- 
esting resume  of  “Sisters  of  Angels”  which 
was  followed  by  a social  hour.  Mrs.  Emil 
Johnson  presided  at  a short  business  meet- 
ing. 


The  Woman’s  Auxiliary  to  the  Lancaster 
County  Medical  Society  gave  a bridge  tea  at 
the  St.  Matthews  Episcopal  Guild  House  in 
Lincoln  on  January  8.  One  hundred  and 
twenty  ladies  were  present. 
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MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


1939 

Total 

1938 

Total 

to 

to 

Dec. 

Nov. 

Date 

Dec. 

Nov. 

Date 

Chicken-pox 

104 

57 

1009 

143 

76 

1457 

Diphtheria 

__  8 

10 

114 

13 

14 

162 

Influenza 

0 

5 

145 

13 

2 

151 

Measles 

_ 13 

6 

3910 

22 

10 

2573 

Meningitis,  C. 

S.  1 

0 

15 

0 

0 

37 

Poliomyelitis 

4 

13 

49 

2 

0 

9 

Scarlet  Fever  . 

__  93 

65 

1113 

130 

74 

1292 

Smallpox 

5 

2 

223 

15 

2 

196 

Tuberculosis  _ 

__  24 

12 

228 

21 

9 

203 

Typhoid  Fever 

_ 2 

4 

21 

2 

1 

22 

Whooping  Cough  22 

18 

510 

25 

27 

511 

Gonorrhea 

61 

57 

698 

74 

59 

891 

Svphilis 

110 

39 

779 

67 

49 

740 

December,  1939,  Morbidity  by  Counties — Detailed 


Chicken-pox 

Adams  9 

(Hastings  9) 

Colfax 1 

Douglas  55 

(Omaha  55) 

Franklin 1 

Hall 2 

(Grand  Island  2) 

Kearney  5 

Knox  7 

Lancaster 4 

(Lincoln  4) 

Lincoln  4 


(North  Platte  3) 


Nemaha  1 

Phelps _ 3 

Platte  1 

Saline  1 

Sarpy  1 

Scotts  Bluff 6 

Webster  3 

Diphtheria 

Douglas  5 

(Omaha  5) 

Lancaster 1 

(Lincoln  1) 

Nemaha  1 

Scotts  Bluff 1 
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Measles 

Box  Butte 

1 

Platte 

1 

Loup 

1 

Adams 

. 1 

Burt 

. 9 

Richardson 

2 

Merrick 

1 

(Hastings  1) 

Dawson 

_ 1 

Saline 

. 3 

Polk  

_ 2 

Box  Butte 

1 

Douglas 

.12 

Scotts  Bluff 

. 1 

Sheridan 

1 

Douglas 

2 

(Omaha  12) 

Seward 

8 

Thdrston 

1 

(Omaha  2) 

Fillmore 

2 

Thayer 

. 1 

Washington 

1 

Dundy 

3 

Greeley 

. 3 

Webster 

. 7 

Typhoid  Fever 

Phelps 

4 

Hall 

4 

Smallpox 

Clay1 

Scotts  Bluff 

1 

(Grand  Island  3) 

_ 

Knox 

1 

Valley 

1 

Johnson 

. 2 

. 0 

Phelps 

1 

Meningitis,  C.  S. 

Kearney 

. 3 

Tuberculosis 

Whooping  Cough 

Lincoln 

1 

Knox 

.13 

Buffalo 

. 1 

(North  Platte  1) 

Lancaster 

. 1 

Cherry 

1 

Adams 

1 

(Lincoln  1) 

Colfax 

. 1 

(Hastings  1) 

Poliomyelitis 

1 

Lincoln 

. 6 

Custer 

. 3 

Douglas 

9 

Greeley 

Johnson 

Lincoln 

(North  Platte  2) 

(North  Platte  6) 

Dakota 

. 1 

(Omaha  9) 

1 

Madison 

. 2 

Douglas 

. 3 

Lancaster 

6 

Merrick 

Pawnee 

. 1 

. 2 

Kearney 

Lancaster 

. i 
. 4 

(Lincoln  6) 
Platte 

2 

Scarlet  Fever 

Phelps 

2 

Lincoln 

. 2 

Thurston 

2 

Arthur 

2 

Pierce 

4 

(North  Platte  1) 

Webster 

2 

SPEAKERS’  BUREAU 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  December  16,  1939,  to  January  15,  1940. 


Scientific  Programs 


Date  Place  Organization  Addressed 

Dec.  12 — Columbus Platte-Loup  Valley 

Medical  Society 


Jan.  15 — Nebraska City_Otoe  County  Medical- 
Dental  Society 


Speaker 

Dr.  J.  W.  Thomas 
Lincoln 

Dr.  J.  Hewitt  Judd 
Omaha 

Dr.  E.  W.  Zeman 
Omaha 

Dr.  W.  H.  Morrison 
Omaha 


Title  of  Address 

“The  Eye — Acute  Diseases  and 
Injuries” 

“Ophthalmoscopy  in  General 
Practice” 

“The  Prevention  of  Contagious 
Diseases” 

“Infectious  Diseases  of  the  Eye  in 
Children” 


Lay  Programs 

Dec.  13 — Ogallala Public  Meeting  Dr.  J.  A.  Weinberg 

Omaha 

Jan.  15 — Holdrege Business  and  Profes-  Dr.  G.  L.  Pinney 

sional  Women’s  Club  Hastings 


“Tuberculosis” 

“Annual  Health  Examination  for  the 
Adult  as  Well  as  the  School  Child” 


1940  CENSUS  WILL  BRING  VALUABLE 
VITAL  STATISTICS 

While  the  inventors  of  diabolic  instruments  of  war 
have  been  ingeniously  practicing  their  craft,  the 
scientific  forces  engaged  in  preservation  of  life  have 
made  even  greater  progress.  Records  of  the  U. 
S.  Bureau  of  the  Census  indicate  that  depletion  of 
population  by  deaths  on  the  battlefields  is  of  rela- 
tively small  account,  when  balanced  against  the  re- 
sults of  the  less  publicized  but  equally  dramatic 
contributions  to  the  prolonging  of  human  lives  now 
being  made  by  medical  science. 

It  is  possible,  through  Census  records,  to  make  in- 
teresting comparisons,  for  example,  of  death  rates 
prevailing  around  1900  and  those  of  today.  If  the 
1900  figures  still  governed,  over  450,000  more 
deaths  would  occur  this  year  in  the  United  States 
than  actually  will  take  place. 

In  1900,  for  instance,  tuberculosis  caused  201.9 
deaths  per  100,000  population.  Now  it  causes  but 
53.6.  Using  the  1900  ratio  against  a present  esti- 
mated U.  S.  population  of  132,00,000,000,  188,500 


Americans  who  otherwise  would  die  are  NOT  dying 
this  year  from  this  cause  alone — a cause  which  in 
the  aggregate  has  cost  more  lives  than  the  toll  ex- 
acted in  all  the  wars  of  history.  This  year,  the  pre- 
vention of  deaths  from  tuberculosis  will  save  more 
than  four  times  as  many  people  as  the  number  of 
American  soldiers  killed  on  all  the  World  war  battle- 
fields. 

Forty  years  ago,  influenza  and  pneumonia  were 
killing  about  200  people  per  100,000.  Now  the  rate 
is  approximately  110,  a saving  for  today  at  an  an- 
nual rate  of  117,000  lives.  The  diphtheria  rate  has 
been  reduced  from  43.3  to  2,  a gain  of  49,400  lives. 
Typhoid  saving  is  44,200. 

The  Division  of  Vital  Statistics  in  the  Census  Bu- 
reau keeps  accurate  records  on  the  15  maladies 
against  which  medical  science  has  made  its  greatest 
advances.  These  are  tuberculosis,  typhoid,  small- 
pox, measles,  scarlet  fever,  diphtheria,  influenza  and 
pneumonia,  erysipelas,  malaria,  bronchitis,  diarrhea, 
and  enteritis,  cirrhosis  of  the  liver,  maternity  deaths, 
congenital  malformations  and  diseases  of  infancy, 
and  nephritis.  For  these  fifteen,  the  net  reduction 
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of  deaths  per  year  per  100,000  people  has  been  542, 
which  would  indicate  a saving  of  704,600  lives  this 
year  against  the  1900  mortality  rate. 

Eight  causes  have  increased  in  deadliness:  cancer, 
cerebral  hemorrhage,  heart  disease,  diabetes,  melli- 
tus,  appendicitis,  suicide,  homicide,  automobile  acci- 
dents. The  new  death  rate  for  these  is  195  per  100,- 
000  more  than  in  1900,  therefore  their  current  “con- 
tribution” over  the  number  of  deaths  at  the  1900  rate 
would  be  253,500.  Deduct  this  figure,  therefore,  from 
the  savings  by  medical  science,  and  the  net  gain  this 
year  is  451,100 — equivalent  to  the  1930  population 
of  Arizona,  or  New  Mexico,  or  Idaho,  or  New  Hamp- 
shire, and  exceeding  by  wide  margins  the  total  pop- 
ulations of  Delaware,  District  of  Columbia,  Nevada, 
Vermont,  or  Wyoming. 

Students  of  vital  statistics,  medical  men  in  gen- 
eral, sociologists,  and  the  layman  can  find  much  to 
ponder  over  in  these  figures.  Also  to  be  considered 
are  eight  growing  causes  of  death.  Why  are  they 
growing?  What  can  we  do  as  individuals  or  pro- 
fessional men  and  women  to  combat  them  ? 

What  are  other  general  trends  in  American 
health,  life,  income,  resources  ? Soon  even  more  up- 
to-date  statistics  covering  virtually  every  angle  of 
economic  and  sociological  interest  in  the  United 
States  will  be  available.  The  Sixteenth  Decennial 
Census,  to  be  taken  in  1940,  will  inquire  in  detail  into 
population,  occupations,  employment,  housing,  agri- 
culture, drainage  and  irrigation,  and  into  business 
and  manufactures,  and  mines  and  quarries. 

Answers  to  Census  questions  are  required  by  law, 
but  the  same  statute  requires  the  Census  Bureaus  to 
maintain  its  long-established  policy  not  to  disclose 
any  facts  about  individual  persons  or  establishments. 
Individual  reports  are  not  available  to  any  other 
government  department.  Assurance  thus  is  given 
that  reports  to  the  Bureau  will  not  be  used  for  taxa- 
tion, regulation,  or  investigation. 


SPONTANEOUS  PNEUMOTHORAX 

Robert  Charr  reports  10  cases  of  fatal 
spontaneous  pneumothorax.  All  cases  were 
in  the  third  and  fourth  decades  of  life;  6 
were  males  and  4 females.  Eight  had  pul- 
monary tuberculosis  and  2 anthracosilicosis. 

“In  all,  the  onset  of  the  pneumothorax  was 
sudden,  and  it  occurred  while  the  patients 
were  in  bed.  In  none  of  the  cases  severe 
coughing,  sneezing  or  any  other  form  of 
physical  exertion  preceded  the  fatal  accident. 
The  chief  complaints  were  dyspnea  and  pain 
in  the  same  side  of  the  chest  as  the  pneu- 
mothorax. All  showed  cyanosis,  clammy 
skin,  weak  pulse,  dry  mucous  membrane  of 
the  mouth  with  thirst  and  apprehension  of 
impending  death.” 

At  necropsy,  it  was  found  that  in  7 of  the 
cases  the  pulmonary  rupture  was  in  the  mid- 
axillary  aspect  of  the  upper  lobe  and  in  3 it 
was  on  the  anterior  surface  about  the  mid- 


clavicular  line.  In  2 of  the  latter  group  the 
rupture  was  in  the  upper  lobe  and  in  one  in 
the  lower  lobe.  In  all  the  perforation  was 
either  in  the  front  or  the  axillary  region  of 
the  lungs — in  none  on  the  posterior  surface 
of  the  lung. 

“In  3 cases  with  the  rupture  on  the  an- 
terior surface  of  the  lungs,  the  perforation 
took  place  through  the  center  of  large  and 
acutely  caseous  tuberculous  nodules,  measur- 
ing about  1.5  cm.  in  diameter.  The  visceral 
pleura  covering  them  was  thin  and  trans- 
parent without  adhesions  to  the  adjacent 
parietal  pleura.  Following  the  ruptures 
deeper  into  the  lungs  led  into  irregularly 
shaped  and  acute  cavities  in  the  center  of 
caseous  consolidation.  The  cavities  varied 
in  size  and  were  located  in  the  anterior  half 
of  the  lungs.  Projecting  into  the  cavities 
were  several  stumps  of  bronchi  and  many 
cord-like  structures  criss-crossing  the  cavi- 
ties, which  on  section  proved  to  be  the  rem- 
nants of  lung  tissue.  Excursion  of  the  air 
through  these  bronchial  stumps  was  free. 
When  the  air  was  rapidly  pumped  into  the 
main  bronchi,  the  perforated  visceral  pleura 
covering  the  caseous  nodules  ballooned  out 
remarkably.  The  surface  distribution  of  the 
caseous  tubercles  in  these  3 cases  was  inter- 
esting. Practically  all  the  acutely  caseous 
tubercles  were  on  the  anterior  portions  of 
the  lungs.  The  posterior  parts  showed  prin- 
cipally congestion  and  areas  of  gelatinous 
pneumonia. 

“In  7 cases  with  the  ruptures  in  the  axil- 
lary region,  the  character  of  the  ruptures  dif- 
fered from  those  already  described.  In  none 
did  the  perforation  take  place  through  the 
center  of  caseous  tuberculous  nodules  as  in 
the  previous  cases.  There  was  much  pleur- 
al thickening  about  the  ruptures.  The  tu- 
berculosis which  was  present  in  all  excepting 
2 anthracosilicotic  cases  was  chronic  in  form 
with  considerable  fibrosis  throughout  the 
lungs.  Although  there  were  scattered  case- 
ous tubercles,  many  of  them  showed,  on  his- 
tological examination  fibrous  capsules  sur- 
rounding them.  Furthermore  none  of  these 
cases  showed  superficial  tubercles  as  acutely 
caseous  as  those  in  the  first  3 cases.” 

It  seems  that  the  immediate  cause  of  the 
pulmonary  rupture  in  these  7 cases  may 
have  been  tugging  on  the  pleural  adhesions. 
There  is  considerable  vertical  excursion  of 
the  lungs  due  to  the  greater  depth  of  the 
costophrenic  angle  at  that  point.  The  slid- 
ing motion  of  the  lung  upon  the  inner  surface 
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of  the  thorax  is  probably  most  marked  along 
the  axillary  aspect  of  the  chest,  which,  if 
that  is  the  case,  accounts  for  the  marked 
tugging  movement  on  the  pleural  adhesions 
along  the  axillary  region. 

The  absence  of  pulmonary  rupture  on  the 
posterior  aspect  of  the  lungs  confirms  the 
belief  that  the  cause  of  spontaneous  pneumo- 
thorax is  largely,  a mechanical  one.  The 
front  and  the  axillary  portions  of  the  thorax 
move  more  in  respiration  than  the  posterior 
parts  where  the  ribs  are  attached  to  the  spin- 
al column.  These  factors  of  chest  movement 
may  be  more  pronounced  when  a person  lies 
on  his  back. 

The  left  side  is  more  frequently  involved 
than  the  right,  the  percentage  being  approxi- 
mately 60  on  the  left  and  40  on  the  right. 
Various  theories  have  been  advanced  to  ac- 
count for  leftsided  preponderance  but  there 
seems  to  be  no  doubt  that  the  heart  action 
produces  an  additional  pulmonary  mobility 
on  the  left  side. 

Spontaneous  pneumothorax  occurs  in  dis- 
eases other  than  tuberculosis.  In  the  au- 
thor’s present  series,  2 cases  had  far  ad- 
vanced anthracosilicosis  uncomplicated  by 
tuberculosis.  In  one  of  these  there  were 
large  emphysematous  blebs  in  the  mid-axil- 
lary region  of  the  upper  lobes,  rupture  of 
which  very  likely  produced  the  pneumothor- 
ax. Over  these  blebs  the  visceral  pleura  was 
considerably  thickened,  but  the  microscopical 
examination  of  the  walls  of  the  blebs  showed 
extreme  thinning  of  the  elastic  layer  and  at 
several  points  there  was  an  actual  breach  in 
the  continuity  of  the  elastic  lamina.  In  the 
other  case  the  perforation  of  the  lung  was 
due  to  an  extension  of  a cavity  located  in  the 
center  of  a large  anthracosilicotic  mass  in  the 
right  upper  lobe. 

Morphological  changes  of  shock  and  relat- 
ed capillary  phenomena  were  noted.  These 
changes  were  marked  diffuse  congestion  of 
capillaries  and  venules,  especially  in  the 
lungs,  liver  and  kidneys.  Many  of  the  alveo- 
lar spaces  were  filled  with  edematous  fluid, 
and  the  capillaries  were  filled  with  blood. 
Supportive  treatment  usually  employed  in 
shock,  in  addition  to  withdrawal  of  air  from 
the  pleural  space,  which,  of  course,  is  most 
important,  may  be  of  value.  Wrapping  the 
patient  with  blankets,  giving  hot  drink,  and 
oxygen  and  intravenous  administration  of 
fluid  may  be  helpful,  though  Moon  has 
warned  against  too  much  heat  producing 


peripheral  vasodilatation  and  loss  of  body 
fluid  in  the  form  of  perspiration,  which  may 
aggravate  shock. 

4 

Spontaneous  Pneumothorax,  Robert  Charr, 
Amer.  Rev.  of  Tuber.,  Vol.  XL,  No.  5,  Nov., 
1939. 


COUNTER  EXPLOITATION  OF 
VENEREAL  DISEASE 

Venereal  disease  quackery  is  on  the  increase  and 
today  constitutes  one  of  the  major  obstacles  to  the 
public  health  control  of  syphilis  and  gonorrhea,  offi- 
cers of  the  U.  S.  Public  Health  Service  stated  recent- 
ly in  a nationwide  N.  B.  C.  broadcast. 

Drug  store  “back  counter  prescribing”  has  in- 
creased substantially  during  the  past  several  years. 
Many  different  “patent  remedies” — produced  both 
locally  and  on  a national  scale — are  on  the  market 
and  sold  in  large  volume.  There  is  indication  that 
the  sales  curve  has  been  rising  during  the  past  six 
or  eight  years. 

Large  numbers  of  unethical  practitioners — “men’s 
specialists,”  herbalists,  mail,  order  experts — are  ac- 
tive, although  quack  advertising  has  apparently  de- 
creased in  volume. 

More  persons  evidently  are  going  to  drug  stores 
and  quacks  for  diagnosis  and  treatment  of  venereal 
disease  than  are  going  to  reputable  physicians.  Ex- 
ploitation of  persons  who  are — or  think  they  are — 
sick  with  gonorrhea  or  syphilis  runs  into  tens  of  mil- 
lions of  dollars  annually. 

These  trends  were  reported  in  a survey  conducted 
by  the  American  Social  Hygiene  Association  in  co- 
operation with  the  United  States  Public  Health  Serv- 
ice. 

Personal  interviews  by  trained  investigators  pos- 
ing as  “friends”  of  presumably  infected  persons 
were  carried  on  in  1,151  drug  stores  in  35  cities  in 
26  states  (Nebraska  was  included).  Sixty-two  per- 
cent of  the  drug  stores  visited  diagnosed  the  dis- 
eases and  offered  to  sell  remedies  for  alleged 
syphilis  or  gonnorrhea,  especially  the  latter.  Thir- 
ty-one percent  did  not  attempt  to  diagnose,  but 
stocked  and  were  willing  to  sell  bottled  remedies, 
especially,  when  asked  for  them  by  name.  About 
half  of  those  who  sold  remedies  urged  the  inquirer 
to  see  a doctor.  Only  7 percent  of  the  entire  number 
refused  to  diagnose  or  sell  remedies. 

About  30  different  preparations  were  found  to  be 
generally  available  as  remedies  throughout  the  na- 
tion. Only  3 or  4 were  recognized  drugs,  the  re- 
mainder consisting  of  completely  worthless  mixtures 
as  far  as  any  effect  on  syphilis  or  gonorrhea  was 
concerned.  Mixtures  made  from  such  ingredients 
as  boric  acid,  berberin,  glycerin,  etc.,  of  only  a few 
cents  value  are  sold  at  prices  ranging  from  $1  to  $3 
a bottle. 

A similar  survey  of  counter  prescribing  was  made 
in  1933,  and  comparison  of  data  indicates  a rise  in 
illegal  practices.  In  1933,  51  percent  of  drug  store 
clerks  interviewed  were  counter  prescribing;  in  1939, 
62  percent.  In  1933,  17.5  percent  did  not  diagnose 
but  would  sell  remedies  on  request;  in  1939,  31  per- 
cent fell  in  this  group.  In  1933,  32  percent  refused 
to  diagnose  or  sell  remedies;  in  1939,  only  7 percent. 
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“Since  quackery,  like  bootlegging,  is  an  under- 
cover racket,  it  is  difficult  to  measure  in  volume,” 
the  authors  point  out.  They  report,  however,  ex- 
tensive advertising  by  quack  doctors  in  local  dailies, 
the  foreign  language  and  Negro  press,  and  in  pulp 
periodicals.  Advertising,  however,  seems  to  be  less 
extensive  than  10  years  ago. 

In  18  cities  no  advertising  specialists  were  found 
in  the  time  alloted  to  study.  In  17  of  the  35  cities, 
44  advertising  “men’s  specialists”  were  found,  and 
48  herbalists.  All  of  the  former  and  36  of  the  lat- 
ter were  personally  visited  by  investigators  posing 
as  patients. 

“It  was  the  opinion  of  these  observers,”  the  sur- 
vey states,  “that  people  today  are  not  as  gullible  as 
in  former  years  in  regard  to  the  extravagant  claims 
of  street  guides  and  handbills.  In  their  actual  ig- 
norance, however,  they  are  in  great  numbers  attract- 
ed into  pretentious  looking  offices  equipped  with  all 
sorts  of  electrical  devices  in  which  a dignified  staff 
offers  free  consultation  service  and  x-ray  diagnosis 
for  $1  to  $2. 

“The  patient’s  ailment,  real  or  imaginary,  seems 
of  secondary  importance.  The  substance  of  the  first 
question  is  generally.  ‘How  much  can  you  pay?’ 
however  guarded  the  language.  Discreet  inquiries 
are  made  relative  to  the  patient’s  earnings,  and 
tentatively  a monthly  fee  is  mentioned. 

“One  quack  in  a western  city  said  bluntly:  ‘If  I 
told  you  I’d  cure  you  for  $300,  could  you  pay  it? 
Have  you  got  that  much?  Could  you  raise  it?  Well, 
why  ask  a foolish  question?  You  say  you  make  $100 
a month.  You  pay  me  $30  each  month  and  I’ll  tell 
you  when  I think  you  are  cured.’  ” 

Inquiries  were  made  of  1,156  “men  on  the  street” 
for  advice  about  what  to  do  for  a venereal  disease. 
“Treat  yourself”  or  “Go  to  the  drugstore”  was  the 
advice  of  65  percent.  Only  31  percent  suggested  go- 
ing to  a physician  or  clinic,  and  3 percent  didn’t 
know  what  to  do.  A comparable  study  in  1933  of 
2,175  individuals  revealed  less  “bad  advice;”  57  per- 
cent, more  good  advice;  almost  40  percent,  about 
the  same  ignorance. 

“Obviously,”  the  authors  conclude,  “a  huge  edu- 
cational task  yet  remains  to  teach  the  general  pub- 
lic not  only  the  facts  about  syphilis  and  gonorrhea, 
but  also  the  necessity  of  seeking  qualified  medical 
care.” 

Advertising  “specialists”  and  herbalists  were  not 
only  visited  personally  but  letters  were  written  to 
them  by  an  investigator  posing  as  a patient  with 
symptoms  suggestive  of  syphilis  or  gonorrhea.  In 
every  case  a prompt  reply  offered  a remedy  at 
prices  ranging  from  $1  to  $15,  or  a “course”  of 
treatment,  usually  for  a higher  figure. 

The  1933  survey  queried  5,300  druggists  to  deter- 
mine how  many  persons  applied  for  venereal  disease 
remedies.  On  the  basis  of  this  sample,  it  was  esti- 
mated that  700,000  persons  believing  themselves  to 
have  syphilis,  and  4,200,000  with  possible  gonorrhea, 
inquired  at  drug  stores.  This  compares  with  esti- 
mates showing  that  about  one  million  persons  with 
old  and  new  cases  of  syphilis  go  to  doctors  for  treat- 
ment each  year  for  the  first  time,  and  about  1,600,- 
000  persons  with  gonorrhea  seek  treatment  for  the 
first  time  each  year. 

“If  five  million  infected  persons,”  the  report 
points  out,  “apply  at  drug  stores  annually,  if  near- 
ly every  city  supports  a number  of  quacks  and 


charlatans  with  business  prosperous  enough  to  pay 
for  tremendous  volume  of  advertising  in  newspapers 
and  magazines,  if  despite  court  judgments  against 
them  manufacturers  can  still  make  and  sell  over 
long  periods  of  years  a multitude  of  bottled  “reme- 
dies,” these  indications  alone  point  to  a huge  bill 
paid  by  the  public  for  a cruel  and  dangerous  racket. 
That  this  figure  must  amount  to  tens  of  millions  of 
dollars  is  certain.” 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  called  to  order  by  President 
Sage  at  8:00  p.  m.,  Tuesday,  December  12,  1939,  in 
the  Medical  Arts  Auditorium. 

The  scientific  program  was  opened  by  Dr.  Frank 
Conlin  who  reported  an  interesting  case  of  “Pel- 
lagra” in  a man  54  years  of  age,  caused  by  exces- 
sive alcoholism.  After  a month’s  treatment  with 
nicotinic  acid  and  an  all  inclusive  vitamin  diet,  the 
dermatitis  had  disappeared,  the  patient  had  gained 
sixteen  pounds  in  weight,  and  there  was  complete 
recovery.  There  were  further  remarks  on  this  sub- 
ject by  Drs.  Z.  N.  Korth  and  V.  E.  Levine. 

“The  Treatment  of  Ankle  Malunion”  was  discussed 
by  Dr.  W.  R.  Hamsa  who  stated  in  part  that  “poor 
results  frequently  follow  treatment  of  simple  ankle 
fracture,  even  in  the  hands  of  those  experienced  in 
approved  methods  of  correction.  These  may  occur 
on  the  basis  of  incomplete  fracture  reduction  or  on 
the  basis  of  undesirable  reactions  of  articular  or 
peri-articular  structures.  Failure  of  immediate 
closed  reduction  of  a fracture  necessitates  open  op- 
eration, either  to  properly  replace  the  fragments 
or,  later  to  reconstruct  the  joint,  which  may  have 
progressed  to  the  stage  of  degenerative  arthritis  as- 
sociated with  disability  consisting  of  pain,  weakness 
and  instability.  A perfectly  reduced  joint  fracture 
may  produce  practically  the  same  clinical  picture,  in 
time,  as  a poorly  reduced  joint  fracture.”  The  doc- 
tor pointed  out  that  examination  of  these  painful 
ankles  and  feet  must  follow  a definite  routine  so 
that  each  point  necessary  for  proper  evaluation  of 
all  the  physical  assets  and  liabilities  at  hand  may 
be  covered.  Treatment  varies  according  to  the  na- 
ture of  the  condition;  rest,  physiotherapy,  medica- 
tion in  the  form  of  salicylates,  properly  balanced 
shoes  and  ankle  supports,  or  surgical  correction.  The 
subject  was  discussed  by  Dr.  W.  L.  Sucha. 

A comprehensive  paper  was  given  by  Drs.  M.  C. 
Andersen  and  Edward  Thompson  on  the  “Theoretical 
and  Practical  Application  of  the  Electrocardio- 
graph.” It  was  Dr.  Andersen’s  purpose  to  show  the 
action  of  the  electrocardiograph.  This  he  did  with 
slides  and  tracings  of  the  heart  action  as  recorded 
by  this  instrument.  Dr.  Andersen  was  assisted  by 
John  Holyoke  and  Merlin  L.  Trumbull.  It  was  point- 
ed out  that  the  electrocardiograph  is  an  instrument 
of  precision,  and  is  invaluable  in  determining  the 
timing  of  the  heart,  registering  the  size  and  shape 
of  the  heart  in  the  chest,  and,  the  status  of  the 
heart  muscle.  Dr.  Thompson’s  presentation  pointed 
out  the  importance  of  the  electrocardiograph  in  the 
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diagnosis  of  some  types  of  heart  disease.  It  is  com- 
parable to  the  x-ray  as  an  aid  in  diagnosis,  and  like 
the  x-ray,  the  clinical  findings  are  an  important  con- 
sideration in  the  interpretation  of  the  electrocardio- 
graphic tracings.  Within  recent  years  the  electro- 
cardiograph has  been  perfected  and  its  operation 
greatly  simplified.  Discussion  by  Drs.  Adolph  Sachs 
and  F.  W.  Niehaus. 

Meeting  adjourned  at  9:50  p.  m. 

The  annual  business  meeting  of  the  Lancaster 
County  Medical  Society  was  held  on  December  19, 
1939,  with  forty-one  members  present.  Dr.  F.  L. 
Rogers  presided.  Minutes  of  the  last  meeting  were 
read  and  approved. 

Annual  reports  were  read  and  approved  as  fol- 
lows: Curator — Dr.  G.  W.  Covey;  Treasurer — Dr. 
W.  W.  Carveth  (It  was  moved  by  Dr.  F.  D.  Cole- 
man that  the  treasurer’s  books  be  audited  by  a cer- 
tified public  accountant  each  year.  Seconded  and 
carried.);  Historian — Dr.  H.  Winnett  Orr;  Librari- 
an— Dr.  H.  Winnett  Orr;  Secretary — Dr.  Everett  E. 
Angle;  Trustees  of  Permanent  Fund — Dr.  J.  J. 
Hompes,  Secy-Treas.;  Custodian — Dr.  Fritz  Teal. 

Dr.  H.  W.  Orr  moved,  and  it  was  seconded  and 
carried,  that  we  write  a letter  to  Dr.  R.  L.  Smith 
expressing  again  our  appreciation  of  his  efforts 
to  gain  us  our  present  quarters. 

The  election  of  officers  resulted  in  the  following: 
President— Dr.  E.  S.  Wegner;  Vice  President — Dr. 
T.  C.  Moyer;  Secretary — Dr.  Everett  E.  Angle,  re- 
elected; Treasurer — Dr.  W.  W.  Carveth,  reelected; 
Board  of  Censors — Dr.  H.  E.  Flansburg,  reelected; 
Delegate  to  State  Meeting — Dr.  H.  S.  Morgan;  Al- 
ternate to  State  Meeting — Dr.  E.  W.  Hancock;  His- 
torian—Dr.  H.  Winnett  Orr. 

Meeting  adjourned  8:50  p.  m. 

Thirty  members  of  the  Lancaster  County  Medical 
Society  were  present  for  the  first  meeting  of  the 
year  held  January  2,  1940,  Dr.  E.  S.  Wegner  in  the 
chair.  Minutes  of  the  last  meeting  were  read  and 
approved. 

Mrs.  Ella  F.  Johnson  announced  the  coming  of 
Miss  Eva  Curie,  who  is  to  lecture  February  22,  1940 
at  St.  Paul’s  church.  This  meeting  is  sponsored 
by  Altrusa  Club  of  Lincoln. 

Dr.  John  Latta  of  Omaha,  who  was  to  have  pre- 
sented a paper,  was  unable  to  be  present. 

Mr.  M.  C.  Smith,  executive  secretary  of  the  Ne- 
braska State  Medical  Association,  spoke  on  “The 
Business  Affairs  of  the  Nebraska  State  Medical  As- 
sociation.” This  was  a lantern  slide  lecture  on  the 
expenditures  of  the  State  Association.  Discussion 
followed  by  Drs.  F.  L.  Rogers  and  T.  F.  McCarthy — 
who  criticized  in  a nice  way — K.  S.  J.  Hohlen,  Ev- 
erett E.  Angle  and  C.  F.  Andrews. 

At  the  business  meeting  the  application  of  Dr. 
J.  D.  Taylor  was  read,  resulting  in  his  election  to 
membership  in  the  society. 

Meeting  adjourned  at  9:30  p.  m. 

The  Adams  County  Medical  Society  met  at  the 
Ingleside  State  Hospital,  December  6th,  with  about 
fifty  doctors,  their  wives,  and  visitors  present.  At 
the  business  meeting,  which  followed,  the  election  of 
officers  took  place. 

Dr.  L.  W.  Rork,  who  recently  finished  about  twen- 
ty years  of  service  as  councilor  member  from  the 
tenth  district,  was  elected  president. 


Dr.  W.  L.  Shaw,  secretary  of  the  Adams  County 
Medical  Society  for  the  past  six  years,  was  elected 
vice  president. 

Dr.  Herbert  Anderson,  was  elected  secretary- 
treasurer. 

Dr.  G.  L.  Pinney  and  J.  C.  Nielsen  were  reelected 
delegate  and  alternate,  respectively. 

Dr.  J.  B.  McPherson,  was  reelected  to  another 
three  year  term  on  the  Board  of  Censors. 

The  scientific  program  consisted  of  a fine  presen- 
tation by  Dr.  A.  D.  Munger,  of  Lincoln,  on  “Consid- 
eration of  the  Present  Status  of  Transurethral  Re- 
section of  the  Prostate.”  His  talk  was  illustrated 
with  slides  and  was  discussed  by  Dr.  D.  W.  Kings- 
ley. This  was  followed  by  Dr.  Fritz  Teal,  of  Lin- 
coln, who  spoke  on  “Fractures”  and  gave  some  quite 
valuable  information  on  ways  and  means  of  mak- 
ing a good  reduction  out  of  a fair  reduction. 

The  Madison  Six  County  Medical  Society  meeting 
was  held  in  the  Norfolk  Hotel,  Norfolk,  January  16, 
1940,  dinner  at  7:00  p.  m.  The  scientific  program 
consisted  of  a paper  “Diagnosis  and  Treatment  of 
Intestinal  Obstruction:  with  special  emphasis  on  the 
use  of  the  Miller-Abbott  tube,”  by  Dr.  H.  B.  Mor- 
ton, Lincoln.  “Iron  Deficiency  Anemias,”  by  Dr. 
E.  Burkett  Reed,  Lincoln.  Drs.  Barry,  Pollack  and 
Farner  was  the  committee  in  charge. 

The  annual  meeting  of  the  Platte-Loup  County 
Medical  Society  was  held  at  the  Thurston  Hotel, 
Columbus,  December  20.  Dr.  J.  E.  Meyer  was  elect- 
ed president,  Dr.  R.  C.  Anderson,  reelected  secretary- 
trasurer.  The  scientific  program  consisted  of  two 
talks:  “Eye  and  Acute  Diseases  and  Injuries,”  by 
Dr.  J.  W.  Thomas  of  Lincoln,  and  “Use  of  the 
Ophthalmoscope  in  General  Practice,”  by  Dr.  J.  H. 
Judd  of  Omaha.  Twenty-five  physicians  attended 
the  meeting. 

The  Richardson  County  Medical  Society  met  at  St. 
Thomas’  Episcipal  church  in  Falls  City,  December 
21,  1939.  The  following  officers  were  elected:  Dr.  J. 
M.  Greene,  Falls  City,  president;  Dr.  W.  E.  Shook, 
Shubert,  vice  president;  Dr.  C.  L.  Hustead,  Falls 
City,  secretary -treasurer;  Dr.  J.  C.  Gillispie,  Falls 
City,  delegate;  Dr.  W.  D.  Ketter,  censor.  The  scien- 
tific program  consisted  of  two  papers:  “New  Ideas 
on  Etiology  and  Treatment  of  Poliomyelitis,”  by  Dr. 
J.  H.  Murphy,  Omaha,  and  “Present  Day  Treatment 
of  Pneumonia,”  by  Dr.  E.  M.  Walsh,  Omaha. 

The  Saunders  County  Medical  Society  met  in  the 
Council  Chamber  in  Wahoo,  January  5,  1940.  The 
meeting  was  mainly  a discussion  of  the  F.  S.  A. 
program  which  went  into  effect  January  1,  and  the 
election  of  officers  for  the  ensuing  year.  Dr.  M.  E. 
Lathrop,  Wahoo,  president;  E.  E.  Clark,  Ashland, 
vice  president;  Dr.  Frank  Tornholm,  Wahoo,  secre- 
tary-treasurer; Dr.  W.  W.  Noyes,  Ceresco,  delegate, 
and  Dr.  J.  W.  Hervert,  Valparaiso,  alternate. 

The  Fifth  Councilor  District  met  at  Columbus,  on 
Tuesday,  January  9,  1940,  in  the  Thurston  Hotel, 
dinner  at  6:00  p.  m.  The  program  follows: 

“The  Physician’s  Public  Relationship,”  by  A.  L. 
Miller,  M.  D.,  president  of  Nebraska  State  Medical 
Association. 

(Continued  on  page  xiv) 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Dr.  A.  L.  Miller,  Kimball 

Dr.  Clayton  Andrews.  Lincoln 
Dr.  G.  E.  Peters,  Randolph 


President 

President-elect 

Vice-president 

Dr.  Rudolph  Decker,  Byron 


Dr.  H.  R.  Miner,  Falls  City 

Dr.  R.  B.  Adams,  Lincoln 

Mr.  M.  C.  Smith.  Lincoln 

-Speaker  of  House  of  Delegates 


Vice-president 

Secretary-Treasurer 

Executive-Secretary 


COMMITTEES 


NON-SCIENTIFIC 

COMMITTEES 

Committee  on  Medical 
Economics 

B.  F.  Bailey,  Ch Lincoln 

E.  W.  Rowe Lincoln 

J.  F.  Langdon Omaha 

J.  W.  Duncan Omaha 

Harry  W.  Benson Oakland 

The  President 

The  Secretary-Treasurer 

The  Executive  Secretary 

Scientific  Assembly 

Morris  Nielsen,  Ch Blair 

J.  W.  Duncan Omaha 

Roy  H.  Whitham Lincoln 

J.  D.  McCarthy Omaha 

R.  B.  Adams Omaha 

Insurance 

Robert  D.  Schrock,  Ch. -Omaha 

Morris  Nielsen  Blair 

O.  C.  Kreymborg Brainard 

Advisory  to  Woman’s  Auxiliary 

Torrence  Moyer Lincoln 

E.  S.  Wegner Lincoln 

E.  W.  Hancock Lincoln 

Allied  Professions 

William  Shearer.  Ch. Omaha 

Earle  G.  Johnson_Grand  Island 
E.  K.  Steenberg Aurora 


Credentials 

R.  B.  Adams,  Ch Lincoln 

W.  E.  Wright Creighton 

G.  L.  Pinney Hastings 

O.  J.  Cameron Omaha 

H.  C.  Smith Franklin 

Library,  Necrology  and  Records 

T.  C.  Moyer,  Ch Lincoln 

J.  C.  Waddell Beatrice 

C.  W.  M.  Poynter Omaha 

SCIENTIFIC  COMMITTEES 
Planning 

E.  W.  Rowe,  Ch Lincoln 

F.  L.  Rogers Lincoln 

Fritz  Teal  Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan.  Ch Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Tuberculosis 

E.  W.  Hancock,  Ch Lincoln 

John  F.  Allen Omaha 

Claude  Selby North  Platte 

Venereal  Disease 

A.  D.  Munger.  Ch Lincoln 

Donald  J.  Wilson Omaha 

J.  A.  Borghoff Omaha 

Prevention  and  Amelioration 
of  Deafness 

C.  T.  Uren,  Ch Omaha 

J.  J.  Hompes Lincoln 

Earl  B.  Brooks Lincoln 


Conservation  of  Vision 

M.  B.  Wilcox,  Ch Holdrege 

Eugene  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Ch Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Ch Lincoln 

R.  D.  Schrock Omaha 

H.  L.  Miner Falls  City 

Pneumonia 

Adolph  Sachs.  Ch Omaha 

D.  H.  Morgan McCook 

Joe  Kuncl Alliance 

Convalescent  Serum 

Floyd  Clarke,  Ch Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson. .North  Platte 

Sub-committee 

George  B.  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce Chadron 

Hospital  and  Medical  Standards 

Lucien  Stark.  Ch Norfolk 

David  T.  Martin Columbus 

Adolph  Sachs Omaha 

Public  Health 

J.  C.  Nielsen,  Ch Ingleside 

G.  E.  Charlton Norfolk 

R.  E.  Roche Sidney 


F.  S.  A. 


Roy  Whitham.  Ch Lincoln 

E.  E.  Koebbe Columbus 

Charles  Way Wahoo 

Vascular  and  Cardiac  Diseases 

F.  W.  Niehaus,  Ch Omaha 

Floyd  L.  Rogers Lincoln 

Lucien  Stark  Norfolk 

Medical  and  Public  Health 


Education 

R.  W.  Fouts.  Ch..  1939-Omaha 
J.  D.  McCarthy,  V-Ch..  1940 
Omaha 

G.  W.  Covey,  1941 Lincoln 

H.  E.  Flansburg.  1942_Lincoln 

W.  J.  Arrasmith,  1943 

Grand  Island 

E.  L.  MacQuiddy.  1944-Omaha 

Medico-Legal 

R.  W.  Fouts Omaha 

O.  R.  Platt North  Platte 

R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

Morris  Nielsen.  Ch. Blair 

D.  J.  Wilson Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publication 

B.  F.  Bailey,  Ch Lincoln 

A.  F.  Tyler Omaha 

W.  H.  Heine Fremont 


Councilor  Districts  and 
Counties  in  Each  District 

First  District : Councilor : G.  B.  Pot- 
ter. Omaha.  Counties,  Douglas, 
Sarpy. 

Second  District:  Councilor:  Roy  H. 
Whitham.  Lincoln.  Counties  : Lan- 
caster, Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  E.  L. 

Brush,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota.  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties : 
Burt.  Washington,  Dodge.  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  D.  D. 

King,  York.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York,  Ham- 
ilton. 

Seventh  District:  Councilor:  A.  A. 

Conrad,  Crete.  Counties : Saline, 
Clay,  Fillmore.  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor : W.  J. 

Douglas,  Atkinson.  Counties: 
Cherry.  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold,  St.  Paul.  Counties:  Hall, 
Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson.  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  H.  S.  An- 
drews, Minden.  Counties  : Gosper, 
Phelps,  Adams,  Furnas.  Harlan, 
Franklin,  Webster,  Kearney,  Red 
Willow,  Chase,  Hayes,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District : Councilor : Har- 
vey Clark,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  L. 
Cooper,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball,  Cheyenne,  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) L.  W.  Rork,  Hastings Herbert  Anderson.  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids F.  J.  McRae,  Albion 

Box  Butte  (12) John  McCoy,  Alliance George  J.  Hand,  Alliance 

Buffalo  (9) C.  B.  Edwards,  Kearney C.  B.  Hayes,  Kearney 

Burt  (5) isaiah  Lukens,  Tekamah H.  W.  Benson,  Oakland 

Butler  (6) J.  H.  Downing,  Rising  City O.  C.  Kreymborg,  Brainard 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  Geo.  J.  Hess,  Wayne G.  E.  Peters,  Randolph 

Cheyenne-Kimball-Deuel  (12)_D.  M.  Flett,  Kimball C.  B.  Dorwart,  Sidney 

Clay  (7) G.  W.  I.  Bard,  Sutton J.  O.  Latta,  Clay  Center 

Colfax  (5) W.  H.  Fritz,  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley J.  E.  Bowman,  Broken  Bow 

Dawson  (9) C.  C.  Pelikan,  Overton R.  S.  Wycoff,  Lexington 

Dodge  (5) H.  H.  Morrow,  Fremont A.  J.  Merrick,  Fremont 

Fillmore  (7) Paul  J.  Huber,  Exeter V".  V.  Smrha,  Milligan 

Franklin  (10) F.  L.  Baker.  Hildreth D.  S.  Rosenberg,  Franklin 

Four  County  (9) JF\  A.  Barta,  Ord John  N.  Round,  Ord 

Gage  (3) J.  R.  Moritz,  Beatrice A.  R.  Bryant,  Beatrice 

Garden-Keith-Perkins  (11) E.  A.  Harvey,  Ogallala H.  A.  Blackstone,  Lewellen 

Hall  (9) J.  G.  Woodin,  Grand  Island Howard  Royer,  Grand  Island 

Hamilton  (6) E.  A.  Steenberg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  O.  Bartlett,  Alma 

Holt  and  Northwest  (8) R.  E.  Kriz,  Lynch J.  P.  Brown,  O'Neill 

Howard  (9) P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) H.  E.  Potter,  Fairbury G.  W.  Ainlay,  Fairbury 

Johnson  (3) G.  J.  Rubelman,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) E.  S.  Wegner,  Lincoln E.  E.  Angle,  Lincoln 

Lincoln  (11) Edward  Stevenson,  North  Platte Harold  Walker,  North  Platte 

Madison-Six  (6) JH.  W.  Francis,  Bancroft W.  I.  Devers.  Pierce 

Merrick  (5) A.  D.  Brown,  Central  City A.  A.  Enos,  Central  City 

Nance  (5) K.  F.  McDermott,  Fullerton H.  E.  King,  Fullerton 

Nemaha  (3) F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) E.  C.  Sage,  Omaha _H.  M.  Jahr,  Omaha 

Otoe  (2) -D.  D.  Stonecypher,  Nebraska  City C.  R.  Williams,  Syracuse 

Pawnee  (3) Paul  J.  Flory,  Pawnee  City L.  D.  Harman,  Pawnee  City 

Phelps  (10) Robert  Best,  Holdrege H.  A.  McConahay,  Holdrege 

Platte  (5) R.  C.  Anderson,  Columbus E.  E.  Koebbe,  Columbus 

Polk  (6) Geo.  T.  Alliband,  Osceola W.  N.  Blome,  Stromsburg 

Richardson  (3) J.  M.  Greene.  Falls  City C.  L.  Hustead.  Falls  City 

Saline  (7) M.  A.  Mack,  Crete Rodney  K.  Johnson,  Friend 

Saunders  (6) Mason  E.  Lathrop,  Wahoo Frank  Tornholm,  Wahoo 

Scottsbluff  (12) G.  W.  Pugsley,  Bayard P.  Q.  Baker,  Scottsbluff 

Seward  (6) P.  A.  DeOgny,  Seward D.  M.  Alderson,  Milford 

Northwest  Nebraska  (8) R.  L.  Hook,  Rushville M.  F.  Anderson,  Hay  Springs 

Southwest  Nebraska  (10) B.  I.  Mills,  Maywood D.  H.  Morgan,  McCook 

Thayer  (7) H.  W.  Saylor,  Bruning Rudolph  F.  Decker,  Byron 

Washington  (5) R.  R.  Donley,  Blair Morris  Nielsen,  Blair 

Webster  (10 J.  W.  Stockman,  Red  Cloud S.  H.  O'Neill,  Blue  Hill 

York  (6) B.  N.  Greenberg,  York R.  E.  Karrer,  York 
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CALORIE  COMPUTATIONS 


S.  M.  A.  is  easy  to  prepare.  Simply  dilute  accord- 
ing to  directions  (furnished  to  physicians),  adjust 
to  proper  temperature  and  feed. 

It  is  not  necessary  to  modify  S.  M.  A.  for  the  same 
reason  that  it  is  unnecessary  to  modify  breast  milk. 

S.  M.  A.  is  economical  and  easy  to  prepare. 


NORMAL  INFANTS  RELISH  S.  M.  A.  — DIGEST  IT  EASILT  AND  THRIVE  ON  IT 

S.  M.  A.  is  a food  for  infants — derived  from  altogether  forming  an  antirachitic  food.  When 

tuberculin-tested  cow’s  milk,  the  fat  of  which  is  diluted  according  to  directions,  it  is  essentially 

replaced  by  animal  and  vegetable  fats  including  •BfflSSP  similar  to  human  milk  in  percentages  of  pro- 

biologically  tested  cod  liver  oil;  with  the  addi-  tein,  fat,  carbohydrate  and  ash,  in  chemical 

tion  of  milk  sugar  and  potassium  chloride;  constants  of  the  fat  and  in  physical  properties. 

S.  M.  A.  CORPORATION  • 8100  MCCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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SOCIETIES 

(Continued  from  page  79) 

“Inhalation  Therapy,”  with  especial  reference  to 
oxygen  and  helium  in  the  treatment  of  various  chest 
conditions,  particularly  pneumonia  coronary  dis- 
ease, angina  pectoris,  cardiac  failure,  shock,  post- 
operative complications,  intractable  asthma,  emphy- 
sema, and  bronchiectasis,  by  Wayne  M.  Hull,  M.  D., 
F.  S.  C.  P.,  associate  at  Balyeat  Hay  Fever  and  Asth- 
ma Clinic,  Oklahoma  City,  Oklahoma. 

“Rheumatic  Heart  Disease,”  by  Frederick  W.  Nie- 
haus,  M.  D.,  F.  A.  C.  P.,  associate  of  medicine,  Col- 
lege of  Medicine,  University  of  Nebraska;  charge  of 
the  Heart  Clinic,  University  of  Nebraska. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  B.  Charles  Pease  announces  the  opening  of  his 
office  in  Falls  City. 

Dr.  R.  Allyn  Moser,  Omaha,  spent  the  Christmas 
holidays  at  Los  Angeles. 

Dr.  and  Mrs.  John  J.  Freymann,  Omaha,  toured 
the  south  early  in  January. 

Dr.  and  Mrs.  John  R.  Nilsson,  Omaha,  spent  a few 
weeks  in  California  during  December. 


Dr.  Olga  Stastny,  Omaha,  visited  her  brothers  in 
Portland,  Oregon,  during  the  holidays. 

Dr.  and  Mrs.  J.  Marshall  Neely,  Lincoln,  spent  a 
few  days  at  Atlanta,  Ga.,  during  December. 

Dr.  L.  S.  Campbell  of  Mitchell,  has  purchased  the 
practice  of  the  late  Dr.  J.  A.  Phipps,  at  Scottsbluff. 

Dr.  E.  E.  Pate  of  the  Norfolk  state  hospital  was 
injured  when  his  car  collided  with  a taxicab  in  Oma- 
ha. 

Dr.  and  Mrs.  Henry  J.  Lenhoff,  Jr.,  spent  New 
Year’s  with  Dr.  and  Mrs.  H.  J.  Lenhoff,  Sr.,  at  Lin- 
coln. 

Dr.  and  Mrs.  Arthur  C.  Johnson  of  Omaha  spent 
Christmas  with  Dr.  Johnson’s  parents  in  Minne- 
apolis. 

Dr.  Charles  W.  McLaughlin,  Jr.,  announces  the 
opening  of  his  office  at  708  Medical  Arts  Bldg., 
Omaha. 

Dr.  John  Fochtman  left  Cozad  in  December  for 
New  York  City,  where  he  will  spend  the  next  eight- 
een months. 

Dr.  and  Mrs.  R.  G.  Henderson,  Falls  City,  left 
the  first  of  the  year  for  St.  Petersburg,  Fla.  They 
will  be  gone  two  months. 

Dr.  and  Mrs.  A.  B.  Rosenau  have  returned  to  Hast- 
ings from  Rochester,  Minn. 

Dr.  A.  L.  Cooper  of  Scottsbluff  has  purchased  a 
Rearwin  airplane.  The  plane  has  a cruising  speed 
of  between  115  and  125  miles  per  hour. 

Dr.  Clifford  P.  Fall,  Beatrice,  suffered  severe 
bruises  and  broken  ribs  when  his  car  crashed  into  a 
power  pole  near  his  home. 

Dr.  G.  L.  Sandritter  addressed  the  Norfolk  branch 
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EFFECTIVENESS  in  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

•“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,"  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 
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of  the  American  Association  of  University  Women 
on  “Problems  of  Mental  Illness,”  on  January  4. 

Dr.  and  Mrs.  Paul  Stappenbeck  have  returned  to 
Brock  after  a six  months’  trip  abroad.  The  doctor 
took  special  work  in  medicine  at  the  University  of 
Berlin. 

Dr.  Ellis  Baker,  formerly  of  Gillette,  Wyo.,  has 
moved  to  Scottsbluff,  where  he  will  be  associated 
with  his  brother  Dr.  Paul  Baker,  and  Dr.  E.  J. 
Mitchell. 

Dr.  R.  B.  Adams,  director  of  health  in  the  Lincoln 
schools,  recently  addressed  the  public,  at  the 
Y.  M.  C.  A.  His  subject  was  “School,  Physical  and 
Health  Education.” 

Dr.  and  Mrs.  R.  C.  Gramlich  of  David  City  spent 
two  weeks  in  New  York  during  December,  visiting 
their  son,  Dr.  John  B.  Gramlich,  who  is  interning  at 
St.  Luke’s  hospital. 

Dr.  M.  A.  Wood,  who  has  been  on  the  staff  of  the 
University  Hospital  of  Iowa,  Iowa  City,  is  now  as- 
sociated with  the  Lincoln  Clinic  as  eye,  ear,  nose 
and  throat  specialist. 

Dr.  and  Mrs.  E.  I.  Whitehead  of  Alliance  suf- 
fered injuries  when  their  car  collided  head-on  with  a 
truck  near  Bridgeport  on  December  23.  They  were 
taken  to  a hospital  at  Dalton. 

Dr.  A.  H.  Fechner,  superintendent  of  the  Lincoln 
State  hospital,  has  recently  returned  from  New 
York  City,  having  taken  a ten-weeks’  post-graduate 
course  at  the  Columbia  Presbyterian  Medical  Cen- 
ter. 
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CLASSIFIED  AD 

WANTED — Eye,  ear,  nose  and  throat  posi- 
tion or  location.  P.  0.  Box  252,  Sioux  City,  la. 


PARALYSIS  FROM  MUSCULAR  COMPRESSION 
MAY  NOT  BE  EVIDENT  IMMEDIATELY 

A single  muscular  compression  may  result  in 
paralysis  of  an  outer  nerve  but  such  paralysis  may 
not  become  evident  until  hours,  days  or  weeks  after 
the  injury,  J.  M.  Nielsen,  M.  D.,  Los  Angeles,  points 
out  in  The  Journal  of  the  American  Medical  Asso- 
ciation for  Nov.  11. 

The  delay  is  attributed  to  the  fact  that  although 
the  nerve  may  have  escaped  injury  at  the  time  of 
the  muscular  contraction,  later  changes  in  the  area 
of  the  compression  may  constrict  it. 
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OBSTETRICS — Two  Weeks  Course  April  8,  1940. 
Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Course  start- 
ing April  8,  1940.  Informal  Course  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Course  start- 
ing April  22,  1940.  Informal  Course  every 
week. 
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Observation  From  14/2  to  5 Years  Following  Anterior  Pituitary-like 
Sex  Hormone  (Antuitrin-S)  Therapy" 

R.  L.  SCHAEFER,  M.  D.,  and  D.  K.  KITCHEN,  M.  D. 

Detroit,  Michigan 


It  is  of  outstanding  import  that  the  volum- 
inous amount  of  published  material  which 
has  accumulated  to  date  tends  to  establish 
the  effectiveness  of  the  anterior  pituitary- 
like  hormone  as  a gonad  maturing  factor  in 
an  appreciable  percentage  of  patients  who 
present  a dysfunction  in  which  gonadal  im- 
maturity is  due  to  hypopituitarism. 

As  with  the  introduction  of  any  hormone 
in  endocrine  medicine,  the  question  has  arisen 
as  to  the  possibility  of  untoward  effects 
from  an  overdosage  of  the  anterior  pituitary- 
like  sex  hormone.  Several  writers  have  sug- 
gested, on  an  apparently  unfounded  basis, 
the  possibility  of  this  hormone  producing 
gonadal  degeneration,  particularly  follicular 
cysts.  This  would  seem  to  be  flattering  to 
the  urinary  gonadotrope  for,  as  is  well 
known,  this  factor  contains  rather  small  fol- 
licle-stimulating potentialities.  Considering 
the  enormous  amount  of  this  hormone  car- 
ried by  the  average  uncomplicated  pregnant 
individual  for  ten  lunar  months,  it  would 
seem  that  devastating  effects  to  the  gonads 
or  other  possible  deleterious  end  results 
would  be  indeed  remote.  The  possibility  of 
inducing  epiphyseal  closure  is  routinely  men- 
tioned in  considerations  of  gonadotropic 
therapy.  This  is  based  on  the  finding  of 
early  epiphyseal  closure  in  the  hypergenital 
and  late  closure  in  the  hypogonadal  indivi- 
dual. Bone  age  studies  should  be  done  rou- 
tinely at  intervals  to  obviate  the  possibility 
of  precocious  adolescence,  early  epiphyseal 
closure,  and  the  preclusion  of  further  growth 
in  height. 

•Read  before  Annual  Assembly.  Nebraska  State  Medical  As- 
sociation. Grand  Island.  May.  1939. 


Browne  and  Venning' and  Evans' 2)  have 
greatly  clarified  the  question  of  the  concen- 
tration of  the  anterior  pituitary-like  sex  hor- 
mone in  pregnancy  urine.  The  existence  of 
from  100,000  R.  U.  upward  toward  1,000,000 
rat  units  (vaginal  estrus)  per  liter  of  urine 
occurring  at  the  peak  during  the  first  tri- 
mester would  tend,  theoretically  at  least,  to 
discredit  the  assumption  that  the  adminis- 
tration of  this  hormone  is  attendant  with 
gonadal  destruction.  If  such  were  true,  per- 
haps the  majority  of  pregnant  individuals 
would  suffer  ovarian  destruction. 

From  a careful  study  of  this  series,  it  is 
felt  very  strongly  that  the  only  effect  of  the 
anterior  pituitary-like  sex  hormone  on  the 
gonads  is  one  concerned  with  maturation  and 
that  the  paramount  problem  is  adequacy  of 
dosage  rather  than  the  possibility  of  a de- 
generative effect. 

On  the  basis  of  experimental  evidence  it 
is  readily  shown  that  this  hormone  repre- 
sents a gonad  maturing  principle,  and  it  is  on 
the  basis  of  this  concept  that  therapy  was 
instituted  in  this  series.  The  hypothesis  for 
the  usage  of  this  hormone  clinically  was  sug- 
gested some  years  ago  by  E.  A.  Sharp(3>,  and 
recently  Schaefer,  Sharp  and  Lammy(4)  have 
offered  clinical  evidence  for  the  specific  ef- 
fectiveness of  this  hormone  in  states  con- 
sidered by  them  to  represent  gonadal  im- 
maturity due  to  pituitary  failure. 

The  anterior  pituitary-like  sex  hormone 
used  in  this  series  was  “Antuitrin-S,”  an 
aqueous  solution  containing  100  rat  units  per 
cc.  The  rat  units  used  in  the  standardization 
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of  this  preparation  is  one  that  has  as  its  end 
point  the  formation  of  corpora  lutea  rather 
than  the  production  of  vaginal  estrus.  This 
we  consider  of  importance  in  considering  the 
total  amount  of  active  substance  adminis- 
tered to  any  given  case,  as  in  many  instances 
the  rapidity  of  gonadal  development  is  di- 
rectly proportionate  to  the  amount  of  the  an- 
terior pituitary-like  sex  hormone  given. 

Included  in  the  study  are  the  following 
cases:  adiposogenital  pituitarism  (A.G.P.) 
with  genital  hypoplasia,  6;  adiposogenital 
pituitarism  with  genital  hypoplasia  and  cryp- 
torchidism, 8;  genital  hypoplasia  with  hypo- 


one  of  the  commonest  clinical  conditions  met 
with  in  endocrine  medicine.  The  diagnosis  is 
simple,  indeed.  The  male  patient  is  charac- 
terized by  the  abnormal  girdle  localization  of 
adiposity  together  with  hypoplasia  of  the  ex- 
ternal genitalia  with  or  without  cryptorchid- 
ism. The  female  displays  the  same  adipo- 
sity, but  frequently  abnormal  gonadal  func- 
tion can  be  determined  only  when  and  if 
there  are  alterations  in  the  menstrual  flow, 
by  delay  in  the  development  of  the  usual  fe- 
male secondary  sex  characteristics,  or  by  pel- 
vic or  rectal  examination  to  determine  the 
size  of  the  ovaries,  uterus  and  adnexa.  Such 


Fig.  1.  Adiposogenital  pituitarism.  Age  9 yr.  4 mo.  Left,  before  treatment.  Right.  10  weeks  later  after  treat- 
ment consisting  of  1500  units  Antuitrin-S  weekly  for  6 weeks,  low  caloric  diet  and  desiccated  thyroid  to  tolerance. 
There  was  a marked  change  in  facies.  Genitalia,  which  were  moderately  hypoplastic,  have  assumed  normal  size. 


thyroidism,  1 ; adiposogenital  pituitarism 
with  metrorrhagia,  3;  hypogonadism  with 
metrorrhagia,  1 ; metrorrhagia  with  hypo- 
thyroidism, 1 ; adiposogenital  pituitarism 
with  amenorrhea,  4 ; adiposogenital  pituitar- 
ism with  polymenorrhea,  1 ; hypogonadism 
with  delayed  adolescence,  1. 

It  is  interesting  to  note  from  the  above 
groups  of  cases  that  all  except  four  were 
classified  as  adiposogenital  pituitarism 
(Frohlich’s  syndrome).  Their  sexual  im- 
maturity, we  believe,  resulted  from  primary 
pituitary  failure  with  consequent  lack  of  de- 
velopment of  the  gonadal  apparatus.  This  is 


an  examination,  however,  is  frequently  un- 
satisfactory. Hysterography  with  lipiodol, 
or  some  other  such  material,  can  be  utilized, 
but  this  is  a heroic  diagnostic  procedure  in 
the  average  young  female.  It  is  our  opinion 
that  the  female  presenting  this  type  of  syn- 
drome should  be  classified  as  a true  adiposo- 
venital  pituitarism  and  treated  for  a period 
of  three  to  six  months  with  the  maturing 
factor  in  order  to  insure  proper  maturation 
of  the  ovaries.  Contrary  to  the  generally 
accepted  idea  that  these  youngsters  are 
dwarfed,  they  rarely  show  any  disturbance 
insofar  as  statural  growth  is  concerned. 
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Pa- 

tient 

Age 

Diagnosis 

Dosage 

Result 

Present  Status 

Time 

Observed 

R.  E. 

12  yr. 
8 mo. 

A.  G.  P. 

Genital  hypoplasia 

3,200  R.U. 
in  1 mo. 

Increase  in  size  of  testicles. 
Slight  penile  growth. 

Normal  growth  maintained 
after  l]/j  y^ars. 

1%  yr. 

15.  P. 

13  yr. 

A.  G.  P. 

Genital  hypoplasia 

4.800  R.U. 
in  6 wk. 

Definite  genital  growth  to 
normal. 

Maintained  after  1%  years. 

1 V>  yr. 

W.  L. 

10  yr. 
2 mo. 

A.  G.  P. 

Genital  hypoplasia 

9,600  R.U. 
in  6 wk. 

Penis  doubled  in  size. 
Slight  testicular  increase. 

Normal  size  of  genitalia 
maintained. 

1 ’/>  yr. 

W.  M. 

12  yr. 
6 mo. 

A.  G.  P. 

Genital  hypoplasia 

4,700  R.U. 
in  5 wk. 

Increase  of  size  of 
genitalia. 

Maintained  with  normally 
occurring  adolescence. 

3 yr. 

H.  F. 

11  yr. 
8 mo. 

A.  G.  P. 

Genital  hypoplasia 

14,400  R.U. 
in  6 mo. 

Increase  in  size  of 
genitalia  to  normal. 

Maintained  with  normal 
completion  of  adolescence. 

4 Vi  yr- 

J.  M. 

11  yr. 

A.  G.  P. 

Genital  hypoplasia 

2.900  R.U. 
in  5 mo. 

Only  slight  increase  in 
genital  size.  Higher  dosage 
advised. 

Normal  result  at  end  of  2 
years. 

2 yr. 

J.  H. 

9 yr. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

24,000  R.  U. 
in  6 wk. 

Descent  of  both  testicles. 
Increase  in  size  of  penis 
and  scrotum. 

Normal  growth  maintained 

2 yr. 

W.  F 

11  yr. 
7 mo. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

9,600  R.U. 
in  3 mo. 

One  testicle  descended  in  3 
mo.  ; the  other  after  2 yr. 

Genital  and  scrotal  growth 
maintained.  Normally  oc- 
curring adolescence. 

3 yr. 

R.  R. 

10  yr. 
4 mo. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

12,800  R.U. 
in  4 mo. 

Both  testicles  descended. 
Marked  genital  growth  to 
normal. 

Maintained  after  2 yr. 

2 yr. 

E.  S. 

9 yr. 
5 mo. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

13,700  R.U. 
in  6 mo. 

Full  descent  of  both  testi- 
cles and  increase  in  size 
of  genitalia. 

Normal  growth  of  genitalia 
maintained. 

2 yr. 
2 mo. 

J.  McG 

11  yr. 

A.  G.  P.  Genital  hypopla- 
sia. Testicles  almost  com- 
pletely atrophic.  Partial 
cryptorchidism.  Epilepsy 

averaging  a series  of  seiz- 
ures every  3 mo. 

11,200  R.U. 
in  5 mo. 

Marked  increase  in  size  of 
testicles.  Increase  in  size 
of  penis.  No  seizures  in  21 
mo. 

Normal  growth  maintained 
after  2 years. 

2 yr. 

C.  H. 

9 yr. 
7 mo. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

3,600  R.U. 
in  6 wk. 

Increase  in  size  of  penis. 
Incomplete  descent. 

Maintained  after  l1/*  yr*  To 
receive  further  Rx. 

V/>  yr. 

T.  C. 

8 yr. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

7,200  R.U. 
in  5 mo. 

Descent  of  both  testicles 
after  1 mo.  Slight 
genital  growth. 

Descent  and  normal  growth 
maintained. 

2 yr. 

C.  S. 

7 yr. 
11  mo. 

A.  G.  P.  Genital  hypopla- 
sia. Cryptorchidism 
(bilateral) 

6,000  R.U. 

2 mo.  before 
surgery 

Failure  of  descent 

12,200  R.U. 
in  2 mo. 
after  surg. 
to  one  side 

Entire  genitalia  tripled  in 
size.  Other  testicle  then 
operated  on. 

Normal  growth  of 
genitalia  maintained. 

2%  yr. 

J.  G. 

14  yr. 
11  mo. 

Genital  hypoplasia. 
Hypothyroidism. 

14,400  R.U. 
in  6 mo. 

Increase  in  size  of  genitalia 

Normal  genital  develop- 
ment. Completion  of 
adolescence. 

5 yr. 

E.  J. 

22  yr. 
4 mo. 

A.  G.  P.  Metrorrhagia. 
Hypertension. 

25.500  R.U. 
in  1 yr. 

No  marked  menstrual 
change  for  8 mo.  Blood 
pressure  down  to  normal  in 
3 mo.  Normal  rhythm 
after  8 mo. 

Maintained  normal  rhythm 
after  8 mo.  and  normal 
blood  pressure. 

4 yr. 

J.  B. 

15  yr. 

A.  G.  P.  Metrorrhagia. 

2,700  R.U. 
in  2 mo. 

Normal  6-day  period  after 
1 mo. 

Normal  28-day  rhythm,  6- 
day  period  maintained. 

2 yr. 

D.  C. 

15  yr. 

A.  G.  P.  Metrorrhagia. 

21,000  R.U. 
in  8 mo. 

Cessation  of  49-day  flow 
after  12,000  R.U.  in  3 days. 
Recurrence  after  7th  nor- 
mal period.  Therapy  only 
sporadic.  Intensive  therapy 
again  instituted. 

Rhythm  maintained  for  2 
years. 

2 yr. 
7 mo. 

M.  E. 

24  yr. 

Hypogonadism. 

Metrorrhagia. 

7,200  R.U. 
in  3 mo. 

Normal  rhythm  after  3 mo. 

Maintained  after  4 yr. 

4 yr. 

B.  B. 

15  yr. 

Severe  Metrorrhagia. 
Hypothyroidism. 

1,400  R.U. 
in  4 days 

6 wk.  bleeding  ceased  ; nor- 
mal period  4 wk.  later 

Normal  rhythm  maintained. 

5 yr. 

81,800  R.U. 
in  2 yr. 

Occasional  prolonged  period 
for  1st  yr. 

K.  S. 

32  yr. 

Adult  A.  G.  P. 
Amenorrhea. 

6,000  R.U. 
in  14  mo. 

Average  of  10  periods  a yr. 

Maintained  after  4 yr. 

4 yr. 

M.  M. 

27  yr. 

Adult  A.  G.  P. 
Amenorrhea  for  3 yr. 

10,800  R.U. 
in  3 mo. 

Followed  by  5 normal 
periods. 

Average  of  6 periods  per 
yr.  for  21/*  yr • 

2 yr. 
9 mo. 

K.  S. 

22  yr. 

Adult  A.  G.  P.  Amenorrhea 
3 to  14  mo. 

6,000  R.U. 
in  10  wk. 

11  periods  in  next  12  mo. 

Has  averaged  10  periods 
per  yr.  for  4 yr. 

4 yr. 

B.  M. 

15  yr. 

A.  G.  P.  Amenorrhea  up  to 
3 mo. 

12,500  R.U. 
over  3 yr. 

Normal  rhythm  after  3 mo. 

Normal  rhythm  maintained. 

3 yr. 

M.  M. 

15  yr. 
4 mo. 

A.  G.  P.  Polymenorrhea. 

10,000  R.U. 
in  5 mo. 

25-day  rhythm  established 
after  2nd  mo. 

Rhythm  and  normal  amount 
maintained  for  1 % yr. 

. IVi  yr. 

V.  McD 

16  yr. 
3 mo. 

Hypogonadism  Eunuchoidal 
development.  No  signs  of 
adolescence.  No  develop- 

ment of  secondary  sex 
characteristics. 

5.800  R.U. 
in  6 wk. 

Periods  initiated  1 yr.  after 
cessation  of  treatment.  Nor- 
mal development  secondary 
sex  characteristics. 

Periods  normal  in  amount ; 
4 to  6 wk.  interval. 

3 yr. 
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Nebr.  S.  M.  Jour. 
March,  1940 


In  our  experience  over  90  per  cent  re- 
veal normal  or  increased  measurements 
for  age.  In  this  type  of  patient  we 
feel  that  the  medicament  employed  can  be 
classified  as  a specific  if  adequately  admin- 
istered. In  the  other  endocrinopathic  states 
displaying  genital  hypoplasia,  cryptorchidism 
or  menstrual  aberration  results  are  less 
striking  although  it  is  advisable  to  treat 
them,  also,  in  the  same  manner  for  a short 
period  of  time  to  determine  whether  or  not 
there  may  be  a masked  form  of  pituitary  fail- 
ure. 

The  only  instances  of  untoward  effects 
from  this  hormone  noted  were  occasional 
local  redness  and  swelling  at  the  site  of  in- 
jection and  rare  systematic,  foreign  protein- 
like reactions  with  fever,  malaise,  body  ach- 
ing and  chills.  The  patient  or  the  parents 
should  be  advised  of  the  possibilities  of  such 
reactions  thereby  obviating  any  concern 
should  they  occur.  These  reactions  are  no 
indication,  however,  for  interruption  of 
treatment.  The  majority  of  these  patients 
have  been  quite  cooperative,  enabling  criti- 
cal observations  over  a period  of  years  in 
most  instances. 

The  value  of  the  recognition  and  treatment 
of  nonendocrine  factors  is  of  utmost  import- 
ance. In  this  series  such  measures  for  gen- 
eral support  and  specific  medication  were 
carried  out  as  they  arose  or  were  present. 
Subjunctive  endocrine  therapy  was  also  em- 
ployed where  indicated.  It  is  thoroughly 
recognized  that  the  vast  majority  of  pa- 
tients presenting  gonadal  immaturity  also 
present  other  glandular  dysfunctions,  parti- 
cularly subthyroidism  of  varying  degrees. 
Most  of  these  patients  received  thyroid  desic- 
cated. The  importance  of  the  substitution 
of  Theelin  and  Progestin  where  indicated  is 
recognized,  and  it  is  felt  that  such  therapy 
greatly  enhances  our  end  results,  particular- 
ly in  those  patients  having  menstrual  de- 
rangement. 

DISCUSSION 

An  attempt  is  made  in  the  study  of  this 
series  to  evaluate  the  end  results  over  a 
period  of  years  following  the  adjustment  or 
alleviation  of  the  original  dyscrinism  and  also 
to  note  any  untoward  effects  that  might  pos- 
sibly be  produced.  It  is  hoped  that  salient 
fundamentals  may  be  set  forth  that  will  be 
of  some  value  in  rationalizing  intensity  of 
treatment  as  well  as  suggesting  individual- 
ized dosage  levels  as  far  as  the  anterior  pitui- 
tary-like sex  hormone  is  concerned.  It  is  also 


hoped  that  some  of  the  fear  voiced  occasion- 
ally in  the  clinical  field  might  be  dispelled. 

Of  paramount  importance  is  the  value  of 
early  diagnosis  and  therapy.  It  would  seem 
unfortunate  that  patients  are  still  being  ad- 
vised to  defer  treatment  until  an  older  age 
level  is  reached.  Theoretically  one  might 
conclude  that  to  allow  a continued  lapse  of 
time  without  therapy  to  patients  who  are  ob- 
viously gonadally  immature  does  nothing 
more  than  to  continue  to  deprive  that  indi- 
vidual of  a maturing  factor  that  was  perhaps 
very  inadequate  in  utero  or  in  the  earlier 
years  of  life. 

The  value  of  blood  and  urine  assay  meth- 
ods for  the  determination  of  the  anterior 
lobe  gonadotrope  in  the  nonpregnant  has 
been  little  for  diagnostic  purposes  except  in 
a positive  or  negative  sense.  Fluhmann(5) 
reported  prolan  assays  on  several  cases  of 
amenorrhea  of  long  standing.  These  cases 
showed  an  increase  in  urinary  prolan  which 
was  considered  to  be  evidence  of  nonfunction- 
ing ovaries.  Frank,  et  al(6)  reported  10  cases 
of  amenorrhea,  4 of  whom  showed  high  and 
continuous  gonadotropic  excretion  and  6 of 
whom  showed  an  absence  of  the  gonadotropic 
factor  in  the  urine.  Of  greater  value  at  the 
present  time  is  the  careful  consideration  of 
the  history  and  physical  findings  summar- 
ized above  as  a method  of  diagnosing  gonadal 
immaturity  due  to  pituitary  failure,  although 
a full  discussion  of  endocrine  types  is  not  the 
purpose  of  this  report. 

We  are  desirous  of  stressing  the  import- 
ance of  instituting  therapy  zvhoi  the  diag- 
nosis of  gonadal  immaturity  is  made.  This 
statement  is  made  despite  the  knowledge  that 
in  some  instances  the  gonadally  immature 
patient  will  adjust  physiologically.  It  is  a 
notable  fact  that  the  gonadal  response  is 
much  more  marked  in  the  majority  of  in- 
stances in  indirect  ratio  to  the  time  of  onset 
of  therapy. 

Of  profound  importance  in  the  attempt  to 
mature  the  gonads  is  the  amount  of  Antui- 
trin-S  administered.  The  principles  regard- 
ing dosage  of  this  hormone  differ  perhaps 
in  no  way  from  the  generalities  regarding 
dosage  in  ordinary  drug  therapy.  The  dos- 
age is  enough  only  when  it  produces  matur- 
ity comparable  with  the  age  of  the  patient. 
As  may  be  seen  in  the  tabulations,  the  initial 
dosage  of  Antuitrin-S  has  varied  widely  in 
this  sense.  In  the  average  genital  hypoplas- 
tic the  initial  dosage  is  usually  conventional 
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or  an  amount  of  hormone  of  proven  effec- 
tiveness in  a certain  percentage  of  cases. 
Arbitrarily  one  might  begin  with  from  500 
to  1000  rat  unit  per  week.  Negative  results 
as  regards  beginning  genital  development 
over  a period  of  two  or  three  weeks  is  a man- 
ifest indication  for  the  dosage  to  be  doubled 
and  observations  continued  for  a further  two 
or  three  weeks’  interval.  A similar  double 
dosage  level  should  be  employed  at  such  in- 
tervals until  development  is  apparent.  In 
general,  such  a rule  should  be  observed  also 
in  the  meno-metrorrhagic  individual.  Ther- 
apy should  be  continued  in  this  type  of  dys- 
function over  such  a period  of  time  until  at 
least  four  to  six  completely  rhythmic  cycles 
have  occurred.  The  common  fallacy  is  to 
discontinue  Antuitrin-S  after  the  flow  has 
been  controlled  and  wait  for  an  observation 
of  the  ensuing  period.  Undoubtedly  gonadal 
maturity  cannot  be  effected  in  a few  days’  or 
a few  weeks’  time.  Quite  likely  in  the  ma- 
jority of  instances,  at  least  several  months’ 
therapy  is  required.  It  would  seem  from  this 
series  that  if  anterior  pituitary-like  sex  ther- 
apy is  employed  in  adequate  amounts  over  an 
adequate  period  of  time  to  effect  maturity, 
the  incidence  of  recurrence  is  indeed  small, 
and  that  if  the  hormone  is  administered  in 
adequate  dosages  over  inadequate  periods  of 
time,  one  might  reasonably  expect  a return 
of  the  dysfunction. 

A typical  example  of  recurrence  due  to  in- 
adequate therapy  may  be  seen  in  the  case  of 
D.  C.,  aged  15  years,  presenting  a severe 
hyperplastic  metrorrhagia  of  49  days’  dura- 
tion. Bleeding  stopped  at  the  end  of  the 
third  day  after  the  administration  of  12,000 


rat  units  of  Antuitrin-S.  Treatment  was 
sporadic  only  after  this  time  due  to  failure  of 
the  patient  to  cooperate.  Seven  normal 
rhythmic  periods  followed  this  point  in  ther- 
apy when  bleeding  recurred.  Intensive  ther- 
apy was  again  instituted  and  carried  out 
over  several  months’  time.  The  metrorrha- 
gia has  not  returned  after  two  years’  obser- 
vation. 

CONCLUSIONS 

1.  The  anterior  pituitary-like  sex  hormone 
is  a maturing  factor  of  the  gonads. 

2.  Gonadal  immaturity  due  to  hypopitui- 
tarism is  a manifest  indication  for  anterior 
pituitary-like  sex  hormone  therapy. 

3.  Proper  therapeutic  results  are  attained 
only  when  the  dosage  is  adequate  and  ther- 
apy is  continued  over  a sufficient  length  of 
time. 

4.  Observations  from  U/2  to  5 years  fol- 
lowing alleviation  of  this  type  of  dysfunction 
indicated  the  soundness  and  rationale  of  this 
type  of  therapy. 
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The  Health  Department  of  The  Panama  Canal  is 
in  need  of  physicians  for  outpatient  dispensary  work. 
The  pay  is  $333.33  per  month,  without  quarters  or 
subsistence.  We  desire  young  men,  preferably  with- 
out families.  The  jobs  are  temporary,  but  some  may 
later  be  permanent.  Men  who  have  finished  their 
two  years’  interneships  or  residencies,  and  have  had 
a year  or  so  of  practice  are  preferred.  Free  trans- 
portation is  furnished  from  New  York,  and  salary 
starts  on  the  day  of  sailing. 


These  are  Civil  Service  positions,  but  due  to  the 
difficulty  we  are  having  in  obtaining  physicians 
from  the  Civil  Service  registers,  we  are  endeavor- 
ing to  get  authority  to  appoint  men  for  six  months 
without  examination — examination  to  be  given  later 
if  the  position  is  to  be  made  permanent. 

The  candidates  may  address  their  letters  to  the 
Director  of  Personnel,  Balboa  Heights,  C.  Z.  Ad- 
ditional information  on  these  positions  may  be  se- 
cured from  Col.  David  C.  Hilton,  116  North  11th  St., 
Lincoln,  Nebr. 
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Brief  Analysis  of  Maternal  Mortality 
in  Nebraska 

1928  - 1937 
R.  H.  LODER,  M.  D. 

Director  Division  of  Maternal  and  Child  Health 
(State)  Department  of  Health 


FOREWORD 

Statistical  material  presented  in  figures 
alone  is  often  disinteresting  to  the  health 
worker  and  requires  hours  of  careful  concen- 
tration for  proper  evaluation  of  material  so 
presented.  For  this  reason  the  Division  of 
Maternal  and  Child  Health  of  the  Nebraska 
(State)  Health  Department  has  gradually 
gathered  material  together  on  important 
vital  facts  relating  to  mother  and  child 
health,  particularly  as  it  affects  Nebraska. 

It  is  hoped  that  successive  presentations 
in  the  Nebraska  State  Medical  Journal  will 


ing  to,  and  actual  causes  of,  mother  deaths 
in  Nebraska  which  will  require  some  time 
to  complete.  But  merely  accepting  the  pres- 
ent deaths  with  the  recorded  cause  gives 
ample  opportunity  for  study. 

Maternal  mortality  in  Nebraska  from 
1928-1937,  averaged  1.31  deaths  or  a rate  of 
5.2  per  1,000  live  births,  moreover,  in  the 
latter  five  years,  117  deaths  or  a rate  of  4.9 
was  incident.  In  1937,  88  mothers  died  and 
the  number  for  1938  is  77. 

These  are  encouraging  figures,  yet  so  long 


Table  1 


NATALITY  STATISTICS 


Nebraska  1928-1937 

Deaths  Rate  Per  M 


Year 

Population 

Total 

Deaths 

Total 

Births 

Rate  Per  M 
Deaths  Births 

Mater- 

nal 

In- 

fant 

Still- 

Births 

Mat. 

Live  Births 
Inf.  S.  B. 

1928 

1,408,000 

13,662 

28,029 

9.7 

19.9 

161 

1,484 

893 

5.8 

52.9 

31.8 

1929 

1,420,000 

13,374 

26,591 

9.4 

18.7 

152 

1,374 

801 

5.7 

51.6 

30.1 

1930 

1,377,000 

13,280 

27,006 

9.6 

19.6 

146 

1,331 

748 

5.4 

49.2 

27.6 

1931 

1,384,000 

12,905 

26,610 

9.3 

19.2 

140 

1,298 

768 

5.3 

48.8 

28.9 

1932 

1,388,000 

12,293 

25,160 

9.3 

18.1 

127 

1,089 

696 

5.0 

43.2 

27.6 

1933 

1,392,000 

12,925 

24,187 

9.3 

17.4 

102 

1,190 

644 

4.2 

49.2 

26.6 

1934 

1,395,000 

13,372 

25,087 

9.6 

18.0 

137 

1,139 

644 

5.4 

45.1 

25.7 

1935 

_ _ 1,364,000 

13,179 

23,326 

9.7 

17.1 

134 

958 

648 

5.8 

41.1 

27.8 

1936 

1,364,000 

13,756 

23,799 

10.1 

17.4 

122 

1,053 

534 

5.1 

44.2 

22.4 

1937 

1,364,000 

13,200 

22,356 

9.7 

16.3 

88 

937 

520 

3.9 

42.1 

23.4 

10  Yr.  Ave.  ___  1,385,000 

13,228 

25,215 

9.6 

17.2 

131 

1,185 

689 

5.2 

47.0 

27.2 

1938 

1,364,000 

11,960 

22,402 

8.8 

16.4 

77 

808 

516 

3.4 

36.1 

23.0 

give 

such  material  in  a 

form  easily  analyzed 

as  one 

mother 

sacrifices  her 

life 

in  the 

re- 

and  put  at  the  disposal  of  physicians  perti-  production  function,  Nebraska  must  seek  a 


nent  facts  that  may  aid  in  combatting  the 
forces  attacking  the  lives  of  women  in  the 
childbearing  age  in  the  performance  of  their 
chief  function — MOTHERHOOD — as  well  as 
those  affecting  the  lives  of  our  children  from 
birth  to  advanced  youth. 

From  time  to  time,  new  material  will  be 
added  and  become  available,  sometimes  on 
new  subjects  of  Maternal  and  Child  Health 
or  communicable  diseases,  or  perhaps  change 
those  already  presented. 

The  source  of  material  in  these  reports 
comes  from  the  Vital  Statistics  Division 
(State)  Department  of  Health. 

Motherhood  is  the  highest  function  of 
womanhood  — knowledge  of  this  truism 
prompts  careful  study  of  factors  causing 
maternal  deaths.  There  at  present  is  being 


way  to  prevent  that  death. 

The  tables  and  charts  are  self-explanatory 
and  point  in  the  direction  of  greatest  attack 
to  solve  this  problem  in  our  state. 

The  accompanying  charts  show  the  trend 
in  Maternal  Mortality  in  Nebraska.  Division 
into  causes  shows  septicemia  still  in  the  fore- 
ground. The  chart  shows  a 10-year  average 
combined  with  two  5-year  average  columns. 

1.  Septicemia  decreased  (4  in  importance 
as  cause  of  maternal  deaths. 

2.  Puerperal  toxemias  (Albuminuria)  was 
decreased  only  slightly. 

3.  Maternal  deaths  due  to  abortions  in- 
creased almost  100%  during  the  past  5 years, 
1933-1937,  over  the  prior  5-year  period  in 
1928-1932.  Remaining  causes  are  almost 
purely  obstetrical  problems  in  reduction  and 
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Table  2 

CAUSES  OF  MATERNAL  DEATHS 
Nebraska  1928-1937 
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1928 

— 5.8 

161 

68 

34 

6 

16 

15 

10 

10 

2 

1929 

— 5.7 

152 

79 

22 

3 

14 

13 

6 

15 

0 

1930 

5.4 

146 

65 

31 

5 

19 

8 

8 

10 

1 

1931 

5.3 

140 

30 

26 

25 

20 

16 

15 

4 

3 

1932 

5.0 

127 

28 

28 

34 

6 

13 

10 

7 

1 

5 Yr. 

Ave. 

5.4 

145.2  54 

28 

14.5  15 

13 

9.8 

9 

1.4 

1933 

4.2 

102 

14 

22 

25 

15 

9 

8 

9 

0 

1934 

5.4 

137 

30 

31 

23 

17 

17 

11 

7 

1 

1935 

5.8 

134 

31 

23 

26 

12 

15 

9 

9 

1 

1936 

5.1 

122 

25 

31 

26 

10 

13 

8 

9 

0 

1937 

3.9 

88 

15 

14 

12 

18 

14 

6 

9 

0 

5 Yr. 

Ave. 

4.9 

117 

23 

24 

22.4  14.4  13.6 

8.4 

8.6 

0.4 

10  Yr 

Ave. 

* 5.2 

130.9  39 

26 

18.5  14.7  13.3 

9.1 

8.9 

0.9 

1938 

3.4 

77 

5 

14 

17 

14 

10 
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cause  only  a small  number  of  maternal  deaths 
in  Nebraska. 

During  the  year  1939  a careful  inquiry  has 
been  made  into  every  maternal  death  oc- 
curring in  Nebraska.  An  analysis  of  these 
reports  is  now  under  way  and  will  later  be 


available  for  study.  An  interesting  trend  is 
noted  in  that  for  1939,  toxemias  of  preg- 
nancy became  the  chief  cause  of  maternal 
deaths  and  septicemia  goes  into  the  back- 
ground as  of  secondary  importance.  Herein 
is  indicated  the  effectiveness  of  a close  co- 
operative effort  between  N.S.M.A.,  Oliver 
Wendell  Holmes  Committee,  MCH  Commit- 
tee, and  State  Department  of  Health  educa- 
tional programs  in  disseminating  informa- 
tion to  practitioners  that  will  aid  them  in  at- 
tacking the  causes  of  maternal  deaths.  Much 
credit  is  also  due  the  medical  profession  for 
applying  effective  obstetrical  practices  pre- 
sented in  refresher  lectures,  postgraduate 
courses  and  clinics  in  obstetrical  care  that 
will  aid  in  lowering  maternal  mortality.  How- 
ever, a word  of  caution  might  be  timely;  in 
rural  areas  of  Nebraska  as  shown  by  work 
done  in  demonstration  units  of  MCH  it  is 
found  that  mothers  are  reporting  not  earlier 


than  the  7th  and/or  8th  month  of  pregnancy 
for  their  care;  this  is  not  consistent  with 
good  prenatal  care.  Many  mothers  out  of 
the  approximate  twenty-two  and  one-half 
thousand  delivered  yearly  in  Nebraska  re- 
porting at  this  late  stage  of  pregnancy  will 
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be  found  to  have  disturbances  of  the  pre- 
natal period  that  add  greatly  to  maternal 
morbidity  and  mortality.  With  this  realiza- 
tion in  mind,  the  Division  of  MCH,  (State) 
Department  of  Health,  in  cooperation  with 
the  MCH  Comittee  which  has  so  ably  guided 


and  advised  in  the  past,  will  continue  a 
careful  investigation  into  each  maternal 
death  during  1940.  To  this  end  we  seek  the 
continued  interest  of  the  physicians  in 
promptly  filling  and  returning  maternal 
death  reports. 


IN  THIS  ISSUE 


MUCH  significance  is  attached  to  recent 
developments  in  sex  hormones.  The  Froeh- 
lich  syndrome  has  been  a puzzle  since  physi- 
cians began  to  reason.  An  interesting  dis- 
cussion of  this  complicated  syndrome  was 
presented  by  Dr.  R.  L.  Schaefer  of  Detroit 
at  the  last  annual  session  of  our  Association. 
His  paper  appears  on  page ...81 

MATERNAL  mortality  is  generally  con- 
sidered a problem  of  interest  not  only  to 
physicians  but  to  the  nation  as  a whole.  The 
situation  in  Nebraska  is  discussed  by  Dr. 
Loder  of  the  Maternal  and  Child  Welfare 
Division  of  our  State  Department  of  Health 
on  page . 86 

SULFANILAMIDE  and  its  derivatives 
have  practically  revolutionized  the  field  of 


chemotherapy.  The  nature  of  this  potent 
substance  was  discussed  in  a panel  of  the  fac- 
ulty of  the  University  of  Nebraska  Medical 
College.  The  Journal  is  indebted  to  the 
Chairman  of  the  Program  Committee  and  to 
the  physicians  participating  in  the  discussion 
for  making  this  interesting  subject  available 
in  this  issue,  on  page .89 

INTRACRANIAL  hemorrhage  of  the  new- 
born is  a condition  which  has  constituted  a 
serious  problem  to  all  interested  in  obstetrics 
and  pediatrics.  For  a long  time  every  infant 
suffering  from  intracranial  injury  at  birth 
was  considered  a product  of  dystocia  or  med- 
dlesome delivery.  Actually  it  may  be  the  re- 
sult of  apparently  normal  labor.  The  sub- 
ject is  discussed  by  Dr.  .Jahr  on  page 100 


THE  MINUTES  OF  THE  COUNCIL  MIDWINTER  SESSION 

START  ON  PAGE  110 


Panel  Discussion  on  Sulfanilamide 
and  Its  Derivatives* 

4 

Panel  Members:  Dr.  Lynn  T.  Hall  (Leader),  Dr.  M.  F.  Gunderson, 
Miss  Helen  Wyandt,  Dr.  Edwin  Davis,  Dr.  Wm.  H.  Stokes, 

Dr.  David  Findley,  and  Dr.  Delbert  Judd. 

Discussions  by  Dr.  A.  E.  Bennett,  Dr.  Olin  J.  Cameron,  Dr.  J.  A. 
Henske,  Dr.  J.  Dewey  Bisgard,  and  Dr.  H.  B.  Hunt. 


INTRODUCTORY  REMARKS  BY 
DR.  LYNN  T.  HALL 

The  advent  of  sulfanilamide  and  its  de- 
rivatives to  the  field  of  therapy  has  cap- 
tured the  interest  of  physicians  throughout 
the  world.  I think  it  is  of  interest  to  note 
that  since  the  contribution  of  Ehrlich  and 
the  synthesis  of  Salvarsan,  25  years  have 
elapsed.  This  drug  was  effective  against  the 
spirochetes  only.  Many  antiseptics  have  been 
brought  forward  in  the  interim  with  alleged 
properties  and  advantages.  None,  however, 
have  survived  the  tests  of  modern  research. 
With  the  announcement  of  the  uses  of  sul- 
fanilamide against  bacteria  and  its  wide- 
spread application  to  the  entire  field  of  medi- 
cine, we  are  witnessing  on  all  sides,  I think, 
the  beginning  of  a new  era  in  antisepsis. 
The  drug  was  discovered  by  Domagk  in  1908 
and  was  used  in  industry  as  a dye.  The  first 
reports  noting  use  of  the  drug  in  medicine 
appeared  in  1935.  Since  that  time  a volumi- 
nous literature  has  accumulated  indicating 
its  favorable  action  against  many  bacterial 
diseases.  The  drug  para-amino-benzene-sul- 
fonamide  has  been  given  the  name  “sulfanil- 
amide” by  the  Council  of  Chemistry  and 
Pharmacology  of  the  American  Medical  As- 
sociation. Domagk  was  recently  awarded 
the  Nobel  prize  for  Medicine  for  1939  but 
was  forbidden  to  accept  it  by  Herr  Hitler. 

It  is  obvious  that  any  drug  having  such 
enthusiastic  acclaim  might  be  applied  im- 
properly and  with  over-enthusiasm.  Evi- 
dence at  hand  has  already  shown  many  of 
the  toxic  effects  and  many  of  the  indica- 
tions. The  purpose  of  this  meeting  is  to 
evaluate  our  clinical  experiences  with  this 
drug  and  its  derivatives,  discuss  means  of 
detection  and  strength  of  the  drug  in  the 
blood,  and  to  speculate  on  its  possible  mode 
of  action.  Dr.  Gunderson  will  open  the 
panel. 

The  Mode  of  Action 
M.  F.  Gunderson,  M.  D. 

Bauer  and  myself,  working  on  mastitis, 

^Faculty  Meeting  of  the  College  of  Medicine,  University  of 
Nebraska,  December  5,  1939. 


decided  that  sulfanilamide  exerted  a bacteri- 
ostatic effect  upon  the  hemolytic  streptococ- 
ci involved,  and  that  the  drug  did  not  in- 
fluence the  formation  of  opsonins  or  precipi- 
tins  (for  these  streptococci),  and  that  the 
drug’s  role  is  one  primarily  of  bacteriosta- 
sis,  allowing  the  bodily  defense  mechanisms 
to  catch  up  with  the  invaders.  These  obser- 
vations coincide  with  those  of  others. 

The  theories  evolved  by  the  several  groups 
of  workers  to  explain  the  action  of  these 
drugs  are  composed  mainly  of  unconfirmed 
findings.  Two  primary  facts  may  be  gleaned 
from  the  observations  derived  from  a jumble 
of  conflicting  data. 

1.  Sulfanilamide  is  much  more  effective  in 
vivo  than  in  vitro.  Test  tube  experiments 
indicate  that  it  will  not,  except  under  spec- 
ially favorable  conditions,  kill  bacteria,  but 
only  impede  their  growth. 

2.  When  sulfanilamide  is  added  to  a strep- 
tococcus culture,  the  bacteria  will  continue 
to  multiply  for  two  or  four  hours  before  the 
drug’s  bacteriostatic  effect  is  noted.  A cor- 
responding lag  occurs  in  the  body  between 
the  time  the  drug  is  given  and  the  time  it 
takes  effect. 

Some  investigators  believe  that  the  drug 
undergoes  a change  in  the  body  during  this 
lag.  Mayer  suggests  oxidation  to  hydroxyla- 
mine. 

Mellon,  et  al.,  have  a peroxide-catalase 
theory  in  which  they  suggest  that  sulfanila- 
mide poisons  bacterial  catalase,  thereby  leav- 
ing the  bacteria  unable  to  dispose  of  the  hy- 
drogen peroxide  produced  in  their  metabol- 
ism. Such  weakened  organisims  are  then 
phagocyted.  Levaditi  and  others  suggest 
that  sulfanilamide  inactivates  protein  split- 
ting enzymes  of  bacteria  allowing  phagocyto- 
sis to  ensue. 

Some  disinfectants  act  by  coagulating  pro- 
teins, others  by  interfering  with  or  poison- 
ing enzymes  and  enzyme  systems,  some  re- 
duce surface  tension  and  some  dissolve  the 
organisms. 
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Sulfanilamide  undoubtedly  follows  the  pat- 
tern of  known  antiseptic  action,  and  I believe 
it  depresses  the  action  of  some  enzyme  sys- 
tem. Its  selectivity  is  not  mysterious  or  un- 
usual. Salt  (XaCl)  is  selective  against  gram 
negative  organisms,  basic  dyes  act  on  gram 
positive  bacteria  and  acridine  dyes  are  se- 
lective for  gram  negative  organisms.  The 
fact  that  sulfanilamide  acts  bacteriostatical- 
ly  in  vitro  and  that  there  is  a certain  amount 
of  correlation  between  it  in  vivo  and  in  vitro 
activity  constitutes  one  of  the  best  argu- 
ments for  its  direct  action  upon  the  micro- 
organisms— as  with  any  antiseptic. 

To  summarize,  then:  Sulfanilamide  does 
not  arouse  a specific  response  on  the  part  of 
the  host.  There  is  no  stimulation  of  anti- 
body production.  There  is  no  direct  effect 
upon  phagocytic  activity.  Bacterial  growth 
is  inhibited  thereby  suppressing  the  invasive 
capacity  of  the  organisms  and  in  consequence 
of  this  suppression,  the  existing  defense 
mechanisms  of  the  host  function  more  ef- 
fectively. This  idea  is  now  acceptable  to 
Domagk,  and  to  Levaditi,  who  now  conclude 
that  the  mechanism  of  action  is  not  on  the 
reticulo-endothelial  system,  but  on  the  or- 
ganisms. weakening  or  degrading  them  so 
that  their  elimination  by  the  white  blood 
cells  or  tissue  phagocytes  is  possible. 


Dr.  Hall:  It  has  been  pointed  out  by  many  ob- 

servers that  certain  concentrations  of  the  drug  in 
the  blood  and  body  fluids  are  essential  to  the  most 
effective  therapeutic  results.  Laboratory  workers, 
especially  Marshall  and  Long,  have  perfected  means 
of  measuring  concentrations  and  these  have  been 
well  standardized.  Laboratory  studies  of  antibac- 
terial action,  toxicity  and  control  have  also  been 
made.  Miss  Wyandt  will  discuss  this  phase  of  the 
subject. 

The  Laboratory  in  Relation  to  Concentration 
and  Toxic  Effects  of  Sulfanilamide 
Helen  Wyandt,  M.  S. 

Assistant  Professor  of  Pathology  and  Bacteriology 

In  going  over  the  literature,  there  are  a 
few  simple  observations  which  seem  to  be  of 
practical  importance.  In  the  first  place,  sul- 
fanilamide is  a drug  which  is  readily  ab- 
sorbed and  excreted  by  humans.  Its  distri- 
bution pattern  depends  on  its  diffusibility,  in 
which  respect  it  is  similar  to  alcohol  and 
urea.  It  diffuses  into  all  tissues,  in  propor- 
tion to  their  water  content.  It  is  present, 
also,  in  spinal  and  other  fluids,  as  well  as 
exudates  and  transudates,  in  quantities 
slightly  less  than  in  blood. 


When  administered  by  mouth,  its  absorp- 
tion from  the  intestinal  tract  is  nearly  com- 
plete in  4 hours,  which  makes  this  time  in- 
terval optimum  for  maintaining  an  even  con- 
centration of  the  drug  in  the  body.  With 
the  daily  dose  given  at  this  interval,  about  2 
or  3 days  are  required  to  establish  an  equili- 
brium between  the  amount  ingested  and  ex- 
creted, after  which  time  the  daily  excretion 
of  the  drug  is  approximately  100%  of  the 
daily  ingestion.  After  equilibrium  has  been 
established,  it  requires  2 to  3 days  to  free 
the  body  of  the  drug. 

Available  data  suggest  that  the  best  ther- 
apy results  from  maintaining  a constant 
blood  concentration  for  several  days.  Since 
urine  excretion  is  somewhat  uncertain,  de- 
pending as  it  does  on  the  circulation,  hydra- 
tion, and  kidney  function  of  the  individual, 
the  more  effective  use  of  the  drug  depends 
on  following  the  blood,  rather  than  the  uri- 
nary concentration.  Tables  for  the  admin- 
istration of  the  drug,  on  the  basis  of  weight 
and  desired  concentration,  have  been  work- 
ed out,  and  in  the  presence  of  normal  kid- 
ney function  seem  to  result  in  the  expected 
blood  levels. 

If  it  is  desired  to  actually  determine  the 
amount  of  the  drug  either  in  the  blood  or 
urine,  there  are  several  satisfactory  methods 
available.  Most  are  based  on  the  diazotiza- 
tion  of  the  sulfanilamide  with  nitrous  acid, 
and  coupling  the  resulting  diazo  compound 
with  some  substance  to  produce  an  azo  dye. 
In  the  various  modifications  of  Marshall's 
method,  this  coupling  takes  place  in  an  acid 
solution,  and  a purplish  red  dye  results.  In 
Fullers  method,  it  takes  place  in  an  alkaline 
solution  to  produce  a yellowish  dye.  Because 
coupling  in  an  acid  solution  prevents  many 
substances  present  in  body  fluids  from  in- 
terfering, it  is  considered  superior.  In 
Marshall  and  Litchfields  modification,  the 
excess  nitrous  acid  is  destroyed  and  the  solu- 
tion buffered,  thereby  preventing  XaCl  from 
interfering  and  resulting  in  stronger,  more 
permanent  colors.  We  have  found  this  modi- 
fication the  most  satisfactory  also  from  the 
standpoint  of  recovery  of  known  amounts  of 
sulfanilamide  added  to  the  blood.  The  pro- 
cedure requires  40  to  45  minutes,  is  relative- 
ly simple,  and  fairly  foolproof.  It  may  also 
be  used  for  the  determination  of  sulfapvri- 
dine  provided  that  substance  is  used  as  the 
standard. 

If  the  kidney  function  of  the  individual  is 
depressed,  the  normal  excretion  of  sulfanila- 
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mide  is  disturbed  and  the  drug  accumulates 
in  the  tissues.  Smaller  doses  are  required 
to  reach  the  optimum  concentration  and  a 
longer  time  to  free  the  body  of  the  drug, 
which  might  have  an  important  bearing  on 
toxic  reactions.  Since  the  expected  secretion 
of  sulfanilamide  can  be  predicted  by  a phe- 
nolsulphthelein  test,  that  seems  to  me  to  be 
rather  a valuable  adjunct  in  guilding  dosage. 

Of  the  minor  toxic  reactions,  only  two,  aci- 
dosis and  cyanosis  seem  to  have  any  real  re- 
lationship to  the  laboratory.  Acidosis,  the 
exact  nature  of  which  seems  to  be  the  sub- 
ject of  a minor  war  between  certain  groups 
of  investigators,  apparently  does  occur.  It 
can  be  detected  by  a carbon  dioxide  combin- 
ing power,  and  prevented  by  the  simultane- 
ous administration  of  sodium  bicarbonate  or 
sodium  and  lactate  with  the  sulfanilamide. 

Cyanosis,  which  occurs  in  approximately 
three-fourths  of  the  patients,  has  been  vari- 
ously attributed  to  sulfhemoglobinuria, 
methemoglobinuria  and  the  presence  of  a 
black  oxidation  product  which  stains  the  red 
cells.  The  fact  that  hemoglobin  determina- 
tions made  simultaneously  by  oxygen  capa- 
city and  iron  methods  agree  somewhat  close- 
ly, rather  points  to  the  latter.  In  case  of 
doubt,  the  blood  may  be  examined  spectro- 
scopically for  abnormal  pigments. 

Perhaps  the  most  important  relation  of 
the  laboratory  to  the  problem  of  toxicity  is 
in  connection  with  those  not  too  rare  toxic 
reactions  which  probably  are  the  result  of 
true  idiocyncrasies  to  the  drug,  namely  those 
in  which  the  erythropoietic  and  leukopoietic 
systems  are  involved. 

Acute  hemolytic  anemia,  with  a sudden 
onset,  marked  drop  in  the  hemoglobin  and 
red  count,  with  jaundice  and  disturbance  of 
liver  function,  high  reticulocyte  and  leuko- 
cyte counts,  may  occur  during  the  first  week, 
usually  from  the  3rd  to  7th  day  in  suscepti- 
ble individuals.  For  this  reason,  a daily  red 
count  or  hemoglobin  determination  is  im- 
portant during  the  first  week.  With  the  on- 
set of  the  toxic  reaction,  a Van  den  Bergh 
and  urine  urobilinogen  to  determine  the  ex- 
tent of  liver  damage  might  be  of  interest. 

One  of  the  most  serious  toxic  reactions  is 
that  which  effects  the  leukopoietic  system, 
namely  neutropenia  and  agranulocytosis. 
This,  like  the  acute  hemolytic  anemia  is  not 
associated  with  sex,  original  illness  or  drug 
concentration,  and  may  occur  anywhere 


from  6 to  35  days  after  starting  treatment. 
In  two-thirds  of  the  cases,  it  occurs  after  the 
17th  day  and  is  more  likely  to  occur  if  treat- 
ment is  prolonged  beyond  two  weeks.  A 
white  count  every  day  or  two  after  the  first 
week  would  give  warning  of  this.  Since  the 
differential  count  is  apparently  undisturbed 
until  the  onset  of  leukopenia,  it  merely 
makes  added  work  with  no  additional  infor- 
mation. 

The  onset  of  jaundice  not  associated  with 
acute  anemia,  in  the  course  of  or  following 
sulfanilamide  therapy  is  of  grave  signifi- 
cance in  that  it  indicates  liver  damage.  Of 
this,  increased  urine  urobilinogen  might  be 
an  early  warning  sign. 

Apparently  no  one  of  these  three  serious 
reactions  occurs  without  a previous  rise  in 
temperature  coming  after  that  due  to  the 
original  disease  process  has  subsided.  This 
fever  Long  considers  the  single  most  import- 
ant warning. 

Then,  since  the  effect  of  sulfanilamide  on 
the  blood,  as  shown  experimentally,  is  prob- 
ably mildly  destructive,  with  prolonged  treat- 
ment there  is  a slow  progressive  drop  in  the 
hemoglobin  and  red  count.  For  this  reason, 
in  long  continued  administration  of  the  drug, 
a red  count  or  hemoglobin  determination  at 
weekly  or  biweekly  intervals  after  the  first 
week,  would  be  indicated. 

Since  the  most  serious  toxic  reactions  are 
apparently  independent  of  the  concentration 
of  the  drug  in  the  body,  it  would  seem  that 
carefully  following  the  temperature,  the  red 
cell  count  or  hemoglobin  daily  the  first  week 
and  at  intervals  later,  and  the  total  white 
count  with  differences  daily  after  the  first 
week  would  be  the  most  important  proce- 
dure in  forestalling  these  reactions. 


Toxic  Effects 
Lynn  T.  Hall,  M.  D. 

Professor  of  Clinical  Medicine  in  Charge  of 
Therapeutics 

While  there  may  be  others  than  those 
mentioned,  the  following  outline  constitutes 
the  chief  toxic  effects.  These  are  in  addi- 
tion to  those  already  mentioned  by  Miss 
Wyandt. 

Acid  base  equilibrium:  Large  doses  pro- 

duce a definite  temporary  acidosis  due  to  al- 
kali deficit. 

Nervous  system:  Peripheral  neuritis  may 
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occur,  but  these  effects  are  not  important  if 
the  drug  is  carefully  administered. 

Effect  on  the  blood  and  hemopoetic  sys- 
tems: While  cyanosis  does  follow  the  large 
doses  sometimes  required,  it  generally  dis- 
appears after  withdrawal  of  the  drug.  Al- 
though the  mode  of  action  is  not  known,  ex- 
periments suggest  that  there  is  a depression 
of  the  bone  marrow  as  evidenced  by  a de- 
struction of  the  blood  cells,  the  presence  of 
porphyrins  and  iron  pigment  in  the  spleen. 

Respiration:  This  is  little  affected,  and 
the  basal  metabolism  of  rats  receiving  large 
doses  of  sulfanilamide  was  unchanged. 

Effect  on  body  temperature:  Practically 
all  experiments  have  shown  a temporary 
rise  and  subsequent  fall  of  temperature  with- 
out attendant  manifestations. 

Effect  on  the  kidneys : While  sulfanilamide 
in  large  doses  may  cause  a temporary  de- 
crease in  kidney  function,  there  is  no  experi- 
mental evidence  that  the  drug  causes  tissue 
damage  in  the  kidney.  However,  due  to  its 
low  solubility,  sulfapyridine  may  be  precipi- 
tated in  the  tubules  or  renal  pelves,  thus 
forming  calculi  which  may  cause  serious  ob- 
struction or  renal  damage. 

Effects  on  the  liver:  Little  effect  upon 
the  liver  has  been  observed. 

Effects  upon  the  skin:  Various  forms  of 
dermatitis  have  been  observed,  which  dis- 
appear upon  removal  of  the  drug. 

Effects  upon  the  stomach  and  intestines: 
Irritation  and  vomiting  have  occurred  in  a 
considerable  number  of  the  cases. 

Minor  toxic  manifestations : Malaise,  head- 
ache, nausea  and  tinnitus. 

More  severe  manifestations : Abdominal  or 
chest  pains,  diarrhea  and  fever,  skin  rashes 
resembling  the  lesions  of  urticaria,  purpura 
and  scarlet  fever. 

Severe  manifestations:  Cyanosis,  vomit- 
ing, changes  in  the  blood  picture  (diminished 
red  and  white  cell  count). 

I have  been  asked  also  to  say  something 
of  our  experiences  with  this  drug  in  the 
treatment  of  pneumonia. 

One  of  the  most  dramatic  therapeutic  ef- 
fects of  this  drug  has  been  noted  in  the  treat- 
ment of  pneumonia.  We  have  had  consider- 
able experience  with  the  drug  in  this  insti- 
tution as  well  as  in  private  practice,  having 


been  furnished  with  a supply  of  sulfapyri- 
dine for  investigation  before  it  was  made 
generally  available  to  the  public.  For  the 
sake  of  conserving  time  I will  attempt  to 
summarize  what  appears  to  be  our  present 
belief  with  reference  to  the  use  of  this  drug 
in  the  treatment  of  pneumonia. 

Bullowa  and  Sadusk  have  reported  activity 
of  sulfanilamide  against  Type  III  pneumonia. 
Williams  and  Lawson  and  Cain  report  favor- 
able results  with  small  groups  ill  with  un- 
typed pneumonia,  and  Myers  and  Price  re- 
ported significant  advances  against  I,  II,  V, 
VII,  VIII.  Long  and  Bliss  reported  that  be- 
cause of  toxic  reactions  following  sulfanila- 
mide they  had  discontinued  the  use  of  sul- 
fanilamide. Since  Evans  and  Witby,  Gais- 
ford,  Flippin  and  others  have  noted  satis- 
factory results,  most  observers  are  in  agree- 
ment. 

INDICATIONS 

1.  When  the  types  of  pneumonia  are  mixed 
or  undetermined. 

2.  Especially  when  the  types  are  I,  II,  III, 
V,  VII,  VIII  and  XIV. 

3.  When  typing  is  not  done,  is  not  avail- 
able or  there  is  no  sputum. 

4.  When  the  patient  is  not  in  the  hospital. 

5.  When  used  post-operatively  as  well  as 
pre-operatively  or  primarily. 

6.  When  the  cost,  $15.00  to  $20.00,  is  com- 
pared with  the  cost  of  serum,  $75.00  to 
$100.00. 

CONTRAINDICATIONS 

1.  Use  of  serum  not  a contraindication. 

2.  Best  results  seem  to  be  with  combined 
use  of  serum. 

3.  Hepatic  insufficiency. 

4.  Renal  impairment  and  marked  anemia. 

5.  Previous  poor  toleration. 

6.  Episodes  of  vomiting  sometimes  pre- 
vent the  use  of  oral  preparations.  In  these 
cases,  use  parenterally.  The  effect  of  the 
drug  is  central  and  not  on  the  stomach. 

CONCENTRATION 

Already  discussed,  but  .05  - .10  Gm.  per 
kilo  generally  yield  10  Mg.  per  cent  adequate. 
Sulfapyridine  will  vary  most. 

INCOMPATIBILITIES 

No  drugs  except  saline  cathartics.  Sul- 
phemoglobinemia  is  said  to  be  due  to  ab- 
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sorption  of  hydrogen  sulphide  from  the 
bowel.  Codein,  morphine,  aspirin,  barbi- 
turates and  even  Lugol’s  solution  may  be 
given. 

SUGGESTED  PROCEDURE 

1.  Each  case  should  have  adequate  bac- 
teriological control,  including  smear  of  spu- 
tum, culture  and  typing  as  well  as  blood  cul- 
ture before  the  drug  is  given. 

2.  Blood  counts  and  urine  analysis  should 
be  made  often,  also  blood  nitrogen  studies. 

3.  Treatment  should  be  begun  as  soon  as 
diagnosis  is  made  and  above  procedures  tak- 
en. 

4.  In  older  patients,  parturient  women,  and 
pregnant  women,  and  in  cases  where  speci- 
fic types  are  found,  it  is  better  to  give  serum 
at  once. 

Dosage : Initial : 2 Gms.  30  grains. 

Subsequent:  1 Gm.  every  four  hours. 

Total : 25  Gms.  in  first  five  days. 

15  Gms.  after  the  fifth  day. 

25  Gms.  with  bacteremia. 

15  Gms.  in  elderly  patients  and  with 
kidney  impairment. 

Larger  doses  where  this  is  spread. 

Children:  IV2  grains  per  pound. 

It  may  be  given  with  water,  fruit  juice  or 
milk. 

Sodium  barbiturates  and  chloral  cut  nau- 
sea. 

Sodium  chloride  and  dextrose  modify  nau- 
sea. 

These  drugs  have  a definite  therapeutic 
action.  After  recognition  of  toxic  signs, 
withdrawal  is  usually  sufficient.  No  anti- 
dotes needed.  Few  fatalities  have  been  re- 
ported. 

Conclusions  not  yet  possible. 


Dr.  Hall:  Because  of  his  interest  and  long  ex- 
perience in  working  with  antiseptics,  we  felt  that 
whatever  Dr.  Edwin  Davis  might  have  to  say  about 
the  subject  under  discussion  would  be  valuable. 

Sulfanilamide  in  Treatment  of  Infections 
of  the  Genito-Urinary  Tract 
Edwin  Davis,  M.  D. 

Professor  of  Urology 

It  is  not  my  intention  to  be  facetious,  but 
rather  to  emphasize  the  manner  in  which  this 
drug  has  caught  the  public  eye,  by  reading 
the  following  clipping  from  the  Indianapolis 
News.  “In  view  of  what  sulfanilamide  has 


accomplished  in  curing  various  ailments,  it 
might  be  tried  on  the  Federal  deficit.” 

The  group  of  drugs  including  sulfanila- 
mide and  related  compounds  is  still  passing 
through  the  trial  and  appraisal  cycle  and  has 
not  yet  been  pegged  at  its  proper  level  of 
usefulness.  We  do  not  yet  know  the  answer. 
The  literature  is  quite  voluminous.  As  an 
example  of  the  enthusiasm  with  respect  to 
this  drug,  Vest,  Harrill  and  Colston  (J.  Urol., 
39:198,  Febr.  1938)  consider  the  introduction 
of  this  drug  to  be  the  most  important  scien- 
tific step  yet  taken  in  the  treatment  of 
gonorrhoea  and  other  urinary  tract  infec- 
tions. This  would  seem  to  be  rather  a sweep- 
ing statement,  yet  possibly  true. 

Doubtless  most  of  you  are  familiar  with 
the  writings  of  Helmholz,  who  states  that  in 
concentration  easily  obtained  by  oral  admin- 
istration, this  drug  is  bactericidal  against 
the  colon  bacillus,  S.  aureus,  and  organisms 
of  the  proteus  group.  The  drug  is  more  ef- 
fective in  alkaline  than  in  acid  urine,  and  is 
of  no  value  in  streptococcus  fecalis  infection. 

In  checking  clinical  results  following  the 
administration  of  this  drug,  it  is  important 
to  note  whether  we  are  dealing  with  a sim- 
ple bacilluria  or  with  a patient  with  marked- 
ly impaired  renal  function,  or  with  other 
gross  lesions  or  causes  predisposing  toward 
persistent  urinary  tract  infection.  I refer 
particularly  to  calculus,  new  growth,  tuber- 
culosis, bladder  tumor,  prostatic  obstruction, 
as  well  as  to  mechanical  obstructions  of  all 
kinds  involving  both  urethra  and  ureter.  It 
is  obviously  absurd  to  expect  even  sulfanila- 
mide to  cure  or  control  a pyuria  secondary 
to  ulceration  associated  with  extensive  blad- 
der malignancy,  and  equally  absurd  to  expect 
this  drug  to  be  effectual  in  the  face  of  im- 
paired renal  function,  so  extensive  as  to  pre- 
vent its  excretion. 

Crenshaw  and  Cook  (J.  Urol.,  Jan.,  1939) 
consider  sulfanilamide  to  be  of  greatest  value 
in  the  uncomplicated  bacillurias  and  also  of 
some  value  in  non-specific  prostatitis.  The 
tendency  among  these  various  authors  is  to 
get  away  from  heroic  dosage,  the  average 
suggested  dose  being  perhaps  40  grains  daily, 
or  less.  Long  emphasizes  the  importance  of 
accuracy  in  diagnosis,  with  the  elimination 
of  the  various  predisposing  factors  which 
tend  to  perpetuate  urinary  tract  infection. 
He  calls  attention  to  the  value  of  this  drug 
in  combating  the  urea-splitting  alkalinizing 
organisms,  as  well  p,s  its  value  in  pyelitis  of 
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pregnancy.  Sulfanilamide  is  undoubtedly  a 
valuable  remedy,  though  with  certain  well- 
defined  limitations.  There  would  seem  to  be 
no  contraindication  to  temporizing  by  the 
administration  of  sulfanilamide  in  cases  of 
urinary  tract  infection,  although  to  continue 
this  treatment  without  investigation,  unless 
prompt  response  is  obtained,  would  seem  to 
be  to  invite  errors  and  omissions  in  diagno- 
sis, to  the  detriment  of  the  patient.  The  time 
is  too  early  for  accurate,  critical  appraisal. 


Dr.  Hall:  With  the  advent  of  this  new  drug  to 
the  stage  of  therapeutics  time-honored  treatments 
and  even  more  recent  ones  have  fallen  by  the  way- 
side  in  popularity.  Examples  may  be  noted  in  the 
cases  of  urinary  antiseptics,  fever  therapy,  and  the 
more  elaborate  attacks  on  puerperal  sepsis.  Dr. 
David  Findley  and  his  colleagues  in  obstetrics  and 
gynecology  should  have  every  reason  to  be  enthusi- 
astic about  this  new  therapeutic  agent,  and  particu- 
larly one  offering  as  much  promise  as  sulfanilamide. 
He  will  discuss  the  use  of  the  drug  in  his  specialty. 

Experience  With  Sulfanilamide  in  the 
Treatment  of  Infections  of  the 
Female  Pelvis 

David  Findley,  M.  D. 

Instructor  in  Obstetrics  and  Gynecology 

In  the  field  of  obstetrics  and  gynecology 
we  find  sulfanilamide  of  particular  value  in 
three  conditions:  urinary  tract  infections, 
acute  gonorrheal  infection,  and  puerperal 
sepsis.  Dr.  Davis  has  just  covered  the  uri- 
nary infections  and  it  would  be  useless  for 
me  to  talk  further  on  the  subject.  My  ex- 
perience in  treating  acute  gonorrhea  has 
been  somewhat  disappointing  because  the 
majority  of  cases  so  treated  have  been  of 
low  mentality  and  their  cooperation  has  been 
none  too  good.  However,  according  to  most 
authorities  sulfanilamide  is  most  effective  in 
the  acute  stages  of  the  disease.  Needless  to 
say,  the  earlier  we  start  treatment  the  bet- 
ter the  results.  In  the  so-called  “downstairs 
infections,”  where  the  pathology  is  limited 
to  the  vulvar,  urethral  and  cervical  glands, 
sulfanilamide  works  with  marked  success 
and  can  be  administered  to  ambulatory  cases. 
With  the  use  of  80  to  90  grains  a day  in  di- 
vided doses  for  a period  of  one  week  we  have 
noted  that  the  leukorrheal  discharge  and  pru- 
ritis  clears  up  quite  markedly  and  the  smears 
usually  become  negative.  The  patient  is 
then  taken  off  the  drug  for  a period  of  one 
to  two  weeks  and  is  then  given  a second 
series.  In  stubborn  cases  three  or  four 
weekly  series  are  necessary.  We  cannot  say 


that  a patient  is  cured  until  we  have  at  least 
four  negative  smears  and  one  of  these  must 
be  taken  immediately  after  a menstrual  peri- 
od. The  reason  for  this  is  that  when  a re- 
currence of  the  disease  takes  place  it  is  usual- 
ly after  menstruation. 

When  the  disease  has  spread  beyond  the 
confines  of  the  vaginal  tract  and  the  tubes, 
ovaries  and  pelvic  peritoneum  are  involved 
the  patient  must  be  kept  in  bed  and  the  dos- 
age of  sulfanilamide  markedly  increased. 
The  general  rule  is  to  obtain  a blood  sul- 
fanilamide level  of  seven  to  eight  mgs.  per 
cent  as  rapidly  as  possible.  This  may  usual- 
ly be  done  by  giving  150  to  180  grains  daily 
for  two  or  three  days.  At  the  end  of  this 
time  the  patient’s  temperature  and  symp- 
toms should  be  subsiding  and  the  dosage  is 
gradually  reduced  to  about  80  grains  a day. 
This  latter  dosage  is  continued  for  three  or 
four  days  after  all  symptoms  and  signs  of 
infection  have  disappeared.  If  withdrawal 
of  medication  is  made  too  soon  a recurrence 
of  the  symptoms  is  likely  to  ensue.  Symp- 
toms of  overdosage  and  intoxication  have 
been  described  and  need  not  be  repeated 
here. 

It  is  in  the  treatment  of  puerperal  sepsis 
that  the  most  startling  results  have  been  ob- 
tained. Until  a few  years  ago  a terrific  loss 
of  human  life  resulted  from  this  disease.  All 
sorts  of  medication  were  resorted  to  along 
with  blood  transfusions  and  intravenous  in- 
jections of  various  anilin  dyes,  and  antisep- 
tics were  used  without  success.  In  1935  re- 
ports began  to  come  in  following  the  use  of 
sulfanilamide.  Colebrook  of  England  re- 
ported a drop  in  maternal  mortality  from 
15.5%  to  2.5%  within  two  years.  This  drug 
is  not  of  particular  value  in  puerperal  sepsis 
caused  by  organisms  other  than  the  beta- 
hemolytic  streptococcus.  However,  I firmly 
believe  that  if  signs  of  puerperal  sepsis  are 
noted  treatment  with  sulfanilamide  should 
be  begun  at  once  rather  than  to  wait  for  the 
reports  of  blood  cultures  because,  as  we 
know,  these  blood  cultures  often  do  not  be- 
come positive  for  several  days  and  we  have 
then  lost  valuable  time. 

Long  of  Baltimore  states  that  the  blood 
sulfanilamide  level  should  be  brought  up  to 
10  mgs.  per  cent  within  24  hours.  This  is 
done  by  using  massive  doses  of  the  drug 
either  by  mouth  or  parenterally.  At  least 
180  grains  of  the  drug  should  be  used  for 
several  days  followed  by  a gradual  reduction 
of  the  dosage  in  accordance  with  the  subsi- 
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dence  of  symptoms.  One  case  may  be  cited 
as  illustration.  A patient  was  admitted  al- 
most in  extremis.  She  presented  a picture 
of  generalized  peritonitis,  intermittent  chills 
with  a temperature  ranging  up  to  104° -105°. 
There  was  a glassy  appearance  to  the  eyes 
and  the  face  bore  a pinched  expression.  This 
patient  was  put  on  240  grains  a day  for  three 
days,  180  grains  for  two  more  days  and  the 
drug  was  then  gradually  reduced.  Within  60 
hours  of  admission  the  patient’s  temperature 
began  to  drop  and  her  symptoms  began  to 
subside.  She  left  the  hospital  in  three  weeks 
in  good  condition.  I am  sure  that  this  pa- 
tient would  have  died  had  not  sulfanilamide 
been  used. 

I do  not  feel  that  we  should  disregard  the 
old  treatments  which  have  proven  of  definite 
value  and  rely  solely  on  this  new  drug.  Re- 
peated small  blood  transfusions  still  hold  a 
valuable  place  in  the  treatment  of  this  con- 
dition. Injections  of  250  cc.  to  350  cc.  of 
whole  blood  every  other  day  is  of  very  defi- 
nite value  as  are  general  hygienic  and  pallia- 
tive measures. 

In  conclusion  it  may  be  stated  that  sul- 
fanilamide used  intelligently  will  definitely 
lower  the  mortality  rate  in  puerperal  sepsis 
and  will  be  of  distinct  economic  value  in  the 
number  of  hospital  days  and  cost  per  patient. 


Dr.  Hall:  Much  data  regarding  the  therapeutic 

effects  of  the  drug  in  the  treatment  of  diseases  of 
the  eye  has  appeared  in  the  public  press  as  well  as 
in  the  medical  literature.  Dr.  Stokes  has  consented 
to  present  the  present  status  of  this  drug  as  a ther- 
apeutic agent  in  the  treatment  of  diseases  of  the 
eye. 

Sulfanilamide  in  Ophthalmology 

William  H.  Stokes,  M.  D. 

Professor  of  Opthalmology 

All  patients  at  the  University  Hospital, 
who  received  sulfanilamide  in  the  treatment 
of  gonorrheal  ophthalmia  and  ophthalmia 
neonatorum  recovered  in  a spectacular  man- 
ner and  in  a much  shorter  period  than  that 
required  by  other  accepted  forms  of  treat- 
ment. The  results  warrant  the  use  of  sul- 
fanilamide in  all  cases  of  gonorrheal  ophthal- 
mia in  adults  and  also  in  the  new-born,  when- 
ever there  is  no  serious  contraindication. 
The  most  satisfying  observation  is  the  rapid 
decrease  in  the  swelling  and  discharge  of  the 
conjunctiva  in  these  cases.  Patients  with 
red  chemotic  conjunctivae,  swollen  retrotar- 
sal  folds  and  tumefied  lids  showed  uniform- 


ly prompt  subsidence.  Since  this  type  of  pa- 
tient is  more  likely  to  have  involvement  of 
the  cornea  if  untreated,  the  rapid  arrest 
noted  with  sulfanilamide  is  responsible  for  a 
much  better  prognosis.  The  effect  of  this 
drug  in  the  treatment  of  gonorrheal  iritis 
and  uveitis  has  been  disappointing,  especial- 
ly so  when  there  was  an  associated  arthritis. 
It  seems  that  fever  therapy  has  helped  these 
patients  more  than  sulfanilamide. 

The  most  effective  treatment  of  trachoma 
today  seems  to  be  the  oral  administration  of 
sulfanilamide.  With  few  exceptions  the  cases 
treated  were  of  the  severe  type  with  corneal 
complications,  pannus,  keratitis  and  ulcer. 
Although  sulfanilamide  alone  will  not  cure 
trachoma  it  is  a valuable  aid  when  used  in 
combination  with  other  standard  methods  of 
treatment. 

Whenever  sulfanilamide  is  used  in  the 
treatment  of  diseases  of  the  eye  we  have 
given  it  in  doses  of  i/$  grain  per  pound 
bodyweight  per  day,  with  an  equal  amount 
of  sodium  bicarbonate. 


Dr.  Hall:  It  would  be  unfair  to  assume  that  a 

drug  such  as  the  one  under  discussion  would  be  less 
effective  with  diseases  of  the  nose  and  throat  than 
they  are  elsewhere.  Neither  is  this  true,  as  no 
doubt  Dr.  Judd  will  explain  to  us.  We  will,  how- 
ever, be  particularly  interested  in  what  he  will  have 
to  say  with  reference  to  the  use  of  this  drug  in  the 
treatment  of  the  common  cold. 

Sulfanilamide  in  Otorhinolaryngology 
Delbert  Judd,  M.  D. 

Instructor  in  Otorhinolaryngology 

With  the  advent  of  sulfanilamide,  the 
therapy  and  particularly  the  prognosis  of 
many  nose  and  throat  infections  have  been 
greatly  changed.  Since  otolaryngologists  are 
always  faced  with  problems  due  to  invasion 
of  any  or  all  the  regions  of  their  field  by 
streptococci,  and  frequently  with  such  seri- 
ous complications  as  meningitis  and  septi- 
cemia, the  announcement  of  a new  drug  with 
undoubted  value  in  the  treatment  of  such 
conditions  commanded  immediate  attention. 
A considerable  period  of  enthusiasm  checked 
by  doubt  and  fear  of  damage  which  might 
be  produced  by  the  drug  has  been  eliminated 
only  as  a result  of  clinical  trial.  The  first 
case  reports  announcing  definite  curative  ef- 
fects of  the  drug  concerned  acute  streptococ- 
cic nasopharyngitis  or  septic  sore  throat.  The 
striking  results  obtained  in  these  cases 
caused  it  to  be  used  indiscriminately  in  prac- 
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tically  all  types  of  infection  found  in  the  ear, 
nose  and  throat.  As  a result  conflicting  and 
discouraging  reports  were  made. 

Its  chief  use  has  been  in  infections  of  the 
throat.  It  is  of  interest  that  in  practically 
every  case  of  a carrier  of  hemolytic  strepto- 
cocci, sterile  cultures  for  these  organisms  are 
found,  usually  within  twenty-four  hours  of 
the  administration  of  sulfanilamide.  In  acute 
pharyngitis  and  tonsillitis  when  the  infection 
is  primarily  due  to  hemolytic  streptococci, 
the  temperature  usually  regains  a normal 
level  within  a few  hours  to  two  days  after 
administration  of  the  drug.  However,  cessa- 
tion of  the  drug  at  that  time  will  generally 
result  in  a flare-up  of  the  infection.  There- 
fore, its  use  is  continued  for  several  more 
days,  at  least  until  it  is  certain  that  complete 
recovery  has  taken  place.  A good  index  as 
to  the  toxic  absorption  from  the  infection  is 
a white  blood  count.  There  are  cases  of 
rather  severe  pharyngitis  in  which  the  use 
of  this  drug  seems  to  be  of  little  value.  How- 
ever, cultures  of  the  throat  in  these  cases 
show  a marked  predominance  of  staphylococ- 
ci or  pneumococci.  Of  course,  the  use  of  sul- 
fanilamide has  no  prophylactic  value  in 
checking  the  spread  of  tonsillitis  and  pharyn- 
gitis, even  though  due  to  streptococci  under 
epidemic  conditions,  but  it  is  extremely  valu- 
able in  the  treatment  of  individual  cases. 
Results  are  almost  miraculous  in  the  cases  of 
acute  fulminating  streptococcic  pharyngitis 
and  laryngitis  in  which  edema  of  the  larynx 
or  septicemia  usually  develop  which  would, 
under  ordinary  methods  of  treatment,  result 
in  the  death  of  the  patient,  before  the  use  of 
sulfanilamide  was  begun. 

Ludwig’s  angina  is  another  condition  in 
which  the  use  of  sulfanilamide  is  extremely 
valuable.  However,  such  conditions  as  Vin- 
cent’s infection  or  fungus  infections  will  not 
be  altered  by  the  use  of  the  drug. 

Sulfanilamide  does  not  appear  to  have  any 
effect  on  suppurative  adenitis,  although 
favorable  results  may  be  encountered  in  the 
treatment  of  non-suppurative  adenitis.  The 
temperature  in  non-suppurating  cases  falls 
to  normal  level  often  times  within  forty-eight 
hours  and  the  swelling  of  the  glands  sub- 
sides rapidly.  Once  suppuration  has  oc- 
curred, drainage  is  necessary,  but  even  in 
these  cases,  there  seems  to  be  some  benefit 
in  that  the  post-operative  recovery  period 
is  shortened. 

As  far  as  the  common  cold  is  concerned 


the  results  following  the  use  of  the  drug 
vary  considerably.  In  those  cases  where  the 
onset  is  accompanied  by  acute  sore  throat, 
severe  general  malaise  and  high  fever,  the 
drug  is  of  value  and  reduces  the  severity 
and  length  of  this  stage  of  the  infection. 
However,  in  those  cases  where  the  initial 
symptoms  are  nasal  and  the  results  of  vaso- 
motor storm,  there  is  no  benefit  in  the  use 
of  sulfanilamide. 

I have  not  felt  that  the  use  of  sulfanila- 
mide has  been  indicated  in  most  cases  of 
rhinitis  and  sinusitis.  There  are,  however, 
certain  cases  with  the  rapid  development  of 
empyema  within  a sinus  that  have  been  bene- 
fited by  the  use  of  the  drug  locally.  It  is 
necessary  to  introduce  a catheter  through 
the  natural  ostium  of  the  sinus  to  wash  out 
the  pus  and  secretion  in  order  to  relieve  the 
pain  which  has  been  caused  by  the  pressure. 
Immediately  after  irrigating.  3 to  5 cc.  of 
2.5%  solution  of  neoprontosil  is  instilled  di- 
rectly into  the  sinus.  The  results  obtained 
in  these  cases  cannot  be  properly  evaluated 
because  in  most  instances  I have  also  ad- 
ministered the  drug  orally.  Since  acute  cases 
of  this  kind  should  be  handled  as  conserva- 
tively as  possible,  further  observation  on  the 
local  use  of  the  drug  may  indicate  a very 
favorable  form  of  therapy  and  eliminate  any 
form  of  surgery.  Indications  for  the  use  of 
sulfanilamide  in  cases  of  nose  and  sinus  in- 
fection cannot  be  made  obvious  by  cultures, 
since  many  organisms  are  always  present  in 
the  nose.  Therefore,  the  acuteness  of  the 
condition  is  the  main  indication. 

Satisfactory  evaluation  of  the  effective- 
ness of  the  use  of  sulfanilamide  in  otitis 
media  is  difficult,  but  in  general  it  may  be 
said  that  results  are  better  when  the  hemo- 
lytic streptococci  are  present  in  pure  culture 
than  when  mixed  infections  occur.  Often- 
times if  the  drug  is  administered  as  soon  as 
symptoms  are  noticed,  paracentesis  will  not 
be  necessary,  and  the  infection  quickly  sub- 
sides. This,  however,  is  not  by  any  means 
true  in  all  cases.  Some  observers  believe  that 
sulfanilamide  will  stop  the  extension  of  the 
infection  and  destruction  within  the  mastoid. 
It  has  been  my  experience  that  this  therapy 
when  used  in  all  cases  of  acute  otitis  media, 
materially  reduces  the  number  of  cases  re- 
el uiring  mastoidectomy.  The  drug  is  not  ef- 
fective in  those  cases  where  the  infection  is 
due  to  pneumococci.  Once  destruction  has 
taken  place  in  the  mastoid,  drainage  is  usual- 
ly indicated,  although  two  cases  were  ob- 
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served  in  which  recovery  took  place  without 
surgery,  even  though  the  classical  signs  of 
post-aural  edema  and  sagging  of  the  canal 
wall  were  present. 

The  drug  appears  to  be  effective  also  in 
treatment  of  the  cellulitis  about  mastoid 
wounds  and  it  is  certainly  effective  in  the 
treatment  of  post-operative  erysipelas. 

The  drug  sulfanilamide  has  been  most  ef- 
fective in  dealing  with  the  complicating  fac- 
tors of  meningitis  and  septicemia,  especially 
when  they  are  due  to  streptococci.  In  most 
instances,  exenteration  of  the  mastoid  cells 
and  in  the  presence  of  infection  of  the  blood 
stream,  ligation  of  the  internal  jugular  vein 
cannot  be  superseded  by  the  administration 
of  the  drug  alone. 

In  all  cases  of  acute  otitis  media  the  use  of 
sulfanilamide  should  be  continued  during 
the  entire  time  of  drainage,  unless  there  is  a 
drop  in  the  white  blood  count,  and  if  there  is 
any  indication  of  destruction  in  the  mastoid, 
for  a week  or  more  after  drainage  from  the 
middle  ear  has  stopped.  In  one  case  where 
therapy  was  discontinued  too  soon,  menin- 
geal invasion  took  place  four  days  later,  but 
recovery  followed  resumption  of  the  drug. 
Certainly  this  therapy  should  be  continued 
for  a long  time  when  there  is  any  suspicion 
of  petrositis.  I feel  sure  that  the  use  of  the 
drug  has  prevented  the  necessity  for  drain- 
age of  the  petrous  pyramid  in  many  cases. 

Septicemia  following  lateral  sinus  throm- 
bosis may  prevent  jugular  ligation,  but  in 
most  instances,  I believe  it  should  be  used  as 
a supplement  to  ligation,  and  in  some  cases 
transfusion  is  definitely  indicated. 

In  otitic  meningitis  the  most  convincing 
evidence  of  the  effectiveness  of  sulfanila- 
mide therapy  is  found  in  those  cases  due  to 
hemolytic  streptococci,  and  many  cases  of  re- 
covery are  now  found  in  which  death  would 
have  been  a foregone  conclusion  before  the 
days  of  sulfanilamide. 


Dr.  Hall:  Those  studying  the  diseases  of  the 

nervous  system  are  likewise  much  interested  in  the 
possibilities  of  this  new  drug.  Dr.  A.  E.  Bennett 
will  discuss  experiences  with  this  therapy  as  well 
as  to  hazard  a prediction  as  to  its  future  useful- 
ness, also  any  impressions  about  its  failures  and  its 
comparisons  with  other  forms  of  treatment. 

DISCUSSION 
A.  E.  Bennett,  M.  D. 

Prior  to  the  advent  of  sulfanilamide,  the  manage- 
ment of  meningitic  infections  was  a major  problem 


in  therapy.  Even  with  so-called  specific  sera  or 
antitoxin,  mortality  and  morbidity  were  high.  Symp- 
tomatic treatment  for  the  control  of  intracranial 
pressure  and  prevention  of  cerebelloforamen  mag- 
num obstruction  with  medullary  death  required  eter- 
nal vigilance  and  was  often  a losing  battle. 

Increasing  numbers  of  reports  of  meningococcic 
meningitis  treated  by  sulfanilamide  or  sulfapyridine 
indicate  a recovery  rate  of  from  85  to  90  per  cent. 
It  would  seem  that  only  moribund  patients  fail  to 
respond  if  the  proper  blood  level  concentration  is  ob- 
tained. This  is  contrasted  with  a previous  mortality 
rate  of  from  20  to  30  per  cent  from  specific  serum 
therapy  and  additional  morbidity  and  much  longer 
hospitalization  in  recovered  cases. 

In  beta  hemolytic  streptococcic  meningitis,  all 
previous  therapies  were  ineffective  with  a mortal- 
ity rate  of  95  per  cent.  This  mortality  rate  has  been 
reduced  to  20  per  cent  by  adequate  sulfanilamide 
therapy.  The  control  of  this  infection  is  a revolu- 
tionary advance  in  neurologic  therapy. 

The  effectiveness  of  sulfanilamide  or  sulfapyri- 
dine in  pneumococcic  meningitis  is  still  controversial. 
The  control  of  pneumococcic  infection  of  the  menin- 
ges is  difficult  largely  because  of  the  thick  creamy 
type  of  exudate  leading  to  arachnoidal  blockage. 
Previous  serum  and  chemotherapy  of  this  infection 
were  highly  discouraging.  Encouraging  results 
from  combined  sulfanilamide  and  serum  are*  re- 
ported. Sulfapyridine  seems  definitely  superior.  In 
one  series  of  32  cases  of  pneumococcic  meningitis, 
14,  or  43  per  cent  recovered.  It  would  appear  that 
this  malignant  infection  may  be  brought  under  con- 
trol. 

In  staphlococcic  meningitis  no  large  series  of  cases 
have  been  reported.  Isolated  reports  of  success 
from  sulfapyridine  are  encouraging.  Other  deriva- 
tives such  as  sulfamethylthiazol  will  doubtless  prove 
successful  in  controlling  this  organism.  Upon  the 
rarer  pyogenic  meningitides  such  as  influenzal  men- 
ingitis, we  have  insufficient  knowledge  to  draw  con- 
clusions. It  is  probable  that  specific  chemotherapy 
will  be  developed  to  control  them. 

Reports  up-to-date  of  experimental  sulfanilamide 
therapy  in  virus  infections  such  as  rabies,  encepha- 
lomyelitis and  poliomyelitis  are  discouraging.  There 
is  good  evidence,  however,  that  the  mortality  of 
cerebral  abscess  and  sinus  thrombophlibitis  can  be 
lowered  by  sulfanilamide  therapy  when  combined 
with  surgery  and  its  use  prevents  fatal  meningitis. 

Some  of  the  newer  derivatives  of  the  drug  will 
doubtless  prove  less  toxic  especially  when  given 
parenterally  and  thus  greatly  improve  the  therapy. 
It  is  probable  that  serum  therapy  in  meningitis  will 
be  largely  eliminated.  The  necessity  for  spinal 
punctures,  except  for  diagnostic  purposes,  will  like- 
wise be  eliminated.  Intrathecal  administration  of 
the  drug  is  not  necessary. 

The  present  relative  ease  of  management  of  pyo- 
genic meningitides  makes  our  previous  heroic  pro- 
cedures such  as  spinal,  cisternal,  ventricular  and 
intracarotid  injections,  and  even  fever  therapy,  seem 
crude  and  empiric.  I have  had  personal  successes 
in  meningococcic  meningitis,  otitic  streptococcic  and 
staphlococcic  meningitis,  brain  abscesses.  My  fail- 
ures with  sulfanilamide  have  occurred  in  influenzal 
and  pneumococcic  meningitis  type  II  and  cavernous 
sinus  thrombosis. 
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In  the  Fever  Therapy  Department  we  are  finding 
about  20  to  30  per  cent  of  gonococcal  infections  fail 
to  respond  to  sulfanilamide.  Our  present  technic 
is  to  use  gonococcal  culture  for  diagnosis  and  give 
one  ten-hour  fever  treatment  106  to  107  degrees 
combined  with  a new  sulfanilamide  derivative 
(PROMIX)  intravenously  at  the  beginning  of  the 
treatment.  This  technic  cures  90  plus  per  cent  of 
resistant  neisserian  infections. 


Dr.  Hall:  Among  the  toxic  effects  of  sulfanila- 

mide is  the  marked  effect  noted  on  the  skin.  This 
effect  is  so  variable  in  type  that  it  resembles  prac- 
tically any  disease  in  dermatology.  That  the  drug 
may  have  some  therapeutic  effect  is  also  of  interest, 
particularly  with  reference  to  erysipelas.  Dr.  Came- 
ron will  discuss  the  use  of  sulfanilamide  in  derma- 
tology. 

Olin  J.  Cameron,  M.  D. 

As  Dr.  Hall  said,  most  of  the  toxic  reactions  of 
the  skin  from  sulfanilamide  are  of  the  ordinary  tox- 
ic erythema  type,  resembling  scarlet  fever  or 
measles  in  their  appearance.  Occasionally  a general 
exfoliative  dermatitis  may  develop.  Some  cases  of 
toxic  eruption  due  to  this  drug  are  due  to  photo- 
sensitivity temporarily  induced  by  sulfanilamide,  so 
it  is  no  doubt  wise  to  warn  patients  against  sun-ex- 
posure while  taking  it. 

There  is  no  question  that  sulfanilamide  is  of  great 
value  in  the  treatment  of  erysipelas;  its  use  plus 
x-ray  therapy  and  the  usual  local  care  has  made 
antitoxin  practically  unnecessary.  In  the  malignant 
pus-infections  of  the  skin,  often  spoken  of  as  phage- 
dena, this  drug  has  often  proved  a specific  when  all 
other  measures  failed.  We  have  seen  several  cases 
of  destructive  phagedenic  ulceration  of  the  genitalia 
in  which  we  have  cultured  a hemolytic  streptococcus, 
and  seen  the  lesions  heal  rapidly  only  after  sulfanil- 
amide was  given.  In  the  past  these  types  of  in- 
volvement have  been  mutilating  and  sometimes 
fatal. 

There  have  been  reports  of  success  in  the  treat- 
ment of  pemphigus  with  sulfanilamide.  We  have 
seen  no  effect  in  8 cases  we  have  given  the  drug  in 
doses  of  1 grain  per  pound  per  day.  Impetigo  her- 
petiformis has  been  reported  to  yield  to  sulfanila- 
mide also,  but  the  single  case  we  administered  the 
drug  to  has  not  been  benefited.  There  have  been 
sporadic  reports  indicating  the  value  of  sulfanila- 
mide in  ordinary  impetigo  contagiosa,  but  we  have 
had  no  personal  experience  with  this  type  of  ther- 
apy, relying  on  local  treatment  alone. 


H.  B.  Hunt,  M.  D. 

It  seems  pertinent  to  consider  whether  or  not  sul- 
fanilamide should  be  used  together  with  x-ray  in 
the  treatment  of  infections.  Dr.  James  Kelly’s  ex- 
perience has  lead  him  to  believe  that  sulfanilamide 
and  x-ray  should  not  be  used  together  in  the  treat- 
ment of  gas  gangrene,  peritonitis,  and  other  infec- 
tions. He  finds  that  x-ray  is  the  superior  agent  in 
gas  gangrene  and  peritonitis.  We  and  many  other 
radiologists  have  not  been  convincingly  impressed 
by  any  contraindication  for  the  combined  adminis- 
tration of  these  two  agents.  On  the  other  hand,  we 
respect  Dr.  Kelly’s  wide  experience  and  study  of  this 
problem.  We  are  inclined  to  feel  that  the  patient 


who  has  been  given  sulfanilamide  before  instituting 
x-ray  therapy  has  more  advanced  disease  when  re- 
ferred for  x-ray  treatment  and  that  the  apparent- 
ly inferior  results  in  combined  therapy  are  due  to 
more  advanced  disease  in  this  group  of  cases. 


J.  Dewey  Bisgard,  M.  D. 

In  the  field  of  surgery  sulfanilamide  has  given 
spectacular  results  in  the  treatment  of  streptococcus 
surgical  infections  such  as  cellulitis,  lymphangitis, 
and  erysipelas.  It  should  be  very  effective  in  the 
control;  that  is  in  lowering  the  mortality  in  the 
majority  of  cases  of  acute  osteomyelitis  in  infants 
and  young  children  inasmuch  as  60  per  cent  of  these 
cases  are  caused  by  streptococcus  hemolyticus. 

I have  used  neoprontosil  in  the  treatment  of  a 
few  cases  of  peritonitis  and  in  these  cases  the  re- 
sults were  not  impressive.  This,  I bleieve  has  been 
a common  experience. 

An  interesting  development  has  been  the  use  of 
this  drug  for  topical  application.  Following  the  re- 
port of  its  use  in  this  manner  by  the  group  at  Min- 
neapolis I have  placed  sulfanilamide  powder  routine- 
ly in  soft  tissue  wounds  and  in  compound  fractures 
after  a thorough  preliminary  debridement  and 
cleansing  with  copious  saline  irrigations.  The 
drug  apparently  causes  no  tissue  irritation  and 
large  quantities  can  be  placed  in  a wound  without 
causing  toxic  effects.  It  is  absorbed  much  more 
slowly  from  the  tissues  than  from  the  bowel  so  does 
not  accumulate  in  the  blood  in  toxic  concentrations 
from  the  quantities  used.  From  reports  it  would 
appear  that  by  its  presence  in  the  wound  itself  sul- 
fanilamide discourages  the  growth  of  bacteria;  at 
least  the  available  statistics  show  a very  low  inci- 
dence of  infection  in  wounds  in  which  it  has  been 
placed. 

I have  recently  dusted  sulfanilamide  powder  on 
the  granulating  surfaces  of  two  cases  with  extensive 
burns  with  very  gratifying  results.  The  grafts 
which  had  been  placed  on  these  surfaces  were  not 
doing  well  and  cultures  showed  the  presence  of  the 
hemolytic  streptococcus.  Sulfanilamide  by  mouth 
failed  to  improve  the  condition,  but  after  one  di- 
rect application  of  the  powder  the  drainage  prompt- 
ly lessened  and  changed  in  character,  the  granula- 
tion tissue  took  on  a healthy  appearance  and  epi- 
thelium from  the  grafts  rapidly  spread  over  it. 

In  one  case  with  a chronic  under-mining  strepto- 
coccus infection  of  the  skin  of  the  back  three  ap- 
plications of  the  powder  promptly  caused  the  pale 
edematous  tissue  to  become  pink  and  healthy  in  ap- 
pearance and  healing  rapidly  followed. 


Dr.  Hall:  On  account  of  technical  advantages 

this  drug  has  appeared  to  have  earned  a place  in 
accepted  therapy  for  many  diseases  of  childhood. 
Pediatricians  as  well  as  internists  and  general  prac- 
titioners have  been  quick  to  see  the  probable  possi- 
bilities of  this  drug.  Dr.  Henske  will  discuss  its 
use  in  pediatrics. 

J.  A.  Henske,  M.  D. 

No  doubt  all  acute  infections  and  also  some  of  the 
chronic  infections  in  infancy  and  childhood  have  at 
some  time  in  the  past  two  years  been  exposed  to 
treatment  by  sulfanilamide.  Prior  to  the  use  of 
sulfapyridine  our  experience  with  sulfanilamide  in 
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pneumonia  was  very  satisfactory  compared  with 
other  forms  of  treatment.  In  the  past  year  our  re- 
sults with  sulfapyridine  in  pneumococcic  pneumoni- 
tis have  been  very  much  better  than  any  other  of 
the  former  treatments.  We  believe  that  typing  is 
very  important  as  it  has  been  shown  that  certain 
types  and  particularly  type  14  present  the  more 
severe  symptoms  and  the  response  to  therapy  is  de- 
layed from  twenty-four  to  forty-eight  hours  com- 
pared with  the  prompt  results  in  the  other  types. 


In  the  majority  of  cases  of  pneumococcic  pneumoni- 
tis we  have  seen  temperatures  drop  to  normal  with- 
in twenty-four  hours. 

We  have  found  sulfanilamide  ,'to  be  specific  in 
practically  all  the  streptococcic  infections  and  have 
had  very  good  results  in  scarlet  fever.  Several  cases 
of  acute  mastoiditis  with  discharging  ears  and  with 
swelling  and  tenderness  over  the  mastoid  have 
promptly  responded  to  treatment  with  sulfanilamide 
and  remained  well  without  operation. 


HEALTH  OF  YOUTH  IS  INCREASED  BY 
SCIENCE,  NOT  PROPAGANDA 

The  medical  profession’s  approach  to  the 
problem  of  increasing  the  health  of  American 
youth  should  be  based  on  scientific  fact  rath- 
er than  on  opinions  formed  from  the  promo- 
tional literature  of  the  propagandists,  The 
Journal  of  the  American  Medical  Association  for 
Feb.  3 declares  in  commenting  on  a recent 
bulletin  containing  recommendations  of  the 
American  Youth  Commission  of  the  Ameri- 
can Council  on  Education. 

“Strangely,  in  this  document,  as  well  as  in 
several  others  that  have  recently  been  pub- 
lished,’’ the  editorial  says,  “a  number  of 
statements  alleged  to  be  scientific  are  ac- 
cepted at  their  face  value  without  due  regard 
for  fact.  Thus  it  is  said  that  one-third  of  the 
men  drafted  for  the  army  in  1918  were  phy- 
sically unfit  for  such  service  and  presumably 
handicapped  to  a greater  or  less  extent  even 
for  civilian  life.  Notwithstanding  this  state- 
ment, it  is  generally  recognized  that  the  fit- 
ness of  the  American  nation  is  up  to  that  of 
most  of  the  other  civilized  nations  of  the 
world.  In  a selection  for  army  service  cer- 
tain considerations  must  be  taken  into  ac- 
count so  far  as  relates  to  eyesight,  flatfoot 
and  similar  disabilities  which  have  little  or 
no  effect  on  the  functional  capacity  of  the  in- 
dividual in  civilian  life. 

“The  statement  is  made  that  youth  who 
were  disabled  for  a week  or  more  during  1936 
by  tuberculosis,  pneumonia,  appendicitis  or 
childbirth  failed  to  receive  hospital  treat- 
ment to  the  extent  of  30  per  cent.  Is  there 
any  evidence  that  all  such  cases  should  be 
hospitalized?  Indeed,  there  is  some  question 
that  all  cases  of  childbirth  should  be  hos- 
pitalized. Moreover,  our  rates  for  tuberculo- 
sis are  steadily  declining  and  in  certain  in- 
stitutions there  is  already  an  oversupply  of 
available  beds  for  that  disease.  One  wonders 
also  how  cases  of  childbirth  fit  into  the  youth 
program. 

“It  will  be  observed  that  this  report  is  es- 
sentially propaganda  for  a national  health 
program  and  that  the  statement  follows  the 


pattern  of  some  of  the  other  pieces  of  pro- 
paganda that  have  emanated  from  that  small 
group  in  Washington  which  has  been  en- 
deavoring now  for  some  years  to  fix  on  the 
nation  its  own  concept,  which  demands  revo- 
lution in  medical  care.  It  is  amazing  to  find 
this  stereotyped  statement  repeated  again 
and  again  in  the  literature  of  welfare  groups, 
which  apparently  unthinkingly  copy  from 
previous  documents  what  is  essentially  propa- 
ganda rather  than  science.  Indeed,  the  Pres- 
ident himself  has  already  intimated  on  sev- 
eral occasions  that  the  so-called  National 
Health  Program  and  the  Wagner  Health  Bill 
(which  endeavors  to  translate  that  program 
into  action)  must  be  considered  as  cumber- 
some, extravagant  and  even  grandiose. 

“No  one  would  wish,  more  than  the  medi- 
cal profession,  to  do  the  utmost  that  can  be 
done  to  increase  the  health  of  American 
youth ; in  our  approach  to  the  problem  we 
should  base  our  opinions  on  scientific  fact 
and  avoid  being  enmeshed  in  the  promotional 
literature  of  the  propagandists.” 


Should  Cod  Liver  Oil  Be  Flavored? 

It  is  a well-known  fact  that  young  infants 
shy  at  aromatics.  Older  patients  often  tire 
of  flavored  medications  to  the  point  where 
the  flavoring  itself  becomes  repellant.  This 
is  particularly  true  if  the  flavoring  is  of  a 
volatile  nature  or  “repeats”  hours  after  be- 
ing ingested.  Physicians  have  frequently 
used  the  terms  “fresh,”  “natural,”  “sweet,” 
and  “nutlike”  in  commenting  upon  the  fine 
flavor  of  Mead’s  Cod  Liver  Oil.  They  find 
that  most  patients  prefer  an  unflavored  oil 
when  it  is  as  pure  as  Mead’s. 

Physicians  who  look  with  disfavor  upon 
self-medication  by  laymen  are  interested  to 
know  that  Mead’s  is  one  Cod  Liver  Oil  that  is 
not  advertised  to  the  public  and  that  carries 
no  dosage  directions  on  carton,  bottle  or  cir- 
cular. Mead  Johnson  & Company,  Evans- 
ville, Indiana,  U.  S.  A.,  will  be  glad  to  send 
samples  and  literature  to  physicians  only. 
— Reader. 
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Of  all  the  difficult  problems  that  confront 
us  as  physicians,  few  are  more  challenging 
than  that  of  intracranial  hemorrhage  of  the 
newborn.  Here  we  are  met  by  a condition 
that  threatens  the  life  and  usefulness  of  the 
newcomer,  and  potentially  constitutes  an 
overwhelming  tragedy  to  his  parents,  and 
not  infrequently  an  economic  burden  to  the 
whole  community.  Death  is  indeed  a bless- 
ing to  the  organism  slated  for  a future  of 
physical  and  mental  infirmity. 

It  is  the  object  of  this  paper  to  discuss 
briefly  this  problem  and  to  revalue  our 
knowledge  on  the  subject.  If  I add  nothing- 
new  to  your  present  store  of  information  the 
mere  renewal  of  interest  will  be  worth  the 
time  and  effort  spent  in  the  preparation. 

INCIDENCE 

There  is  no  uniformity  of  opinion  on  the 
extent  to  which  intracranial  hemorrhage  oc- 
curs at  birth.  Not  that  there  is  a scarcity  of 
figures  resulting  from  the  many  investiga- 
tions of  intracranial  hemorrhage,  but  rather 
that  those  who  have  studied  the  condition  do 
not  agree  on  what  clinically  constitutes  such 
hemorrhage.  Heidler(D,  for  example  states 
that  65%  of  mature,  and  95%  of  premature 
babies  are  born  with  some  cerebral  bleeding. 
This  hemorrhage,  he  explains,  often  is  micro- 
scopic in  appearance  and  therefore  only  of 
theoretical  importance,  but  conservatively  he 
concludes  that  about  thirty-one  per  cent  are 
of  practical  significance.  Dietrich(2)  is  of 
the  opinion  that  a small  amount  of  blood  or 
xanthochromia  in  the  spinal  fluid  is  so  com- 
mon that  it  is  of  no  clinical  omen.  It  is  not 
strange,  therefore,  even  if  it  may  sound  a bit 
illogical,  that  not  a few  well  known  clinicians 
speak  of  intracranial  physiologic  hemor- 
rhages. 

ETIOLOGY  ' 

It  is  not  my  intention  to  bore  you  with  un- 
dergraduate discriptions  of  all  the  factors 
that  enter  into  the  causation  of  cerebral  hem- 
orrhage. You  are  all  familiar  with  the  prob- 
lem of  difficult  and  prolonged  labors,  with 
the  use  and  abuse  of  instruments  and  drugs, 

•Read  before  the  Annual  Assembly  of  The  Nebraska  State 
Medical  Association  in  Grand  Island.  May  3,  1939. 
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factors  that  have  long  been  suspected,  and 
are  generally  well  appreciated  as  conducive 
to  intracranial  hemorrhage  of  the  newborn. 
While  there  is  no  doubt  that  some  of  these 
accidents  are  avoidable,  a consideration  of 
the  adverse  surroundings  under  which  some 
births  occur  should  make  every  one  realize 
that  many  cases  of  cerebral  hemorrhage  can 
be  explained  purely  on  the  basis  of  mechan- 
ics of  labor  and  the  vicissitudes  of  the  child 
in  his  pilgrimage  through  the  birth  canal. 
If  we  recall  the  pressures  and  resistances 
which  the  advancing  head  is  forced  to  en- 
dure, we  must  remain  grateful  that  a major- 
ity of  babies  do  escape  serious  damage  to  the 
brain. 

Aside  from  the  direct  pressure  on  the 
child’s  head  there  is  the  disturbance  of  the 
circulation  incident  to  the  decreased  pressure 
associated  with  the  “cupping”  process  by 
which  the  caput  succedaneum  is  formed.  The 
passive  congestion  in  the  longitudinal  sinus 
always  constitutes  a danger  point.  Then 
there  is  the  problem  of  asphyxial  stasis,  and 
the  friability  of  blood  vessels  at  birth.  The 
danger  of  anoxemia  cannot  be  overstated. 
Even  under  normal  conditions,  placental 
blood  going  to  the  fetus  has  only  one-fifth 
the  oxygen  content  of  adult  arterial  blood. 
The  returned  venous  blood  shows  a four- 
fifths  diminution  of  oxygen  as  compared 
with  adult  diminution  of  one-third.  Until 
he  becomes  physiologically  independent, 
therefore,  the  infant  is  in  constant  hunger 
for  oxygen.  All  of  these  factors  exist  and 
must  be  reckoned  with  every  time  that  a 
baby  is  being  born.  They  also  serve  to  ex- 
plain the  discomforting  frequency  of  intra- 
cranial injury  following  an  apparently  nor- 
mal delivery  or  a cesarian  section. 

TYPES  OF  HEMORRHAGE 

In  the  classification  of  the  intracranial 
hemorrhages,  writers  follow  their  own  in- 
clination when  it  comes  to  grouping  the 
cases.  Some  describe  the  condition  on  the 
basis  of  anatomical  location  of  the  lesion 
found  at  post  mortem  examination,  some  on 
the  basis  of  pathological  changes  in  the 
brain,  some  base  their  description  on  clinical 
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symptoms  presented  in  the  individual  case, 
some  group  them  in  terms  of  severity.  In 
the  evaluation  of  the  individual  case  obvious- 
ly all  these  phases  must  be  taken  into  ac- 
count. They  are  all  important  in  arriving  at 
a diagnosis  as  well  as  a prognosis.  The  lo- 
cation of  the  lesion,  the  extent  of  the  hemor- 
rhage, the  pathological  changes  all  are  deter- 
mining factors  in  the  ultimate  outcome  of 
the  injury. 

Meningeal  hemorrhages  often  produce  lit- 
tle or  no  permanent  damage.  Levinson  and 
Saphir<2>,  in  a study  of  this  type  of  hemor- 
rhage, found  “a  complete  lack  of  evidence  of 
any  reaction  of  the  meninges  due  to  hemor- 
rhage.” None  of  the  sections  showed  signs 
of  organization  even  though  death  occurred 
some  weeks  following  birth.  On  the  other 
hand  hemorrhage  into  the  substance  of  the 
brain  is  apt  to  cause  death,  or  in  the  event  of 
survival,  grave  motor  disturbances  with  or 
without  recurrent  convulsive  seizures.  Pe- 
techial hemorrhages,  usually  associated  with 
asphyxia  neonatorum,  likewise  are  produc- 
tive of  permanent  damage  through  degenera- 
tive changes  which  usually  occur.  Hemor- 
rhage into  the  ventricles,  as  a rule,  requires 
little  speculation  on  prognosis  since  this  type, 
usually  the  result  of  violent  instrumentation, 
is  massive  and  practically  always  fatal. 

SYMPTOMS  AND  DIAGNOSIS 

The  classical  symptoms  of  cerebral  hemor- 
rhage are  too  well  known  for  further  empha- 
sis. Unfortunately  the  text  book  descrip- 
tions are  based  upon  the  severer  clinical 
types  and  they  fail  to  take  into  account  the 
more  prevalent,  mild  cases.  All  symptoms 
are  based  on  irritation  and  pressure.  The 
symptoms  produced  by  pressure, — general- 
ized or  localized  convulsions  alternating  with 
stupor,  cyanosis,  bulging  fontanel,  cerebral 
cry,  etc.,  are  often  absent  in  the  milder  cases. 
In  the  latter  group  the  symptoms  are  pre- 
dominantly those  of  cerebral  irritation  ra- 
ther than  of  greatly  increased  intracranial 
pressure.  The  outstanding  symptoms  that 
we  find  in  this  type  of  bleeding  are:  refusal 
to  nurse,  restlessness,  and  occasionally  faint 
twitching  of  the  facial  muscles,  and  not  in- 
frequently irregularity  in  the  respiratory 
rhythm.  Some  observers  maintain  that  the 
latter  symptoms  are  those  of  infantile  tetany 
rather  than  of  hemorrhage.  However,  it  is 
difficult  to  accept  this  interpretation  in  the 
light  of  xanthochromic  spinal  fluid  and  a nor- 
mal calcium  and  phosphorus  ratio  in  the 
blood. 


The  importance  of  these  symptoms  cannot 
be  overemphasized.  A diagnosis  of  intra- 
cranial hemorrhage  at  a time  before  the 
bleeding  is  fully  established'  followed  by  ac- 
cepted treatment  would  save  many  lives,  and 
even  more  crippling  defects.  It  is  well  recog- 
nized that  small  extravasations  of  blood  into 
the  subarachnoid  spaces  may  be  absorbed 
without  clot  and  therefore  without  cerebral 
damage.  Early  attention  to  these  indefinite 
symptoms  would  also  save  many  shocking 
embarrassments  incident  to  post  mortem  di- 
agnosis of  intracranial  hemorrhage  when  the 
clinician  did  not  even  suspect  the  condition. 

Another  important  point  to  bear  in  mind, 
particularly  in  connection  with  the  care  of 
the  premature  infant  is  that  the  manifesta- 
tions of  cerebral  hemorrhage  may  at  times 
be  delayed  for  several  days  or  even  weeks. 
The  probability  in  these  cases  is  that  the 
hemorrhage,  mild  at  birth,  unchecked,  gath- 
ers momentum  with  resulting  increased  se- 
verity in  its  symptoms.  Post  mortem  exam- 
ination almost  invariably  reveals  an  organ- 
ized clot  in  one  of  the  vital  areas. 

PROGNOSIS 

Uppermost  in  the  minds  of  those  con- 
cerned with  the  welfare  of  the  infant  suffer- 
ing from  intracranial  hemorrhage  is,  “Will 
the  baby  live,  and  if  he  does  survive  the 
bleeding  period  will  he  escape  permanent 
damage?”  Of  all  the  phases  of  cerebral 
hemorrhage  none  is  as  indefinite  as  the  ulti- 
mate outcome.  I have  seen  numerous  in- 
fants with  hemorrhage  who,  judging  from 
their  initial  difficulties,  had  every  right  to 
die,  grow  into  sturdy  childhood.  I have  also 
had  the  unfortunate  experience,  more  than 
once,  of  being  confronted  by  an  anxious 
mother  with  the  question,  “Do  you  think  the 
child  is  right?  He  is  nine  months  old  and  he 
cannot  even  sit  alone.”  These  tragic  state- 
ments are  familiar  to  all  of  us.  In  my  early 
career  I had  occasion  to  call  in  the  late  Dr. 
McClanahan  on  an  infant  several  hours  after 
birth  when  he  developed  convulsions.  Labor 
had  been  very  difficult.  In  the  consultation 
room  the  good  doctor  assured  me  that  the 
baby  would  either  die  in  the  next  few  hours 
or  that  he  may  live  a few  days.  The  saddest 
part  about  the  condition,  he  explained,  is 
that  no  one  can  tell  just  what  course  the 
baby  may  take.  He  repeated  the  statement 
to  the  distracted  father,  and  in  his  philosoph- 
ical manner  added,  “Where  there  is  life  there 
is  hope.”  It  is  the  only  honest  prediction 
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that  I can  endorse  as  a prognosis  during  the 
bleeding  stage  of  intracranial  hemorrhage  in 
the  newborn. 

TREATMENT 

The  treatment  generally  is  based  on  three 
main  principles: 

1.  Control  of  hemorrhage. 

2.  Control  of  convulsions. 

3.  Maintenance  of  nutrition 

The  control  of  hemorrhage.  Most  authori- 
ties agree  that  substances  generally  con- 
sidered as  coagulants  are  of  theoretical  rath- 
er than  practical  value.  The  injection  of  hu- 
man blood  intramuscularly  is  today  the  ac- 
cepted treatment  in  this  direction.  Some  ob- 
stetricians place  so  much  faith  in  the  pro- 
cedure that  they  inject  blood  routinely  to  all 
infants  born  under  difficulty.  I am  not  alone 
in  the  belief  that  the  results  are  question- 
able. Dr.  Sanford  of  Chicago  has  experi- 
mental evidence  to  show  that  far  from  aiding 
coagulation,  injection  of  blood  actually  pro- 
longs clotting  time  in  these  cases.  The  only 
known  and  undisputed  factor  in  promoting 
cessation  of  bleeding  is  rest.  This  applies  to 
cerebral,  as  well  as  to  hemorrhage  in  other 
locations  in  the  body.  The  infant  should 
therefore  be  disturbed  as  little  as  possible. 
Respiration  is  practically  always  irregular  in 
these  cases.  Cyanosis  and  periods  of  apnea 
are  almost  the  rule.  The  administration  of 
COL,  with  oxygen  by  nasal  catheter  not  only 
relieves  respiratory  embarrassment,  but  is  of 
invaluable  aid  in  procuring  rest  for  the  in- 
fant. Riesenfeld<3)  advises  keeping  these  in- 
fants in  vertical  position.  This  advice  is 
based  on  the  fact  that  a bleeding  finger 
bleeds  less  when  held  in  the  upward,  than  in 
the  downward  position.  This  vertical  posi- 
tion may  be  maintained  by  placing  pillows 
along  the  sides  of  the  baby,  snuggly  filling 
the  space  between  the  infant  and  the  sides 
of  the  crib.  Such  position,  the  author  ad- 
vises, should  be  maintained  for  eight  to  ten 
days 

The  control  of  convulsions.  Convulsions 
are  due  to  increased  intracranial  pressure  in- 
cident to  the  hemorrhage.  Where  the  pres- 
sure is  great  the  withdrawal  of  varying 
quantities  of  spinal  fluid  by  cisternal  punc- 
ture where  one  is  well  acquainted  with  the 
landmarks,  or  by  spinal  puncture,  will  afford 
relief.  The  spinal  tap  should  be  accomplished 
without  too  much  struggle  on  the  part  of  the 


infant.  One  can  enter  the  canal  without  too 
much  bending  of  the  baby’s  back  and  with- 
out strain  on  the  head. 

The  intravenous  injection  of  25%  glucose 
is  also  of  value  in  reducing  the  pressure  and 
is  used  alone  or  in  conjunction  with  the  tap. 
Sedatives  should  be  employed  in  adequate 
dosage  to  promote  rest.  Opiates  must  be 
avoided  because  of  their  deleterious  effect  on 
the  respiratory  center.  The  intramuscular 
injection  of  1 or  2 cc.  of  50%  magnesium  sul- 
fate is  often  of  value  in  minimizing  the  in- 
tensity of  the  seizures.  When  the  clot  has 
been  definitely  diagnosed  surgical  removal  is 
advisable.  My  own  experience  with  surgery 
in  these  cases  is  negligible,  however,  and  I 
cannot  discuss  this  phase  of  therapeutics  au- 
thoritatively. 

Maintenance  of  nutrition.  Infants  with 
cerebral  hemorrhage  are,  as  a rule,  difficult 
to  feed.  They  are  either  too  somnolent  or 
too  restless  to  nurse.  Every  effort  must  be 
exercised  to  preserve  their  strength.  Where 
human  milk  is  available  it  should  be  used. 
The  breasts  may  be  pumped,  and  the  milk 
thus  obtained  administered  by  bottle  if  the 
baby  is  not  too  weak,  by  dropper  preferably 
in  case  the  infant  cannot  suckle,  or  by  nasal 
tube.  The  last  procedure  is  used  only  where 
the  infant  cannot  be  fed  satisfactorily  by 
other  means.  Needless  to  say,  great  precau- 
tion must  be  observed  not  to  overload  the 
stomach.  Evaporated  acidified  milk  is  best 
suited  to  the  needs  of  this  type  of  feeding 
where  breast  milk  is  not  available.  Milk  so 
modified  may  be  administered  in  concen- 
trated form,  thus  affording  a high  caloric 
intake  in  relatively  small  bulk. 

No  discussion  of  this  vital  problem  must 
close  without  emphasis  on  preventive  meas- 
ures. The  subject  of  prenatal  and  ante-par- 
tum  care  is  beyond  the  scope  of  this  paper. 
I cannot,  however,  refrain  from  emphasizing 
the  universal  belief  that  diligent  follow-up 
of  the  woman  during  pregnancy,  with  con- 
scientious advice  on  hygiene  and  exercise, 
careful  determination  of  the  position  of  the 
f^tus  prior  to  the  onset  of  labor,  and  sensible 
procedure  during  various  stages  of  delivery 
— these  factors  under  our  present  limited  un- 
derstanding, constitute  the  only  hope  of  re- 
ducing the  incidence  of  intracranial  hemor- 
rhage of  the  newborn. 
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DISCUSSION 

DR.  J.  JAY  KEEGAN,  (Omaha):  There  are  a few 
points  I would  like  to  emphasize  on  this  subject, 
because  it  is  related  in  some  degree  to  complications 
of  head  injuries  in  adults.  First  is  the  recognition 
of  the  importance  of  anoxemia  in  head  injuries, 
whether  in  an  infant  or  an  adult.  That  always 
brings  in  the  question  of  morphine  or  other  seda- 
tives that  reduce  respiratory  center  activity.  Anox- 
emia leads  to  venous  congestion  of  the  white  sub- 
stance of  the  brain  and  small  hemorrhages  about 
blood  vessels,  a condition  we  call  hemorrhagic  en- 
cephalitis. The  brain  with  such  lesion  is  liable  to 
recover  with  more  permanent  damage  than  when 
blood  is  in  the  cerebrospinal  fluid,  because  in  the 
former  the  brain  tissue  is  damaged,  and  in  the  lat- 
ter only  the  surface  is  affected  by  the  blood. 

We  recognize  other  factors — varying  degrees  of 
pressure  on  the  brain  during  delivery  and  some- 
times a hemorrhagic  tendency  these  new-born  in- 
fants develop.  We  should  also  remember  that  hem- 
orrhage at  birth  is  rarely  arterial.  It  is  usually 
venous.  A venous  hemorrhage  has  no  great  pres- 
sure back  of  it.  It  will  not  accumulate  after  the 
venous  stasis  has  subsided.  We  do  not  need  to  worry 
much  about  acute  pressure  symptoms.  If  the  pa- 
tient survives  the  acute  trauma  the  blood  will  be 
absorbed  without  further  bleeding. 

I should  like  to  speak  particularly  of  meningeal 
hemorrhage,  because  Dr.  Jahr  emphasized  the  fact 
there  is  little  permanent  damage  from  meningeal 
hemorrhage  in  itself.  We  see  it  in  adults  due  to 
rupture  of  a small  blood  vessel  at  the  base  of  the 
brain.  The  patient  develops  pain  in  the  back  of  his 
neck,  intense  headache  and  vomiting.  He  usually 
goes  into  syncope,  and  sometimes  convulsions  and 
coma.  During  that  period  he  needs  relief  from  pres- 
sure. The  same  holds  true  when  an  infant  develops 
a massive  meningeal  hemorrhage.  If  the  fontanelle 
bulges,  and  pressure  signs  are  present,  it  is  desira- 
ble to  drain  off  enough  blood  to  relieve  pressure. 
As  to  the  end  results,  when  the  pressure  is  reduced, 
consciousness  will  be  regained  and  the  patient  will 
be  reasonably  comfortable. 

I think  the  indications  for  spinal  puncture  are 
based  largely  upon  the  presence  of  pressure  which 
can  be  determined  by  tense  bulging  of  the  fonta- 
nelle. If  it  is  not  bulging,  it  is  doubtful  if  there  is 
any  indication  for  spinal  puncture.  Oftentimes 
fluids  are  indicated,  rather  than  drainage  of  the 
spinal  fliud.  As  to  how  often  puncture  should  be 
done,  it  is  impossible  to  drain  all  the  blood  out  of 
the  arachnoid  space  after  a hemorrhage  and  while 


it  may  do  good  to  drain  some  blood  out,  the  re- 
maining blood  will  be  absorbed  if  the  pressure  can 
be  kept  at  a safe  level.  I think  indications  for 
spinal  drainage  in  the  presence  / of  bloody  spinal 
fluid  are  to  drain  as  often  as  the  pressure  rises 
above  a comfortable  level.  When  it  stays  at  a level 
safe  for  that  individual,  further  spinal  drainage  is 
not  necessary. 

The  irritating  phenomena  that  go  with  meningeal 
hemorrhage  we  see  more  when  the  blood  is  in  the 
subarachnoid  space,  and  not  so  often  when  it  is  in 
the  brain  substance.  Convulsions  usually  mean  irri- 
tation on  the  surface  of  the  brain,  not  below  the 
surface.  Convulsions  at  birth  usually  indicate  men- 
ingeal hemorrhage.  Combined  with  this  there  is  a 
certain  degree  of  piessure.  Spinal  drainage  will  re- 
lieve pressure  and  reduce  irritation  and  should  be 
done  both  for  diagnosis  and  treatment. 

Finally  the  presence  of  a tense  bulging  fontanelle 
is  the  chief  indication  for  spinal  drainage.  Surgi- 
cal drainage  is  not  often  called  upon,  because  the 
meningeal  hemorrhages  can  be  treated  as  satisfac- 
torily by  spinal  drainage.  Localizing  subdural 
hematoma  occasionally  develops  and  gives  rise  to 
paralytic  signs  on  one  side.  If  paralysis  persists 
beyond  a few  days  it  may  be  a good  idea  to  puncture 
the  corresponding  cerebral  region — if  a left  paraly- 
sis, in  the  right  pariental  zone.  Liquified  hemato- 
ma may  be  aspirated  through  a needle  or  trephine 
and  drainage  done.  The  surgical  treatment  of  these 
birth  injuries  is  rarely  necessary  or  beneficial. 

DR.  E.  M.  HANSEN,  (Lincoln):  Mr.  Chairman 
and  Members  of  the  Association:  I cannot  refrain 
from  adding  emphasis  to  the  point  which  Dr.  Kee- 
gan has  made,  relative  to  the  analogy  between  an 
injury  to  the  brain  of  an  infant  and  an  injury  to 
the  brain  of  the  adult.  Many  times  the  obstetrician 
is  responsible  for  increased  intracranial  damage  by 
the  use  of  unwise  procedures  in  attempting  to  resus- 
citate the  patient.  I am  sure  if  you  gentlemen  were 
called  to  see  an  individual  who  had  been  in  an  auto- 
mobile accident  and  had  a severe  trauma  to  his  head, 
that  you  would  not  put  him  into  a hot  bath  and  then 
into  a cold  bath,  and  swing  him  through  the  air,  and 
do  a lot  of  other  things  some  men  do  to  babies  such 
as  spanking,  slapping  him  on  the  body,  which  tend 
to  increase  the  amount  of  bleeding  from  the  intra- 
cranial vessels.  The  baby  who  has  been  traumatized 
should  be  treated  with  the  greatest  of  gentleness. 
He  should  be  kept  warm.  I believe  the  use  of  an  in- 
tratracheal catheter,  with  artificial  respiration,  will 
do  best  where  other  procedures  that  are  more  active 
will  only  increase  the  damage.  If  artificial  respira- 
tion can  be  carried  on,  I believe  it  reduces  the  anox- 
emia, and  thereby  possibly  reduces  the  amount  of 
damage  that  may  occasionally  occur  to  the  brain 
from  anoxemia. 


Commenting  on  the  claim  of  a beautician 
that  saturating  the  system  with  iodine  will 
cause  the  hair  to  turn  reddish  brown  and 
thus  will  avert  gray  hair,  The  Journal  of  the 
American  Medical  Association  for  Aug.  19 
states : 


“If  this  theory  were  correct,  the  world 
would  be  full  of  reddish  brown  hair,  for  every 
syphilitic  patient  under  proper  treatment  in- 
gests iodine  in  considerable  amount  over  long 
periods.  There  is  no  scientific  ground  for 
the  idea.” 
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THE  GOVERNMENT  IN  MEDICINE 

We  are  living  in  an  age  that  has  been 
labeled  “social  consciousness.”  Throughout 
the  world  in  the  past  decade  or  so  there  has 
arisen  a philosophy  of  nationalism.  This 
philosophy  has  been  accentuated  with  the  de- 
pression and  with  the  European  unrest  and 
chaos.  There  was  a time  within  the  mem- 
ory of  practically  every  member  of  the  Ne- 
braska State  Medical  Association  when  a 
fellow  was  expected  to  work  and  support 
himself  or  suffer  the  consequences  of  idle- 
ness. The  individual  was  the  unit  and  it  was 
the  individual  who  was  asked  to  bear  respon- 
sibility for  his  own  welfare  and  for  that  of 
his  family. 

Times  have  changed  and  with  this  change 
there  has  arisen  a definite  effort  on  the  part 
of  the  State  to  shift  the  responsibility  from 
the  individual  to  the  government.  The  sys- 
tem of  huge  and  organized  relief  is  the  prod- 
uct of  this  philosophy.  Federal  government, 
state  and  the  county,  have  assumed  legally, 
socially  and  even  morally,  the  burden  of  the 


individual.  The  matter  of  health  and  medi- 
cal care,  being  as  they  are  part  and  parcel  of 
the  social  and  economic  structure,  have  na- 
turally become  a subject  of  vital  importance 
in  connection  with  the  general  problem  of 
relief. 

It  is  not  for  the  physician  to  indulge  in 
futile  definitions  of  the  duties  of  the  State 
in  the  role  of  protector  for  the  underprivi- 
leged. The  situation  is  as  it  stands,  and  the 
physician  cannot  do  more  than  to  apply  his 
efforts  as  a citizen  to  change  the  present  so- 
cial theories  and  social  practices.  He  can 
use  his  personal  influence  upon  patients  and 
his  friends  along  constructive  methods  for 
what  is  desirable  in  the  social  fabric  of  our 
generation.  In  the  matter  of  medical  care, 
however,  the  physician  has  a definite  duty 
toward  his  State  as  well  as  his  individual  pa- 
tient, not  to  mention  his  family. 

The  political  structure  of  our  democracy 
is  such  that  governmental  representatives, 
unless  unusually  honest  and  fearless,  sooner 
or  later  succumb  to  pressures  exerted  by  or- 
ganized groups.  It  is  this  phase  of  our 
political  life  that  endangers  not  only  our 
democratic  principles  of  government,  but 
particularly  our  strivings  to  maintain  an  in- 
dependent medical  profession.  People  have 
become  accustomed  to  think  of  Uncle  Sam 
as  a big-hearted  philanthropist,  giving  every- 
thing he  can  be  made  to  give  for  nothing.  It 
is  this  false  philosophy  that  the  doctor  is 
called  upon  to  combat  in  his  community  by 
frank  and  honest  discussions  of  the  problem 
with  his  individual  patients  and  his  intelli- 
gent friends. 

There  is  indication  today  that  the  back- 
breaking federal  health  program  proposed  by 
Senator  Wagner  has  been  abandoned.  The 
President  of  the  United  States,  we  have  rea- 
son to  believe — at  least  for  the  present,  has 
considered  this  bill  extravagant  and  un- 
achievable. For  how  long  this  economic  re- 
traction is  good  there  is  no  way  of  predict- 
ing. There  is  one  prediction,  however,  that 
offers  hope;  that  is  that  if  every  physician 
made  it  his  business  to  acquaint  his  patients 
and  his  friends  with  the  evils  of  politically 
administered  medicine,  there  would  be  a 
permanent  cessation  of  effort  on  the  part  of 
the  politician  to  force  this  foreign  system 
upon  a free  people. 


Volume  25 
Number  3 


EDITORIAL 


105 


NATIONAL  PHYSICIANS’  COMMITTEE 

The  evils  of  political  medicine  are  indis- 
putable. Even  Utopian  visionaries  admit 
that  medicine  under  government  control 
would  be  a tragedy  for  the  citizens  of  the 
United  States.  However,  the  tendency  of  the 
present  system  of  propaganda  in  connection 
with  the  possibilities  of  free  ( !)  medical  serv- 
ices to  all  of  the  people  has  been  sailing  un- 
der sugar  covered  coating  with  the  warning 
that  government  subsidy  is  not  necessarily 
synonymous  with  government  control.  Pro- 
paganda at  best  is  a dangerous  weapon  with 
which  the  credulous  are  attacked  and  which 
they  do  not  recognize  until  the  damage  has 
been  done.  That  we  have  had  and  are  con- 
tinuing to  have  a vicious  shower  of  propa- 
ganda emanating  from  various  minority 
groups  is  well  known,  even  though  the  dis- 
guise at  times  has  been  such  that  it  is  diffi- 
cult to  trace  its  origin. 

The  National  Physicians’  Committee  for 
the  Extension  of  Medical  Service  is  the  only 
organization  the  efforts  of  which  are  beyond 
suspicion.  It  is  this  Committee  that  is  mak- 
ing a conscientious  effort  to  study  and  over- 
come the  insiduous  attempts  leveled  at  the 
independence  and  welfare  of  the  medical  pro- 
fession. This  Committee  should  be  given 
every  support  to  maintain  its  functions. 
Every  physician  who  holds  the  integrity  of 
his  profession  close  to  his  heart  should  work 
hand  in  hand  with  this  organization  to  carry 
out  its  honest  and  unselfish  program.  In- 
dividual effort  on  the  part  of  the  doctor  is 
important,  but  no  less  important  are  collec- 
tive methods  of  education.  Citizens  of  this 
country  can  be  made  to  realize  that  Ameri- 
can Medicine  has  played  an  important  part 
of  American  institutions  and  that  the  physi- 
cian has  always  lived  up  to  a tradition  ren- 
dered possible  only  through  independence 
and  unshackled  relationships  between  him- 
self and  his  patients.  The  National  Physi- 
cians’ Committee  must  have  the  moral  and 
material  encouragement  of  every  physician 
in  this  Democracy. 


Personality  and  temperament  are  more  amenable 
to  environment  than  most  traits,  according  to  ex- 
periments summarized  in  Hygeia,  The  Health  Maga- 
zine. Educational  achievements  rank  next,  followed 
by  intelligence. 


SULFANILAMIDE  AND  ITS 
DERIVATIVES,  USES  AND  ABUSES 

Elsewhere  in  this  issue  i's  a report  of  a 
panel  discussion  on  the  various  phases  of  sul- 
fanilamide and  its  derivatives.  No  pretense 
is  made  to  completeness  of  this  panel.  The 
literature  on  the  subject  is  so  vast  that  the 
description  of  one  single  phase  could  easily 
consume  the  whole  issue  of  the  Journal.  The 
discussion  here  presented  does,  however,  em- 
phasize the  principal  features  of  this  spec- 
tacular drug.  The  speed  with  which  sulfanil- 
amide was  accepted  by  the  profession  is  little 
short  of  phenomenal  considering  the  usual 
lag  in  application  that  follows  new  dis- 
coveries. 

It  is  this  sudden  popularity  of  the  drug 
that  affords  misgivings  on  the  part  of  the 
careful  physician  in  his  daily  contact  with 
patients  suffering  from  infections  of  many 
varieties.  Too  many  resort  to  Shakespear- 
ean parodies:  to  give  or  not  to  give — sulfa- 
nilamide,— and  end  up  by  giving  it  whether 
or  not  there  is  a true  indication  for  its  use. 
The  administration  is  more  often  attended 
by  empirical  hope  than  by  specific  faith  in 
its  action. 

There  is  no  question  but  that  where  defi- 
nitely indicated  sulfanilamide  and  its  de- 
rivatives are  veritable  blessings  to  our  thera- 
peutic armamentarium.  The  effectiveness 
of  sulfanilamide  in  certain  streptococcus  in- 
fections and  of  sulfapyridine  in  pneumonia  is 
at  times  spectacular.  Indiscriminate  use, 
however,  is  not  free  from  danger.  The  pow- 
erful action  of  sulfanilamide  is  not  always 
limited  to  bacteriostasis.  The  untoward  ef- 
fects on  the  blood  cells  is  well  recognized 
and  needs  no  elaboration  at  this  point. 

Machella  and  Higgins*  working  with  white 
rats  found  that  toxic  effects  upon  the 
erythrocytes  as  a result  of  overdosage  were 
greatest  when  sulfanilamide  was  employed 
and  that  sulfapyridine  produced  the  least 
damage.  Neoprontosil  was  intermediate  in 
rank  of  toxicity. 

*The  Effects  of  Sulfanilamide,  Neoprontosil  and 
Sulfapyridine  Upon  the  Erythrocyte  Count  of  White 
Rats.  Thomas  E.  Machella  and  George  M.  Higgins, 
Amer.  Jour.  Med.  Sciences,  Vol.  199,  p.  158,  Feb., 
1940. 


THE  ANNUAL  ASSEMBLY  OF  THE  NEBRASKA  STATE  MEDI- 
CAL ASSOCIATION  WILL  BE  HELD  IN  THE  HOTEL 
FONTENELLE,  OMAHA,  APRIL  22,  23,  24,  25 
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A MESSAGE  FROM  YOUR  PRESIDENT 


Nebr.  S.  M.  Jour. 
March.  1940 


^ Message  from  Your 
"President j 


DR.  A.  L.  MILLER 


AFFAIRS  OF  STATE 

In  this  issue  of  the  Journal  is  a partial  report  of  the 
minutes  of  the  Council  of  the  State  Medical  Association, 
held  in  Lincoln,  January  21  of  this  year.  Reading  of 
minutes  at  best  is  a tedious  process;  nevertheless,  it  is 
to  the  interest  of  every  member  of  the  Association  to 
read  these  transactions  carefully  and  acquaint  himself 
with  the  problems  as  they  are  brought  to  this  executive 
body  of  the  Association. 

The  Council  is  a conscientious  group  which  tries  in 
a level-headed  manner  to  steer  the  Ship  of  State  of  your 
Society.  Each  member  of  this  Council  is  interested  in 
doing  all  that  is  possible  to  promote  the  interests  of  the 
public  in  the  matter  of  health  and  to  reflect  officially 
the  attitude  of  organized  medicine  in  the  social  and  eco- 
nomic spheres  of  this  commonwealth.  Their  delibera- 
tions are  recorded  in  the  Journal  so  that  members  whom 
they  represent  may  be  acquainted  with  the  problems 
under  discussion  and  the  mode  of  their  solution. 

A.  L.  Miller. 

President  Nebraska  State  Medical  Assn. 
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ANNOUNCEMENTS 


Out-State  Guests  to  Appear  at  Nebraska 
State  Medical  Assembly  in  April 

Tuesday  morning:  Obstetrical  Symposium 
(1  out-state  guest,  to  be  announced). 

Tuesday  afternoon:  3:00  Dr.  Stuart  W. 
Harrington,  Rochester,  Minn. 

Tuesday  evening:  7:00  Dinner — Dr.  Ed- 
ward McCormick,  Toledo,  Ohio. 

Wednesday  morning:  10:30  Dr.  Theodore 
E.  Sanders,  St.  Louis,  Missouri;  11:30  Dr. 
Ernest  E.  Irons,  Chicago,  111. 

Wednesday  noon  (and  afternoon) : Imme- 
diately following  luncheon— Dr.  Van  Etten, 
N.  Y. ; 3:00,  Van  Etten  will  talk  also;  4:00, 
Dr.  Armand  J.  Quick,  Milwaukee,  Wis. 

Thursday  morning:  10:30,  Dr.  Ira  H.  Lock- 
wood,  Kansas  City,  Mo.;  11:30  (surgeon,  to 
be  announced). 

Thursday  afternoon:  Dr.  H.  Douglas  Sin- 
ger, Chicago,  111. 


NEWS  and  VIEWS 


The  University  of  Nebraska  Medical  Col- 
lege will  soon  have  a full  time  teacher  in  each 
of  the  departments  of  pediatrics  and  obste- 
trics. Discussions  are  now  under  way  with 
the  Nebraska  State  Health  Department  and 
the  federal  authorities  on  maternal  and  child 
health  to  bring  this  plan  to  completion. 


Dr.  Robert  Schrock,  Omaha,  was  elected 
president  of  the  American  Academy  of  Or- 
thopedic surgeons.  He  assumed  office  in 
January  at  the  annual  session  of  the  academy 
in  Boston.  Other  Nebraskans  attending  the 
meeting  were  Dr.  James  W.  Martin  and  Dr. 
Robert  Schrock  of  Omaha,  and  Drs.  J.  E.  M. 
Thomson  and  Fritz  Teal  of  Lincoln. 


Dr.  E.  A.  Harvey  of  Ogallala  was  ap- 
pointed county  physician  to  succeed  Dr.  H. 
A.  Vandiver.  Dr.  L.  C.  Kirk  of  Paxton  is 
the  county  physician  in  that  territory  of 
Keith  county. 


Attending  the  Colorado  State  Medical  As- 
sociation in  Denver  in  February  were  Drs. 
E.  E.  Griggs,  Scottsbluff;  L.  F.  Valentine, 
North  Platte;  R.  R.  Reed,  McCook. 


Dr.  H.  M.  Hepperlen  of  Beatrice  was  re- 
cently elected  president  of  the  Gage  County 
chapter  of  the  American  Red  Cross. 


Dr.  Chas.  H.  Arnold  is  secretary  of  the 
scientific  assembly  to  the  International  Col- 
lege of  Surgeons.  At  its  meeting  in  Venice, 
Fla.,  in  February,  Dr.  Harry  Everett,  Lin- 
coln. discussed  the  “Management  of  Patients 
With  Diffuse  Peritonitis,  and  Dr.  D.  T.  Quig- 
ley, Omaha,  spoke  on  “Present  Status  of 
Vitamin  and  Mineral  Therapy.” 


Norfolk,  Nebraska:  through  the  Council 
of  Parent-Teachers  Association  in  coopera- 
tion with  the  local  physicians,  an  immuniza- 
tion campaign  for  school  children  is  being 
planned  for  this  spring. 


ANNOUNCEMENT  OF  VAN  METER 
PRIZE  AWARD 

The  American  Association  for  the  Study  of  Goiter 
again  offers  the  Van  Meter  Prize  Award  of  Three 
Hundred  Dollars  and  two  honorable  mentions  for  the 
best  essays  submitted  concerning  original  work  on 
problems  related  to  the  thyroid  gland.  The  Award 
will  be  made  at  the  annual  meeting  of  the  Associa- 
tion which  will  be  held  at  Rochester,  Minnesota,  on 
April  15th,  16th  and  17th,  providing  essays  of  suf- 
ficient merit  are  presented  in  competition. 

The  competing  essays  may  cover  either  clinical  or 
research  investigations;  should  not  exceed  three 
thousand  words  in  length;  must  be  presented  in 
English;  and  a typewritten  double  spaced  copy  sent 
to  the  Corresponding  Secretary,  Dr.  W.  Blair  Mos- 
ser,  133  Biddle  Street,  Kane,  Pennsylvania,  not  later 
than  March  15th. 

The  Committee,  who  will  review  the  manuscripts, 
is  composed  of  men  well  qualified  to  judge  the 
merits  of  the  competing  essays.  Dr.  T.  L.  Althau- 
sen  of  the  University  of  California  received  the 
Award  for  the  year  1939  in  recognition  of  his  essay 
entitled  “A  Study  of  the  Influence  of  the  Thyroid 
Gland  on  the  Digestive  Tract.” 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  presentation  of  the  Prize  Award 
Essay  by  the  author  if  it  is  possible  for  him  to 
attend.  The  essay  will  be  published  in  the  annual 
Proceedings  of  the  Association.  This  will  not  pre- 
vent its  further  publication,  however,  in  any  Jour- 
nal selected  by  the  author. 
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WOMAN'S  A U XI  LI  A R V 


Nebr.  S.  M.  Jour. 
March,  1940 


WOMAN'S  AUXILIARY 


President — Mrs.  James  E.  M.  Thomson, 

Lincoln 

President-Elect — Mrs,  A.  D.  Brown, 

Central  City 

Secretary — Mrs.  Walter  IV.  Carveth, 
Lincoln 


Treasurer — Mrs.  Harley  Anderson, 

Omaha 

First  Vice  President — Mrs.  Olin  J.  Cameron, 

Omaha 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 


The  following  exhibits  may  prove  an  inspi- 
ration to  your  Auxiliary: 

Description  of  Exhibits  shown  at  the  Sev- 
enteenth Annual  Meeting  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion, held  in  St.  Louis,  Missouri,  Mav  17-19, 
1939: 

STATE  AUXILIARIES 

Arizona — Unique  scrap  book  with  Philippine  ma- 
hogany covers  on  which  was  a copper  map  of  the 
state,  punched  to  show  the  counties  organized. 

Arkansas — 11  posters;  an  obstetrical  layout;  a 
quilt.  This  shows  much  activity. 

California — Their  banner  and  copies  of  the  Cali- 
fornia Auxiliary  Courier. 

Colorado — A large  poster  “Colorado  climbing  up.” 

Illinois — Picture  symbolizing  “Good  Ship  A.M.A.” 
tossed  on  stormy  “Sea  of  PUBLIC  OPINION,” 
guided  by  electrically  lighted  buoys  representing 
health  educational  programs  of  county  auxiliaries 
and  Hygeia  distribution,  as  summarized  on  either 
side  of  picture.  Also,  the  two  placards  giving  his- 
tory of  auxiliary  organization  and  objective.  Scrap 
book  exhibited. 

Kansas — 2 scrap  books;  1 register;  7 placards  on 
Health  Activities.  Very  creditable. 

Louisiana — Well  gotten  up  book  of  8 painted  pla- 
cards on  their  activities. 

Missouri— Large  book  of  sketches  and  verses,  “3 
Little  Pigs,”  clever  and  original;  scrap  book;  quar- 
terly bulletin. 

New  Jersey — Many  pieces  showing  work  of  the 
Auxiliary  Art,  Hobby  and  Medical  History  commit- 
tee in  recording,  for  the  State  Medical  Society,  the 
Medical  History  of  N.  J.;  photos  of  the  1938  exhibi- 
tion of  that  committee;  poster  on  Health  Activities. 

New  Mexico — 2 unique  placards  with  miniature 
Indian  accessories  attached. 

New  York— A miniature  theater  stage  done  in  red 
velvet  on  which  were  dressed  dolls  grouped  to  de- 
pict county  auxiliary  projects.  An  interesting,  ori- 
ginal and  outstanding  exhibit. 

North  Carolina — Wooden  plaque  painted  to  show 
the  state  map,  counties  organized  and  state  seal. 

Oregon— Soap  carvings  with  explanation  cards. 

Pennsylvania — Plaster  of  paris  model  and  card. 

Texas — 2 large  platforms  with  models  showing 
contrasting  living  conditions  with  and  without  proj- 
ects advocated  by  auxiliaries;  very  original  and  in- 
structive; scrap  book. 

Utah— Their  outstanding  “Mother  Goose”  book  of 
rhymes  on  Quacks;  scrap  book. 

Virginia — Photo  of  Lucy  Minningerode;  8 dolls 
dressed  as  prominent  Virginia  women  of  the  past; 
1 poster. 


Washington  (state) — Steeplechase,  showing  the 
hard  ride  of  Doctors  to  secure  licenses  as  against 
the  Diploma  Mill;  poster  of  the  state  Basic  Science 
law. 

Wisconsin — 4 scrap  books;  12  posters;  3 maps. 
Shows  fine  work  of  counties  in  many  branches. 


The  18th  Annual  Convention  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation will  be  held  in  New  York  City,  June 
10-14,  1940,  with  headquarters  in  the  Hotel 
Pennsylvania.  In  view  of  the  fact  that  the 
second  edition  of  the  World’s  Fair  will  ac- 
celerate advance  hotel  reservations,  it  is 
urged  that  reservations  be  made  immediate- 
ly through  the  Housing  Bureau  which  has 
been  set  up  by  the  American  Medical  Asso- 
ciation, namely  Dr.  Peter  Irving,  Room  1036, 
233  Broadway,  New  York  City. 


Plans  are  well  under  way  for  the  State 
Meeting  in  Omaha,  April  22  to  the  25th. 
These  will  be  announced  in  detail  in  the  next 
issue  of  the  Journal.  We  are  hoping  that 
each  Auxiliary  member  will  find  it  her  pleas- 
ure to  attend  the  General  Meeting,  where  she 
may  best  learn  of  the  work  accomplished  dur- 
ing the  past  year  and  offer  suggestions  for 
future  activity. 


The  Auxiliary  is  pleased  to  announce  the 
following  winners  of  the  Radio  Essay  Con- 
test on  Tuberculosis  which  it  sponsored  in 
the  Fall.  Colin  Schack  of  Central  High 
School,  Omaha,  received  the  first  prize  of  ten 
dollars  and  thereby  the  trophy  for  his  school. 
Eileen  Cunningham,  senior  in  the  Alliance 
High  School,  received  the  second  prize  of  five 
dollars,  and  Ardel  Forney,  senior  in  the  Obert 
High  School,  was  third  with  a prize  of  two 
dollars  and  a half.  Mrs.  C.  C.  Tomlinson  rep- 
resented the  Auxiliary  at  the  presentation 
program,  while  Dr.  Clayton  Andrews  intro- 
duced the  contest  winners. 


The  Omaha  Douglas  County  Medical  Aux- 
iliary met  for  luncheon  at  the  Old  English 
Tea  Room  on  January  16  with  twenty-two 
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members  present.  Mrs.  M.  C.  Green  presided 
at  the  business  meeting.  Plans  were  dis- 
cussed for  sending  an  exhibit  of  the  year’s 
project  to  the  State  Meeting  in  April.  An 
announcement  of  the  radio  program,  which 
can  be  heard  over  station  KFAB  each  week- 
day at  3:30  o’clock,  was  made. 


(STATE)  DEPARTMENT  OF  HEALTH 
Lincoln,  Nebraska 


MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


Chicken-pox 

1940 

January 

102 

1939 

December 

104 

1939 

January 

179 

1938 

December 

143 

Diphtheria 

_ 13 

8 

14 

13 

Influenza 

_ 13 

0 

1 

13 

Measles 

212 

13 

169 

22 

Meningitis,  C.  S. 

2 

1 

2 

0 

Poliomyelitis 

0 

4 

3 

2 

Scarlet  fever 

137 

93 

150 

130 

Smallpox 

3 

5 

21 

15 

Tuberculosis 

8 

24 

13 

21 

Typhoid  fever 

1 

2 

6 

2 

Whooping  cough 

69 

22 

18 

25 

Gonorrhea 

32 

61 

68 

74 

Syphilis 

60 

110 

71 

67 

JANUARY,  1940,  MORBIDITY  BY 
COUNTIES 


Chicken-pox 

Adams  8 

(Hastings  8) 

Buffalo  1 

Colfax 8 

Dawson  1 

Deuel  1 

Dodge 5 

Douglas  33 

(Omaha  33) 

Hall 2 

(Grand  Island  2) 

Kearney  9 

Lancaster  13 

(Lincoln  13) 

Lincoln  2 

(North  Platte  2) 

Richardson  1 

Saline  7 

Sarpy  1 

Scotts  Bluff 8 

W ebster  2 

Diphtheria 

Douglas  2 

(Omaha  2) 

Franklin  1 

Knox 1 

Lancaster 1 

(Lincoln  1) 

Lincoln  1 

(North  Platte  1) 

Morrill  3 

Nemaha  1 

Scotts  Bluff 2 

York  1 

Influenza 

Keith  13 


Measles 

Adams  3 

(Hastings  3) 

Box  Butte 32 

Douglas  7 

(Omaha  7) 

Fillmore  1 

Frontier  9 

Hitchcock 150 

Lancaster  3 

(Lincoln  3) 

Lincoln  1 

(North  Platte  1) 

Phelps 3 

Scotts  Bluff 3 

Meningitis,  C.  S. 

Scotts  Bluff  _1 1 

York  1 

Scarlet  Fever 

Adams  3 

(Hastings  3) 

Blaine 1 

Box  Butte 1 

Burt  1 

Dawson  2 

Deuel  2 

Douglas  8 

(Omaha  8) 

Furnas  2 

Garfield  1 

Jefferson  2 

Johnson  1 

Kearney  1 

Knox 4 

Lancaster  3 

(Lincoln  3) 


Lincoln  2 

(North  Platte  2) 

Madison  12 

Morrill  1 

Nance  1 

Pawnee 3 

Phelps 7 

Pierce  1 

Platte  4 

Saline  8 

Sarpy  1 

Scotts  Bluff 9 

Stanton  10 

Valley 5 

Wayne  4 

Webster  32 

Y ork  5 

Smallpox 

Keith  3 


Tuberculosis 

Douglas  1 

Gage  1 

Keith 1 

Nuckolls 1 

Otoe  1 

Red  Willow 3 

Typhoid  Fever 

Douglas  1 

( Omaha  1 ) 

Whooping  Cough 

Douglas  5 

(Omaha  5) 

Nance  1 

Saline  2 

Scottsbluff 1 

Stanton  60 


(STATE)  DEPARTMENT  OF  HEALTH 
Division  of  Venereal  Diseases 

1,481  cases  of  Venereal  disease  were  re- 
ported to  this  Division  in  1939:  syphilis  779, 
gonorrhea  698,  chancroid  4. 

Of  this  total  number  the  clinics  of  Omaha 
and  Lincoln  account  for  684.  The  remaining 
797  cases  were  divided  as  follows:  28  Omaha 
physicians  reported  133  cases  while  in  Lin- 
coln 117  cases  were  reported  by  26  physi- 
cians. Over  the  rest  of  the  state  547  cases 
were  reported  by  178  physicians  from  101 
cities  and  towns. 

Of  the  234  reporting  physicians,  95  re- 
ported but  one  case  each,  54  reported  two 
cases,  24  reported  three  cases  each  and  20  re- 
ported four  cases. 

87  of  Omaha’s  133  cases  were  reported  by 
five  physicians  while  the  remaining  46  cases 
were  reported  by  23  physicians. 

In  Lincoln  five  physicians  accounted  for 
52  of  the  117  cases  reported  while  the  re- 
maining 65  cases  were  divided  between  21 
physicians. 

The  four  Diagnostic  and  Treatment  Cen- 
ters located  at  Scottsbluff,  North  Platte, 
Grand  Island  and  Norfolk  in  their  first  full 
year  of  operation  reported  99  cases. 

No  reports  were  received  from  27  of  the 
state’s  93  counties. 

That  Nebraska’s  record  of  reporting  vene- 
real disease  can  and  should  be  improved  will 
be  denied  by  no  one.  May  we  suggest  an 
early  rereading  of  the  “Rules  and  Regula- 
tions for  the  Control  of  Venereal  Disease?” 
Supplies  necessary  for  complying  with  the 
“Rules  and  Regulations”  will  be  promptly 
sent  on  request. 
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Nebr.  S.  M.  Jour. 
March,  1940 


SPEAKERS’  BUREAU 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  January  16th  to  February  29th,  1940. 


SCIENTIFIC  PROGRAMS 

Date  Place  Organization  Addressed  Speaker 

Jan.  17 — Columbus Platte-Loup  Valley  Dr.  L.  S.  McGoogan 

Medical  Society  Omaha 

Dr.  H.  S.  Morgan 
Lincoln 

Feb.  14 — Cozad Dawson  County  Dr.  J.  E.  Meyer 

Medical  Society  Columbus 

Feb.  19 — Nebraska  Otoe  County  Medical-  Dr.  M.  C.  Andersen 

City Dental  Society  Omaha 

Feb.  21 — Columbus Platte-Loup  Valley  Dr.  C.  S.  Moran 

Medical  Society  Omaha 

Dr.  J.  F.  Gardiner 
Omaha 


Title  of  Address 

“Use  and  Abuse  of  Obstetrical 
Forceps” 

“High  Lights  of  Modern  Obstetrical 
Practice” 

"The  Treatment  of  Heart  Failure” 

“Practical  Application  of  Heart 
Tracings” 

“The  Glands  of  Internal  Secretion — 
Physiology  and  Therapy” 

“The  Clinical  Recognition  and  Treat- 
ment of  Adrenal  Insufficiency 
States” 


Feb.  28 — Auburn Nemaha  County 

Medical  Society 

Feb.  26 — Fremont Tri-County  Medical 

Society 


Dr.  Edward  Thompson  "Heart  Disease  as  Seen  in 
Omaha  Nebraska” 

Dr.  R.  L.  Traynor  “Rheumatic  Heart  Disease” 
Omaha 


Feb.  14 — Lexington Public  Meeting 

Feb.  15 — Wahoo Chamber  of  Com- 

merce 

Feb.  19 — Nebraska  Public  Meeting 

City 

Feb.  28 — Auburn Public  Meeting 


LAY  PROGRAMS 
Dr.  J.  E.  Meyer 
Columbus 
Dr.  Roy  W.  Fouts 
Omaha 

Dr.  M.  C.  Andersen 
Omaha 


“Prevention  of  Heart  Disease” 

“Present  Social  Trends  in  Relation 
to  American  Medicine” 

“Heart  in  Health  and  Disease” 


Dr.  Edward  Thompson  "Prevention  of  Cardiac  Disease” 
Omaha 


MINUTES  OF  THE  BOARD  OF 
COUNCILORS  MEETING 

January  21,  1940 

The  annual  Mid-Winter  Meeting  of  the  Board  of 
Councilors  was  called  to  order  by  Dr.  R.  B.  Adams, 
Secretary  Pro  Tern,  at  the  Cornhusker  Hotel,  Lin- 
coln, Nebraska,  at  2:00  p.  m.  The  following  mem- 
bers of  the  Council  were  present:  Drs.  G.  B.  Potter, 
Roy  H.  Whitham,  W.  E.  Shook,  W.  R.  Neumarker, 
D.  D.  King,  A.  A.  Conrad,  M.  O.  Arnold,  H.  S.  An- 
drews, Harvey  Clark,  A.  L.  Cooper,  Past  President 
Homer  Davis,  President  A.  L.  Miller  and  President- 
Elect  Clayton  Andrews. 

There  were  also  present  at  this  meeting,  Drs.  J.  D. 
McCarthy,  Chairman  of  the  Speakers’  Bureau;  Roy 
W.  Fouts,  Chairman  of  the  Committee  on  Medical 
and  Public  Health  Education;  R.  B.  Adams,  Secre- 
tary-Treasurer of  the  Association;  George  W.  Covey, 
Chairman  of  the  Board  of  Trustees;  H.  S.  Morgan, 
Chairman  of  the  MCH  Committee;  Rudolph  F.  Deck- 
er, Speaker  of  the  House  of  Delegates;  Morris  Niel- 
sen, Chairman  of  the  Scientific  Assembly  Commit- 
tee; Floyd  S.  Clarke,  Chairman  of  the  Convalescent 
Serum  Committee;  P.  H.  Bartholomew,  Director  of 
the  State  Health  Department;  J.  T.  Googe,  Medical 
Officer  of  the  Farm  Security  Administration;  Her- 
man M.  Jahr.  Editor  of  the  Journal;  K.  S.  J.  Hohlen, 
Delegate  to  the  A.  M.  A.;  Torrence  Moyer,  Chair- 
man of  the  Committee  on  Library,  Necrology  and 
Records,  and  Mr.  M.  C.  Smith,  Executive  Secretary. 

The  first  order  of  business  was  the  election  of  a 
president.  Dr.  King  nominated  Dr.  H.  S.  Andrews 
for  President.  Dr.  Whitham  moved  that  the  nomina- 


tions be  closed.  Motion  seconded  and  Dr.  Andrews 
was  declared  unanimously  elected  President  of  the 
Board  of  Councilors.  Dr.  Andrews  immediately  took 
the  chair. 

Election  of  a secretary  was  next  in  order.  Dr. 
Whitham  was  nominated  for  this  office  and  Dr.  Ar- 
nold moved  that  the  nominations  be  closed  and  the 
Council  cast  a unanimous  vote  for  Dr.  Whitham. 
Motion  seconded  and  carried.  Dr.  Whitham  was  de- 
clared unanimously  elected  as  Secretary  of  the  Board 
of  Councilors. 

Minutes  of  the  last  meeting  were  read,  accepted 
and  placed  on  file. 

The  report  of  the  Committee  on  Medical  and  Pub- 
lic Health  Education  was  called  for.  This  report 
was  given  by  Dr.  Fouts  and  contained  a resume  of 
the  activities  of  the  various  scientific  committees, 
namely:  the  MCH  Committee,  Pneumonia  Commit- 
tee, Tuberculosis  Committee,  Fracture  Committee, 
Cardio-Vascular  Committee,  Venereal  Disease  Com- 
mittee, Cancer  Committee  and  Planning  Committee. 
Some  of  these  committees  gave  individual  reports 
later  in  the  day.  Dr.  Fouts  reported  that  the  others 
had  had  no  meetings  and  had  nothing  to  report. 

Dr.  Decker,  Speaker  of  the  House,  asked  for  the 
floor  and  spoke  in  an  effort  to  clarify  the  technical 
points  with  reference  to  the  adoption,  approval  or 
acceptance  of  any  report  submitted  to  the  Council, 
maintaining  that  adoption,  approval  or  acceptance 
of  any  report,  as  a whole,  constituted  the  adoption, 
approval  or  acceptance  of  any  recommendations  or 
suggestions  contained  therein,  and  became  an  offi- 
cial act  of  the  Council.  Also,  Dr.  Decker  explained, 
the  words  “adoption,”  “approval”  and  “acceptance” 
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are  synonymous  when  used  in  this  sense.  This  ex- 
planation was  offered  as  a consequence  of  evident 
misunderstandings  in  this  matter,  in  the  past. 

Dr.  Clayton  Andrews  moved  that  the  report  of  the 
Committee  on  Medical  and  Public  Health  Education, 
as  read  by  Dr.  Fouts,  be  accepted  and  placed  on  file. 
Dr.  Fouts  then  referred  to  the  individual  report  of 
the  Tuberculosis  Committee,  which,  in  the  absence 
of  Dr.  Hancock,  Chairman,  he  had  read,  and  sug- 
gested acceptance  and  publication  of  same  in  the 
Journal.  Dr.  Arnold  so  moved.  Motion  seconded 
and  canied. 

Dr.  Rowe  next  made  the  report  of  the  Planning 
Committee.  Dr.  Neumarker  moved  that  the  Coun- 
cil accept  the  report  and  that  it  be  referred  to  the 
House  of  Delegates  at  the  next  regular  meeting. 
Dr.  Neumarker’s  motion  was  seconded  and  carried. 
Dr.  Neumarker  stated  that  it  should  be  understood 
that  the  motion,  as  made,  implied  acceptance  of  and/ 
or  approval  of  the  report  by  the  Board  of  Council- 
ors. 

The  individual  report  of  the  V.  D.  Committee  was 
called  for  but  due  to  the  fact  that  Dr.  Munger,  the 
chairman,  was  absent  because  of  illness  and  no  one 
else  capable  of  making  a report,  none  was  given. 

The  report  of  the  Speakers’  Bureau  was  next  giv- 
en by  Dr.  McCarthy.  Dr.  King  moved  that  it  be  ac- 
cepted and  published.  Motion  seconded  by  Dr.  Niel- 
sen and  carried. 

Next,  Dr.  Clarke  made  his  report  for  the  conva- 
lescent Serum  Committee.  Dr.  Neumarker  moved 
that  the  report  be  accepted  and  published.  Motion 
seconded.  General  discussion,  concerning  Dr.  Clark’s 
report  followed.  Dr.  Decker  suggested  that  the  fi- 
nancial part  of  Dr.  Clarke’s  report  might  not  be  of 
sufficient  importance  to  warrant  the  necessary 
space  for  printing  in  the  Journal.  Motion  amended 
to  indicate  that  this  be  left  to  the  jurisdiction  of  the 
editor.  Amended  motion  seconded  and  carried. 

Dr.  Morris  Nielsen  next  gave  a verbal  report  on 
the  Scientific  Assembly  Committee.  This  report 
was  accepted  by  the  Council.  Dr.  Nielsen  also 
spoke  in  favor  of  dissolving  the  Insurance  Commit- 
tee because  of  inactivity.  It  was  brought  to  the  at- 
tention of  the  Council  that  under  the  Constitution 
and  By-laws,  the  Insurance  Committee  was  a stand- 
ing committee  and,  therefore,  the  Council  could  take 
no  action  on  the  dissolution  of  same  without  an 
amendment  being  enacted.  Dr.  Nielsen’s  sugges- 
tions were  tabled. 

The  Student  Loan  Fund  report  was  also  given  by 
Dr.  Nielsen.  Dr.  Neumarker  moved  that  the  report 
be  accepted  and  published  as  submitted  by  Dr.  Niel- 
sen. Motion  seconded  and  carried. 

The  report  of  the  Secretary-Treasurer  was  called 
for  and  copies  of  the  annual  audit  were  passed  out 
to  all  Councilors.  Dr.  Adams  read  his  report  and  it 
was  moved  that  the  report  be  accepted  and  pub- 
lished. Motion  seconded  and  carried. 

The  report  of  the  Board  of  Trustees  was  next 
read  by  Dr.  Covey,  Chairman.  This  report  con- 
tained the  proposed  budget  for  the  year  1941  and 
also  a recommendation  for  the  creation  of  an  “Emer- 
gency Fund”  from  the  residue  of  unexpended  1939 
budget  items,  to  be  added  to  the  1940  budget.  Gen- 
eral discussion  of  these  matters  took  place.  Dr. 
King  moved  the  approval  of  the  budget.  Motion 


lost.  A substitute  motion;  that  the  Council  accept 
the  report  of  the  Board  of  Trustees  and  recommend 
to  the  House  of  Delegates  the  suggestions  contained 
therein,  for  their  disposal,  was  offered.  Motion  sec- 
onded. 

Dr.  Fouts  asked  for  the  floor  and  discussed  the 
Medico-legal  aspects  of  the  report  and  in  particular, 
the  recommendation  that  serious  consideration  be 
given  of  the  unfairness  to  those  doctors  who  carry 
their  own  insurance,  in  defending  to  an  unlimited 
extent,  those  who  do  not;  also,  that  such  a practice 
might  become  ruinous  to  the  finances  of  the  Asso- 
ciation and  require  increased  dues  to  carry  the  bur- 
den. Dr.  Fouts  spoke  at  length  in  favor  of  con- 
tinued operation  as  in  the  past,  quoting  past  experi- 
ences and  figures  to  substantiate  his  assertion  that 
unlimited  protection  would  not  be  ruinous  to  the 
finances  of  the  Association.  Several  of  the  doctors 
present  questioned  Dr.  Fouts  and  spoke  for  or 
against  operation  as  of  the  present  time. 

The  matter  of  payment  of  attorneys’  fees  which 
had  accrued  during  1939,  but  which  were  not  paid 
because  of  lack  of  authority  of  the  Board  of  Trustees 
to  act  in  the  absence  of  accepted  rules  and  regula- 
tions governing  the  Medico-Legal  Advisory  Commit- 
tee was  also  discussed. 

Dr.  Decker  asked  for  the  floor.  He  stated  that 
the  Committee  under  discussion  is  called  the  “Com- 
mittee on  Medico-Legal  Advice”  and  that  nowhere 
in  the  Constitution  or  By-laws  is  there  authority  for 
spending  money  for  actual  defense  in  malpractice 
suits.  He  read  Chapter  X,  Section  4 of  the  By-laws, 
concerning  this,  which  Section  provides,  however, 
operation  under  such  rules  and  regulations  as  drawn 
and  adopted  by  this  Committee,  on  approval  of  same 
by  the  Board  of  Councilors.  He  further  agreed 
with  Dr.  Covey  that  neither  the  Board  of  Trustees 
nor  anyone  had  authority  to  spend  any  money  in 
actual  defense  of  malpractice  suits  as  things  stood. 

Dr.  Adams  took  the  floor  and  endeavored  to  clari- 
fy the  situation  and  the  question  at  hand— that  of 
the  disposal  of  Dr.  Covey’s  report.  Dr.  Whitham 
moved  that  action  on  this  report  and  recommenda- 
tion therein,  be  suspended  until  after  Dr.  Fouts  had 
submitted  the  rules  and  regulations  as  drawn  up  by 
the  Committee  on  Medico-Legal  Advice.  Motion 
seconded  and  carried.  Dr.  Fouts  read  these  rules 
and  regulations. 

Dr.  A.  L.  Miller  questioned  Dr.  Fouts  as  to  the 
advisability  and  possibility  of  limitation  of  attorneys’ 
fees.  Dr.  Fouts  maintaining  that  a limit  should  not 
be  fixed — that  actual  experience  in  the  past  showed 
limitation  to  be  unnecessary.  Dr.  Fouts  said  fur- 
ther, that,  in  his  opinion,  if  a man  qualifies  for 
membership  in  the  Association,  he  has  a right  to  de- 
fense. General  discussion  followed. 

Dr.  Adams  raised  the  question  of  the  authority  of 
the  Committee  to  pay  unlimited  sums  of  money 
which  might  endanger  the  financial  stability  of  the 
whole  Association.  Dr.  Fouts  reported  past  experi- 
ence as  a basis  for  his  contention  that  there  need 
be  no  worry  on  that  account.  Dr.  Adams  then  sug- 
gested a limited  figure  based  upon  actuarial  compu- 
tation. Further  discussion  followed. 

The  Chair  once  more  asked  for  action  on  the  re- 
port of  the  Board  of  Trustees.  Dr.  King  repeated 
his  motion  as  made  and  seconded.  Dr.  Whitham 
asked  that  the  report  be  read  again  to  clarify  the 
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report  as  a whole.  Dr.  King  was  asked  to  withdraw 
his  motion.  Motion  withdrawn.  President  Andrews 
proceeded  to  read  the  report  of  the  Board  of  Trus- 
tees as  submitted  by  Dr.  Covey. 

Dr.  Whitham  recommended  the  referral  of  the  re- 
port of  the  Board  of  Trustees  to  the  House  of  Dele- 
gates. Dr.  Covey  took  the  floor  and  explained  that 
some  action  should  be  taken  by  the  Council  rather 
than  by  the  House  of  Delegates.  Discussion  fol- 
lowed as  to  the  duty  and  authority  of  the  Council  in 
this  matter.  It  was  moved  that  this  be  referred  to 
the  House  of  Delegates.  Seconded.  Dr.  Fouts  took 
the  floor  and  spoke  on  the  matter  of  the  Board  of 
Trustees  being  subject  to  the  Council  and  against 
the  Board  of  Trustees  recommending  a change  in  the 
practices  of  the  Association.  Others  spoke  on  the 
authority  of  the  Council  to  act  in  this  matter  and  as 
to  whether  or  not  it  was  the  duty  of  the  Council  to 
act.  Question  called  for.  Dr.  Neumarker  asked  if, 
once  a report  was  adopted,  did  this  constitute  a rec- 
ommendation of  each  part  of  the  report  as  a whole. 
His  question  was  answered  in  the  affirmative.  A 
vote  was  asked  on  the  motion  before  the  Council — 
that  the  report  of  the  Board  of  Trustees  be  accepted 
by  the  Council  and  referred  to  the  House  of  Dele- 
gates. 

Dr.  Decker  asked  for  the  floor  and  informed  the 
Council  that,  in  his  opinion,  the  Board  of  Trustees 
had  taken  no  action  and  by  adoption  of  this  report, 
the  Council  would  not  make  any  change  in  the  poli- 
cies of  the  Association.  Dr.  Decker  read  that  part 
of  the  Constitution  which  pertains  to  the  budget  set- 
up, maintaining  therefrom  that  it  was  the  duty  of 
the  Council  to  adopt  a budget  to  the  House  of  Dele- 
gates (Chap.  VIII,  Section  3).  In  light  of  this,  the 
motion  for  referral  to  the  House  of  Delegates  was 
stricken.  Dr.  Davis  moved  that  the  report  be  taken 
up,  section  by  section,  and  acted  upon.  Motion  sec- 
onded and  carried. 

Dr.  Fouts  stated  that  if  the  report  should  be  ac- 
cepted, the  Council  goes  on  record  as  saying  that 
the  manner  in  which  we  are  protecting  those  who 
need  protection  is  unfair  to  many  of  the  members, 
and  unsound  financially.  This  is  the  part  of  the 
report,  said  Dr.  Fouts,  to  which  he  took  exception. 

President  Andrews  read  the  recommendation  in 
reference  to  the  budget  for  1941.  Dr.  Neumarker 
moved  the  adoption  of  the  budget  as  submitted  by 
the  Board  of  Trustees  for  1941.  Motion  seconded 
and  carried.  Dr.  Neumarker  moved  the  adoption  of 
the  recommendation  of  the  Board  of  Trustees,  cre- 
ating an  Emergency  Fund  of  $841.21,  or  unexpended 
balances  of  the  1939  budget.  Motion  seconded  and 
carried. 

Dr.  Jahr  spoke  in  favor  of  keeping  filler  in  the 
Journal.  It  was  moved  that  the  report,  in  that  re- 
gard, be  amended  to  read  “ . . . all  material  . . . 
be  excluded  as  far  as  possible  . . .”  Motion  second- 
ed and  carried. 

Dr.  Whitham  moved  that  the  report  of  the  Board 
of  Trustees,  with  the  exception  of  that  part  dealing 
with  the  Medico-Legal  Advisory  Committee,  be  ac- 
cepted. Seconded  and  carried. 

President  Andrews  read  that  part  of  the  report 
which  pertains  to  the  Medico-Legal  Advisory  Com- 
mittee and  the  proposal  of  rules  and  regulations. 
General  discussion  followed.  Dr.  Whitham  moved 
that  the  rules  and  regulations  as  submitted  by  the 


Medico-Legal  Advisory  Committee  be  referred  back 
to  that  Committee  for  correction. 

Dr.  Decker  spoke  to  the  effect  that  the  By-laws 
did  not  provide  for  the  expense  of  attorneys’  fees 
and  that  the  Council  had  no  right  to  amend  the  By- 
laws. Dr.  Davis  read  from  the  Constitution,  Chap- 
ter X,  section  4,  as  follows:  “.  . . Such  rules  and 
regulations  as  may  be  prescribed  by  this  committee 
shall,  when  approved  by  the  Board  of  Councilors, 
have  full  authority  and  effect  of  these  By-laws.” 

Dr.  Clayton  Andrews  asked  for  the  floor  and  ex- 
plained the  two  distinct  subjects  which  were  in 
question:  (1)  authorization  to  pay  attorneys’  fees; 
(2)  a matter  of  policy  as  to  whether  or  not  this 
Council  wants  to  go  on  record  as  limiting  the  amount 
spent  on  attorneys’  fees. 

It  was  moved,  as  a substitute  motion,  that,  in 
order  to  expedite  this  matter,  the  Board  of  Council- 
ors authorize  the  Board  of  Trustees  to  issue  checks 
in  the  amounts  described,  totaling  $1370.00,  for  pay- 
ment of  the  outstanding  fees  as  submitted  by  the 
Medico-Legal  Advisory  Committee.  Dr.  Clayton  An- 
di’ews  made  the  motion  and  it  was  seconded  and 
carried. 

Dr.  Davis  moved  that  the  rules  and  regulations 
governing  the  Medico-Legal  Advisory  Committee  be 
adopted  as  corrected.  Seconded. 

Pres.  Andrews  appointed  Dr.  Covey  and  Dr.  Fouts 
to  correct  the  rules  and  regulations  and  submit  the 
corrected  copy  for  the  Council’s  disposal,  when  the 
meeting  would  be  resumed  after  dinner.  It  was 
moved,  seconded  and  carried  that  the  Council  ad- 
journ to  meet  after  dinner  in  the  same  room. 


The  Council  meeting  was  called  to  order  at  7:30 
p.  m.  after  its  recess  and  Dr.  Fouts  explained  the 
corrections  which  he  and  Dr.  Covey  had  made  in  the 
rules  and  regulations  governing  the  actions  of  the 
Medico-Legal  Advisory  Committee.  Dr.  Davis’  mo- 
tion, that  these  be  adopted,  as  corrected,  was  again 
stated;  second  confirmed,  but  the  Council  was  not 
ready  to  vote  and  the  motion  stood. 

Some  general  discussion  of  this  question  followed. 
Dr.  Hohlen  spoke  in  defense  of  unlimited  protection, 
in  light  of  the  successful  operation  of  the  Commit- 
tee in  the  past.  Dr.  Fouts  again  spoke  in  favor  of 
continuing  as  in  the  past,  and  calling  attention  to 
the  fact  that  the  $800.00  budget  item  set  up  for 
Medico-Legal  expense  would  probably  be  adequate 
for  the  current  year  but  was  not  adequate  for  the 
past  year.  Dr.  Fouts  mentioned  bringing  this  mat- 
ter up  at  a previous  meeting.  Dr.  Covey  explained 
that  the  $800.00  item  did  not  cover  attorneys’  fees 
but  was  merely  to  be  used  for  Dr.  Fouts’  salary  and 
expenses.  Dr.  Covey  also  explained  that,  although 
the  money  was  not  set  up  as  a budget  item,  it  was 
available  for  payment  of  the  previously  mentioned 
attorneys’  fees. 

Dr.  Whitham  moved  that  these  rules  and  regula- 
tions be  accepted  for  the  term  between  the  Council 
meeting  and  the  meeting  of  the  House  of  Delegates 
in  the  spring,  at  which  time  it  should  be  brought  be- 
fore the  House  of  Delegates  for  their  opinion.  Mo- 
tion seconded  and  lost. 

Dr.  Clayton  Andrews  spoke  against  passing  this 
matter  on  to  the  House  of  Delegates.  Dr.  Decker 
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questioned  the  right  of  the  Medico-Legal  Advisory 
Committee  to  spend  any  money  for  attorneys’  fees 
unless  this  was  set  up  in  the  budget. 

Question  called  for. 

Dr.  Neumarker  moved  that  these  rules  and  regu- 
lations be  adopted  for  a year.  Motion  lost  for  want 
of  a second. 

The  original  motion,  regarding  adoption  of  the 
rules  and  regulations  governing  the  Medico-Legal 
Advisory  Committee,  as  made  by  Dr.  Davis,  was  put 
before  the  Council.  Carried. 

The  report  of  the  Executive  Secretary  was  called 
for.  Mr.  M.  C.  Smith  read  this  report.  Dr.  King 
moved  that  it  be  accepted  and  published.  Seconded 
and  carried. 

Dr.  Adams  asked  for  the  floor  and  read  a joint 
resolution  of  the  New  Jersey  Medical  Society  and 
the  New  Jersey  Pharmaceutical  Association,  protest- 
ing against  the  prescribing  of  medicines  and  giving 
of  medical  advice  on  the  radio,  except  such  broad- 
casts on  health  matters  as  are  given  under  the  aus- 
pices of  recognized  associations  of  licensed  physi- 
cians, or  Federal,  state  and  local  health  departments, 
and  further  resolving  that  such  protest  be  sent  to 
the  broadcasting  companies  and  the  Federal  Com- 
munications Commission.  It  was  moved  and  sec- 
onded that  the  Secretary  of  the  Association  be  in- 
structed to  draw  up  an  endorsement  of  this  resolu- 
tion and  send  it  to  the  proper  authorities.  Motion 
seconded  and  carried. 

Dr.  Adams  next  read  a letter  addressed  to  the 
Council,  from  Dr.  A.  L.  Miller,  President  of  the  As- 
sociation, making  available  his  resignation  if  and  in 
the  event  that  if  the  Councilors  felt,  in  their  judg- 
ment and  wisdom,  Dr.  Miller’s  filing  for  a political 
office  would  react  in  a detrimental  way  to  the  medi- 
cal profession.  It  was  moved  that  Dr.  Andrews,  as 
president  of  the  Council  appoint  a committee  to  in- 
form Dr.  Miller  and  the  press  that  Dr.  Miller  was 
elected  president  of  the  Association  because  of  his 
ability  as  a physician  and  his  outstanding  contribu- 
tion to  medicine,  and  that  his  filing  for  a political 
office  could  in  no  way  alter  these  circumstances. 
Motion  seconded  and  carried.  President  Andrews 
appointed  Mr.  M.  C.  Smith,  as  a committee  of  one, 
to  so  inform  Dr.  Miller  and  the  press. 

Dr.  Torrence  Moyer  next  gave  the  report  of  the 
Committee  on  Library  and  Necrology.  It  was  moved 
that  this  report  be  accepted  and  published. 

Dr.  Jahr  spoke  in  favor  of  book  reviews  and  the 
inaccessibility  of  books  under  the  present  plan  of 
keeping  them  in  the  headquarters  office.  It  was 
pointed  out  to  Dr.  Jahr  that  the  plan  of  reviewing 
books  was  discarded  many  years  ago  because  of  the 
necessary  space  it  took  in  the  Journal.  Dr.  Whit- 
ham  moved  that  the  policy  of  book  reviews  be  re- 
ferred to  the  Committee  on  Journal  and  Publication 
for  final  action.  Motion  seconded  and  carried. 

Dr.  Moyer  next  read  the  report  of  the  Advisory 
Committee  to  the  Women’s  Auxiliary.  This  report, 
upon  motion  and  second,  was  accepted  for  publica- 
tion. 

The  FSA  report  was  next  called  for.  Dr.  Whit- 
ham,  Chairman  of  the  FSA  Committee,  gave  his  re- 
port. It  was  moved  and  seconded  that  the  report 
be  accepted  and  published.  Motion  carried. 

The  Committee  on  Journal  and  Publication  report 


was  next  called  for.  Dr.  Jahr  read  this  report  as 
submitted  to  Dr.  Bailey,  Chairman.  It  was  moved 
that  this  report  be  accepted  and  the  matter  of  publi- 
cation be  left  to  the  jurisdiction  of  the  editor.  Mo- 
tion seconded  and  carried. 

Dr.  Miller,  President  of  the  Association,  spoke 
to  the  Councilors  of  his  appreciation  of  the  attitude 
they  had  taken  in  regard  to  his  letter.  He  also  out- 
lined, briefly,  his  activities  and  plans  for  the  re- 
mainder of  his  term  as  president. 

Dr.  Fouts  gave  his  report  on  the  activities  of  the 
Medico-Legal  Advisory  Committee.  Dr.  King  moved 
that  this  report  be  accepted  and  placed  on  file.  Mo- 
tion seconded  and  carried. 

Dr.  Clayton  Andrews,  President-Elect,  presented, 
for  confirmation  of  the  Board  of  Councilors,  his  se- 
lections for  the  various  appointive  committees;  ap- 
pointment to  take  effect  at  the  installation  of  the 
president  at  the  annual  assembly.  Dr.  Andrews  also 
gave  a report  of  his  activities  as  President-Elect 
and  told  of  contemplated  activities  for  the  coming 
year.  Dr.  Miller  moved  that  Dr.  Andrews  report  be 
accepted  and  the  names  of  personnel  suggested  for 
the  appointive  committees  be  confirmed.  Motion 
seconded  and  carried. 

Dr.  Davis,  as  outgoing  past  president,  was  called 
on  for  a few  words.  He  spoke  briefly  to  the  Coun- 
cil. 

Dr.  Whitham  moved  that  the  meeting  be  ad- 
journed. Motion  seconded  and  carried. 

a 


REPORT  OF  THE  SECRETARY- 
TREASURER  TO  THE  COUNCIL 

Jan.  21,  1940 

The  year  1939  was  the  first  full  year  in 
which  the  State  Association  worked  under 
the  new  centralized  set-up.  Even  during  this 
year  work  was  done  under  both  the  new  and 
old  Constitutions.  Consequently,  it  was  not 
until  after  the  Annual  Meeting  in  Grand  Is- 
land that  we  officers  were  able  to  feel  that 
we  were  finally  settled  into  the  definite  pat- 
tern which  the  State  Association  will  stick  to 
in  the  future. 

As  we  work  with  the  new  Constitution  and 
By-laws,  there  appears,  as  always  there 
seems  to,  a few  places  that  will  need  smooth- 
ing over.  Perhaps,  however,  it  would  be  bet- 
ter to  work  as  we  now  are  for  a longer  period 
so  that  we  will  have  more  experience  before 
making  these  adjustments. 

The  Board  of  Trustees,  definitely  estab- 
lished, has  had  its  regular  number  of  meet- 
ings, carried  on  its  routine  business,  set  up 
its  budget  for  recommendation  to  the  Coun- 
cil, and  is  working  very  smoothly  all  the  way 
along.  The  Secretary’s  opinion  is  that  it  is  a 
definite  improvement  in  our  methods. 
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Committees: 

The  scientific  committees  have  all  func- 
tioned excellently  in  as  far  as  it  is  possible 
for  them  to  function.  The  master  commit- 
tee, namely,  the  Committee  on  Medical  and 
Public  Health  Education,  has  had  its  best 
year.  It  has  held  several  meetings  and  made 
definite  progress  in  coordinating  the  work 
of  the  scientific  committees,  as  you  will  rec- 
ognize from  the  Chairman’s  report. 

The  non-scientific  committees  also  have 
done  their  work  well  as  their  reports  will  in- 
dicate. 

Since  the  last  meeting  of  the  Council,  we 
have  gone  through  another  session  of  the 
legislature.  This  caused  less  concern  than 
usual ; there  were  very  few  bills  introduced 
that  concerned  us  and,  for  the  first  time,  we 
did  not  have  to  defend  the  basic  science  law. 

Finance: 

The  financial  statement  is  naturally  the 
Treasurer’s  report  and  the  copy  of  the  report 
made  by  the  auditors  is  submitted  as  that 
report.  In  the  opinion  of  the  Secretary- 
Treasurer,  there  are  a few  places  that  should 
be  explained. 

Under  Exhibit  B there  are  three  items 
that  were  not  true  1939  income;  one,  a 
$50.00  donation  from  the  Mary  V.  Wear  Es- 
tate, to  be  held  in  trust  for  future  use,  and 
another  item  of  $515.52,  which  was  returned 
by  the  Campaign  Committee  as  unused, 
$15.52  of  which  was  left  from  the  1937  allow- 
ance and  $500.00  from  the  1938  allowance. 
A third  item  of  $318.04  is  a liquidating  divi- 
dend from  the  United  Savings  and  Loan  As- 
sociation. This  is  really  a withdrawal  from 
our  investments.  These  amounts  are  for 
money  received  during  1939,  however  they 
do  not  properly  belong  to  1939  earned  in- 
come. These  are  mentioned  because  such 
items  may  not  appear  in  the  future. 

The  auditors  report  considers  receipts  and 
disbursements.  Under  disbursements  is  an 
item  of  $1,550.00,  which  amount  was  used  to 
purchase  a U.  S.  Saving  Bond.  This  amount 
then,  is  not  spent  but  has  been  put  into  in- 
vestments. Finally,  due  to  lack  of  authority, 
the  Board  of  Trustees  were  unable  to  pay 
two  attorneys’  fees  totaling  $1,379.00.  The 
rules  of  operation  for  the  Medico-Legal  Ad- 
visory Committee  not  having  been  adopted. 


This  is  a disbursement  which  would  have 
been  charged  against  income. 

All  of  this  might  make  it  seem  as  though 
the  Association  had  again  operated  at  a loss ; 
however,  if  the  auditor’s  statement  is  studied 
with  these  explanations,  it  will  be  seen  that 
the  Association  ended  the  year  with  a small 
profit.  The  two  things  making  this  possible 
were  the  increase  in  advertising  in  the  Jour- 
nal, which  was  the  result  of  a substantial  in- 
crease from  the  Cooperative  Bureau  and 
from  the  work  of  the  Executive  Secretary, 
and  from  the  savings  brought  about  through 
a centralized  office. 

It  has  been  interesting  to  see  advertising 
come  to  the  Journal  that  the  Secretary  had 
tried  to  get  and  failed  because  he  did  not 
know  how  to  go  at  it.  More  than  ever,  your 
Secretary  believes  that  the  Executive  Secre- 
tary has  proved  his  value;  with  the  legisla- 
ture, in  handling  various  government  mat- 
ters, with  the  Journal  and  in  contact  made 
over  the  state,  he  has  done  splendid  work. 

Respectively  submitted, 

R.  B.  Adams,  Secy.-Treas. 


Exhibit  A 

ANALYSIS  OF  FUND  BALANCE 
January  1,  1939,  to  December  31,  1939 

Total  Balance  January  1,  1939 $ 22,294.76 

Represented  by: 

Cash — National  Bank  of 

Commerce  $ 2,114.32 

Investments — See  Exhibit 

C 20,180.44 

22,294.76 

Deduct: 

Excess  of  Receipts  over 
Operating  Disburse- 
ments — See  Exhibit 

B 1,487.36 

Less:  Purchase  of  Se- 
curities for  Invest- 
ment Fund  _ 1,550.00  62.64 

Net  Reductions  in  In- 
vestments — See  Ex- 
hibit C 28.42  91.06 

Total  Balance,  Dec.  31,  1939 $ 22,203.70 

Represented  by: 

Cash — National  Bank  of 

Commerce 2,051.68 

Investments — See  Exhi- 
bit C 20,152.02 


$ 22,203.70 
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Exhibit  B 

STATEMENT  OF  RECEIPTS  AND 
DISBURSEMENTS 
Year  1939 

Cash  Balance  January  1,  1939 $2,114.32 

Receipts 

General : 


Membership  Dues $10,730.00 


Sale  of  Books 

7.50 

Mary  V.  Wear  Estate — Can- 
cer Research 

50.00 

Campaign  Expenses  1938 
Not  Used 

515.52 

Withdrawals  — United  Sav- 
ings & Loan 

318.04 

Interest  Collected 

339.83 

$11,960.89 

Journal: 

Advertising  Space 

6,096.07 

Cuts 

277.07 

Subscriptions 

27.50 

Copies  Sold 

1.85 

6,402.49 

Total  Receipts 

$18,363.38 

Disbursements 

General : 

Salaries  $ 4,287.75 

Travel 

890.61 

Office  Expense: 
Rent 

622.71 

Mimeograph 

169.93 

Printing 

227.40 

Postage 

231.06 

Telephone  and  Telegraph. 

207.88 

Miscellaneous 

246.31 

Councilor  Expense 

339.90 

Delegate  to  A.M.A. 

53.60 

Annual  Session 

545.49 

Reporter  at  Annual  Session 

150.00 

Committee  Expense 

191.35 

Office  Equipment 

160.68 

Speakers’  Bureau 

387.76 

Medico-Legal 

794.75 

$ 9,507.18 

Journal: 

Salaries 

2,080.00 

Publication  Expense 

4,705.44 

Envelopes  and  Inserts 

263.80 

Engraving 

274.62 

Press  Clipping  Service 

42.00 

Telegraph  and  Telephone 

2.98 

7,368.84 

Total  Operating  Disbursements 

$16,876.02 

Excess  of  Receipts  over  Oper- 
ating Disbursements 

1,487.36 

Less:  Purchase  of  Securities 
for  Investment  Fund — See 
Exhibit  C 

1,550.00 

62.64 

Cash  Balance,  December  31,  1939 

$ 2,051.68 

Schedule  B-l 

COMPARISON  OF  GENERAL  EXPENSE 
WITH  BUDGET 
Year  1939 

Actual  Unexpended 
Budget  Expense  Balance 

$ 4,400.00  $4,287.75  $112.25 


Travel 

1,000.00 

890.61 

109.39 

Office  Expense: 
Rent 

625.00 

622.71 

2.29 

Mimeograph 

275.00 

169.93 

105.07 

Printing 

250.00 

227.40 

22.60 

Postage 

350.00 

231.06 

118.94 

Telephone  and  Tele- 
graph 

250.00 

207.88 

42.12 

Miscellaneous 

270.00 

246.31 

23.69 

Councilor  Expense 

350.00 

339.90 

10.10 

Delegate  to  A.M.A 

150.00 

53.60 

96.40 

Annual  Session 

600.00 

545.49 

54.51 

Reporter  at  Annual  Ses- 
sion 

150.00 

150.00 

Committee  Expense 

225.00 

191.35 

33.65 

Student  Loan  Fund 

100.00 

100.00 

Campaign  Committee 

75.00 

75.00 

Office  Equipment 

165.00 

160.68 

4.32 

Speakers’  Bureau 

390.00 

387.76 

2.24 

Medico-Legal 

800.00 

794.75 

5.25 

$10,425.00  $9,507.18  $917.82 


Exhibit  C 

STATEMENT  OF  INVESTMENTS 
January  1,  1939,  to  December  31,  1939 

Balance  on  Hand,  Jan.  1,  1939 $20,18(5.44 

Consisting  of: 

Wm.  H.  Harms  Loan  Peters  Trust  Co., 

6%  *-%  1,000.00 

Zannie  X.  Marshall  Ctf.  No.  557,  6% 370.00 

John  O.  Wentworth  Real  Estate  Mort- 
gage Bond  2,500.00 

Omaha  Loan  & Building  Association 1,343.59 

Nebraska  Central  Building  and  Loan  As- 
sociation   714.96 

Conservative  Savings  and  Loan  Asso- 
ciation   1,232.30 

United  Savings  and  Loan  Association 2,226.25 

Standard  Savings  and  Loan  Association.  674.59 

U.  S.  Treasury  Bonds  2 %% 400.00 

U.  S.  Treasury  Bonds  2%% 4,500.00 

U.  S.  Treasury  Bonds  3% 500.00 

U.  S.  Treasury  Bonds  3%% 150.00 

U.  S.  Treasury  Bonds  314% 1,850.00 

U.  S.  Savings  Bonds — Maturity  Value 
$3,625.00  2,718.75 


$20,180.44 

Reductions : 

Withdrawals: 

United  Savings  and  Loan  As- 
sociation   318.04 

Reductions  in  Book  Value: 

Wm.  H.  Harms  Loan 999.00 

Zannie  X.  Marshall  Ctf 369.00  1,686.04 


Additions: 

Dividend  Credits: 

Nebraska  Central  Building  & 

Loan  Assn. 21.54 

Conservative  Savings  & Loan 

Assn.  24.75 

Omaha  Loan  and  Building 

Assn.  61.33 

Purchases: 

U.  S.  Savings  Bonds — Maturity 

Value  $2,000.00  1,500.00 


Salaries 
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Postal  Savings  Bond 50.00  1,657.62 


Net  Reductions $ 28.42 


Total  Balance,  December  31,  1939 $20,152.02 


Consisting  of: 

Wm.  H.  Harms  Loan  Peters  Trust  Co. 

6% — Face  Value  $1,000.00 $ 1.00 

Zannie  X.  Marshall  Ctf.  No.  577,  6% — 

Face  Value  $370.00 1.00 

John  O.  Wentworth  Real  Estate  Mort- 
gage Bond 2,500.00 

Omaha  Loan  and  Building  Association.  1,404.92 
Nebraska  Central  Building  and  Loan  As- 
sociation   736.50 

Conservative  Savings  and  Loan  Assn. 1,257.05 

United  Savings  and  Loan  Association 1,908.21 

Standard  Savings  and  Loan  Association  674.59 

U.  S.  Treasury  Bonds  2%% 400.00 

U.  S.  Treasury  Bonds  2%% 4,500.00 

U.  S.  Treasury  Bonds  3% 500.00 

U.  S.  Treasury  Bonds  314% 150.00 

U.  S.  Treasury  Bonds  3%% 1,850.00 

U.  S.  Savings  Bonds — Maturity  Value 

$5,625.00  1 4,218.75 

Postal  Savings  Bonds 50.00 


$20,152.02 


Exhibit  D 

ADVERTISING  ACCOUNTS  RECEIVABLE 
December  31,  1939 


Dr.  B.  F.  Bailey  Sanatorium $ 12.50 

Donley-Stahl  20.00 

Baker  Engraving  Company 3.00 

Bryan  Memorial  Hospital 20.00 

Dr.  A.  B.  Lindquist  Estate 1.44 

Fontenelle  Hotel  40.00 

Haschenburger  Drug  Company 181.49 

Lincoln  General  Hospital 20.00 

Lincoln  Splint  and  Brace  Shop 3.25 

David  Nichols  Company 30.00 

Physicians  Pharmacy 42.00 

Cooperative  Medical  Advertising  Bureau: 

Cook  County  Graduate  School $ 7.00 

Eli  Lilly  30.00 

Laboratories  of  Clinical  Pathology  7.00 

Luzier’s,  Inc.  20.00 

Mead,  Johnson  & Company 60.00 

Merck  and  Company 25.00 

Nestles  Milk  Products  Company 14.00 

Parke-Davis  & Company 20.00 

Petrolagar  Laboratories 26.67 

Phillip  Morris  23.00 

Physicians’  Casualty  Association 7.00 

Physicians’  Optical  Service 4.00 

Ralph  Sanatorium  7.00 

S.M.A.  Corporation  26.67 

Smith,  Kline  & French 23.00 

The  Upjohn  Company 25.00 

John  Wyeth  & Brothers 15.00  340.34 


$714.02 

Minutes  continued  in  April  issue  of  this  Journal. 
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TUBERCULOSIS  ABSTRACTS 

The  value  of  the  tuberculin  test  as  a means 
of  finding'  cases  of  tuberculosis  by  mass  test- 
ing has  lately  been  questioned.  At  the  last 
annual  meeting  of  the  National  Tuberculosis 
Association  a symposium  on  the  tuberculin 
test  and  x-ray  was  presented.  One  of  the 
speakers  summarized  the  values  and  limita- 
tions of  the  tuberculin  test  in  a paper,  from 
which  these  abstracts  are  derived. 

Value  and  Limitations  of  the  Tuberculin 
Test 

The  queries  and  doubts  concerning  the  tuberculin 
test  that  have  arisen  within  the  last  two  years  have 
had  a healthy  effect  on  our  anti-tuberculosis  cam- 
paign in  forcing  us  to  review  our  current  procedures 
and  test  the  validity  of  past  beliefs.  This  paper 
omits  all  discussion  of  the  tuberculin  test  except  as 
a means  for  finding  cases  of  tuberculosis. 

In  guinea  pigs  the  test  is  practically  infallible. 
The  success  of  the  campaign  for  eradication  of  bo- 
vine tuberculosis,  based,  as  it  is,  on  the  tuberculin 
test,  is  a strong  empiric  argument  for  the  practical 
value  of  the  test.  The  almost  constant  finding  of 
tuberculous  lesions  in  cattle  slaughtered  because  of 
a positive  tuberculin  reaction,  and  the  failure  to  find 
tuberculosis  in  the  routine  inspection  of  millions  of 
cattle  not  reacting  and  killed  for  meat  production, 
is  tangible  evidence  for  its  specificity  and  adequacy. 
In  certain  other  animals,  however,  tuberculin  al- 
lergy is  far  less  conspicuous. 

Tuberculin  sensitivity  in  man  can  never  be  studied 
with  the  same  thoroughness  as  in  guinea  pigs  or 
cattle.  However,  observations  on  children  vacci- 
nated with  BCG  have  enabled  us  to  study  the  results 
of  artificial  infection  and  its  relation  to  tuberculin 
sensitivity  and  these  studies  indicate  that  after  very 
mild  infection  an  overwhelming  majority  of  chil- 
dren become  tuberculin-positive. 

We  are  here  not  concerned  with  the  total  number 
of  tuberculin  reactors  that  may  be  detected,  but 
rather  with  the  detection  of  significant  tuberculosis 
by  the  use  of  the  tuberculin  reaction  as  a prelimi- 
nary screen.  (“Significant  tuberculosis”  or  “a  case 
of  tuberculosis”  in  its  public  health  sense,  is  re- 
stricted to  infection  with  the  tubercle  bacillus  which 
has  proceeded  to  the  point  where  it  has  produced 
symptoms  recognized  as  those  of  clinical  tubercu- 
losis, or  has  brought  about  changes  demonstrated 
by  x-ray  examination  that  are  considered  to  indi- 
cate tuberculous  disease.)  This  definition  places 
heavy  responsibility  on  x-ray  examination.  If  the 
tuberculin  test  is  used  at  all  in  case-finding,  it  is  as 
a screen  to  obviate  the  necessity  of  the  more  ex- 
pensive x-ray  examination.  (In  young  adult  groups, 
one-third  or  more  of  those  tested  with  tuberculin 
may  not  react,  and  these  need  not  be  x-rayed.)  It 
is  believed  by  some  that,  on  the  basis  of  cost  alone, 
saving  x-ray  examination  of  one-third  of  the  sub- 
jects would  not  counterbalance  the  cost  of  the  tuber- 
culin test. 

What  does  the  standard  first  and  second  dose 
method  of  tuberculin  testing  (fully  defined  by  the 
author)  detect  and  overlook?  Of  610  cases  of  pul- 
monary tuberculosis  diagnosed  in  the  Henry  Phipps 
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Institute  during  five  consecutive  years,  all  but  one 
reacted  to  tuberculin.  Among  the  609  reactors,  94% 
of  the  white,  and  96%  of  the  colored  reacted  to  the 
first  (minimal)  dose.  (O.T.  used  in  earlier,  P.P.D. 
in  later  years.)  However,  in  other  similar  clinics 
and  in  hospitals  attention  is  drawn  occasionally  to 
cases  of  unquestioned  tuberculosis,  even  with  posi- 
tive sputum,  in  which  the  reaction  is  negative.  Ex- 
planations for  these  exceptions  are  easily  found;  the 
fact  remains  that  cases  of  anergy  in  typical  hospital 
patients  are  probably  few. 

However,  clinic  experience  is  not  representative 
of  the  conditions  of  case-finding  as  they  occur  in 
mass  surveys;  some  surveys  deal  with  groups  of 
high  and  others  with  low  infection  incidence.  Evi- 
dence shows  that  the  tuberculin  test  is  an  efficient 
preliminary  case-finding  measure  in  groups  under 
relatively  heavy  exposure,  as  nurses  in  a hospital 
or  sanatorium.  For  example,  among  400  nurses,  22 
“cases”  of  tuberculosis  have  occurred,  all  of  which 
developed  or  already  exhibited  tuberculin  sensitiv- 
ity some  months  in  advance  of  the  onset  of  a recog- 
nized lesion,  and  no  case  has  developed  in  the  ab- 
sence of  tuberculin  sensitivity.  In  groups  under 
exceptional  exposure  the  tuberculin  test  is  an  ef- 
fective warning  sign  indicating  the  need  of  close 
and  frequent  observation. 

Studies  conducted  by  the  United  States  Public 
Health  Service  and  the  Department  of  Health  of 
Tennessee  have  shown  that  the  tuberculin  test  is 
far  from  being  the  sharp  indicator,  once  popularly 
supposed,  of  previous  simple  tuberculous  infection. 
These  studies  disclosed  a large  amount  of  what  ap- 
pears to  be  healed  primary  tuberculosis  in  people 
not  reacting  to  tuberculin.  A supplementary  survey 
conducted  at  Hagerstown,  Maryland,  however,  in- 
dicated that  for  case-finding  purposes  the  tuber- 
culin test  is  highly  effective.  In  the  1,000  subjects 
examined  by  both  tuberculin  test  and  x-ray,  13  cases 
of  tuberculosis  were  discovered,  all  but  one  of  which 
reacted  to  tuberculin,  and  this  case  was  of  scarred 
apical  disease  of  slight  extent  and  apparently  long 
arrested.  The  author  believes  that  an  accuracy  of 
about  90  to  95  per  cent  may  be  expected  of  the 
tuberculin  test  as  a means  of  selecting  subjects  for 
examination  by  x-ray,  but  admits  that  a loss  of  5 to 
10  per  cent  is  serious,  but  perhaps  inevitable. 

The  Tuberculin  Test,  Its  Value  and  Its  Limi- 
tations, Esmond  R.  Long,  M.  D Amer.  Rev.  of 
Tuber.,  Vol.  XL,  No.  6,  Dec.,  iqjq. 


HIGH  AND  LOW  BLOOD  PRESSURE 

The  popular  notion  that  low  blood  pressure  is  a 
disease  and  moderately  high  pressure  normal  and 
safe  is  fallacious,  according  to  Samuel  C.  Robinson, 
M.  D.,  and  Marshall  Brucer,  Chicago,  The  Journal 
of  the  American  Medical  Association  for  Dec.  2 
points  out  in  a discussion  of  this  question.  The  two 
men  say  that  on  the  contrary,  longevity  is  based  on 
three  physiologic  levels:  Low  weight,  low  pulse  rate 
and  low  blood  pressure.  The  continuous  blood  pres- 
sure history  of  500  apparently  well  men  examined 
annually  for  about  ten  years  reveal  that  those  with 
pressures  consistently  low  rarely  showed  a steady 
rise,  in  contrast  to  those  with  consistently  high  pres- 
sures even  when  only  of  a slight  degree. 


DEATHS 

Phipps,  John  A.,  Scottsbluff,  was  born  in  Grant 
City,  Mo.,  January  9,  1902;  graduated  from  St.  Louis 
University  School  of  Medicine,  1926.  The  doctor 
practiced  in  Miami,  Fla.,  Kansas  City  and  Elmo, 
Mo.,  before  locating  in  Scottsbluff  in  1931.  He  was 
vice  president  of  the  Scottsbluff  County  Medical  So- 
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ciety  at  the  time  of  his  death,  November  26,  1939. 
The  cause  of  death  was  cerebral  embolism  following 
acute  endocarditis.  Surviving  are  his  widow,  two 
children  and  a brother. 


Stokes,  Arthur  Charles,  Omaha,  born  in  Canada 
in  1870;  received  his  education  in  Iowa  State  Col- 
lege at  Ames,  and  his  medical  training  in  the  old 
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Omaha  Medical  College  from  which  he  graduated 
in  1899.  After  extensive  study  in  European  clinics 
he  located  in  Omaha  in  1902.  He  become  affiliated 
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with  the  University  of  Nebraska  Medical  College 
and  served  in  various  ranks  until  he  become  clinical 
professor  of  surgery.  He  resigned  from  the  Uni- 
versity of  Nebraska  Medical  College  in  1923.  Dur- 
ing the  World  War  he  was  a major  in  the  medical 
corps  in  charge  of  Unit  49.  Dr.  Stokes  was  active 
in  civic  and  communal  affairs  for  many  years.  He 
was  chairman  of  the  Omaha  Chapter  of  Red  Cross 
and  in  1932  he  was  elected  to  the  Board  of  Regents 
of  the  University  of  Nebraska  and  was  a member 
of  this  board  at  the  time  of  his  death,  January  24, 
1940.  For  a number  of  years  Dr.  Stokes  was  medi- 
cal director  of  a prominent  life  insurance  company 
in  Omaha,  retiring  recently  on  account  of  age  and 
ill  health.  The  cause  of  death  was  coronary  throm- 
bosis. His  widow,  two  sisters  and  three  brothers 
survive. 


Dodge,  Roy  Andrew,  Omaha,  born  in  Plattsmouth 
in  1877,  graduated  from  Omaha  Medical  College  in 
1901.  The  doctor  located  in  Omaha  immediately 
after  graduation  and  practiced  in  this  city  until  his 
death  on  January  19,  1940.  Dr.  Dodge  was  an 


Courtesy  Omaha  World-Herald 

honorary  member  of  the  Omaha-Douglas  County 
Medical  Society  and  the  Nebraska  State  Medical 
Association.  He  was  secretary  of  the  Omaha-Doug- 
las County  Medical  Society  from  1917  to  1922.  Dr. 
Dodge  had  been  ill  for  several  months  preceding 
his  death  from  heart  disease.  He  is  survived  by  his 
sister. 


Koser,  Martin  L.,  Nebraska  City,  was  born  in 
Pennsylvania  in  1876,  graduated  from  Jefferson 
Medical  College  in  1903.  Dr.  Koser  served  during 
the  World  War  at  Camp  Dodge,  la.,  and  served 


over  seas  as  captain  in  the  medical  corps.  Death 
came  on  January  17,  1940,  in  Veterans  Hospital, 
Lincoln.  Surviving  is  a daughter  living  in  Tulsa, 
Okla. 


Nye,  Mark  A.,  Omaha,  was  born  in  1872,  gradu- 
ated from  Omaha  Medical  College  in  1904.  Died 
January  21,  1940.  Surviving  is  a daughter  living  in 
Denver. 


Lightner,  Theodore,  Hastings,  retired.  Born  in 
1856,  graduate  of  College  of  Physicians  and  Sur- 
geons, Baltimore,  in  1880.  Died  January  22,  1940. 


Beghtol,  James  V.,  Hastings.  Born  at  Industry, 
111.,  1851.  The  doctor  taught  school  in  Iowa  until 
1875  when  he  accepted  a position  as  supervisor  in 
the  Hospital  for  Insane  at  Jacksonville,  111.  Here 
he  studied  medicine  under  the  supervision  of  the 
head  physician  and  graduated  from  the  College  of 
Physicians  and  Surgeons,  Keokuk,  la.,  in  1877.  The 
doctor  located  at  Blanchard,  Iowa,  and  remained 
there  until  1884.  He  then  went  to  Friend,  Nebr., 
where  he  remained  until  1902;  in  1903  he  moved  to 
Hastings  and  remained  there  until  his  retirement  in 
1934.  The  doctor  led  an  active  civic  life  and  was 
one  of  the  outstanding  members  in  the  Nebraska 
State  Medical  Association.  Dr.  Beghtol  died  on 
February  6,  1940.  Surviving  are  the  widow  and  son, 
Carl,  of  Hastings. 


Campbell,  Robert  B.,  Franklin,  retired.  Born  in 
Monmouth,  111.,  in  1870,  graduated  from  Keokuk 
Medical  College  in  Iowa  in  1894.  The  doctor  prac- 
ticed medicine  in  Lebanon,  Nebr.,  whence  he  moved 
to  Franklin  in  1918,  and  remained  there  until  his 
retirement  in  1929.  Died  on  January  22,  1940.  Sur- 
viving are  a widow  and  two  daughters. 


BIRTHS 

To  Dr.  and  Mrs.  E.  W.  Zeman,  Omaha,  a daughter, 
February  3,  1940. 

To  Dr.  and  Mrs.  Lloyd  H.  Fochtman,  Cozad,  a son, 
February  3,  1940. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  on  Tuesday,  January  9, 
1940,  in  the  Medical  Arts  Auditorium.  The  meeting 
was  called  to  order  at  8:00  P.  M.  by  President  Sage. 
The  minutes  of  the  regular  meeting  of  December  12, 
1939,  and  the  Council  meeting  of  January  9,  were 
read  by  the  secretary  and  approved  as  read. 

The  following  physicians  were  accepted  for  mem- 
bership to  the  Society:  By  transfer,  Dr.  Paul  N. 
Morrow  from  The  Philadelphia  County  Medical  So- 
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ciety,  and  Dr.  Wilbur  A.  Muehlig  from  the  Washte- 
naw County  Medical  Society  of  Ann  Arbor,  Michi- 
gan. Dr.  Paul  T.  Cash  was  elected  to  membership 
on  recommendation  of  the  Council.  Dr.  Cash  is  a 
graduate  of  the  University  of  Iowa  in  1935.  He  is 
associated  with  Dr.  A.  E.  Bennett  in  the  practice  of 
neuropsychiatry. 

The  scientific  program  consisted  of  a case  report 
by  Dr.  L.  O.  Hoffman  on  “Pregnancy  in  an  Epelep- 
tic  Woman  Complicated  by  Eclampsia.”  Dr.  Buford 
Hamilton,  professor  of  obstetrics  of  the  University 
of  Kansas  School  of  Medicine,  spoke  on  the  lactating 
breast,  its  problems  and  its  care.  The  doctor  stressed 
the  value  of  breast  feeding  infants  and  also  of  the 
ability  of  most  mothers  to  supply  breast  milk  to 
their  infants  if  given  half  a chance  by  the  obstetri- 
cian and  the  pediatrician.  The  doctor  condemned 
the  present  tendency  of  routine  prescription  of  for- 
mulas indiscriminately  and  stated  that  with  sensible 
care  of  the  breast  following  the  delivery  of  the  baby, 
particularly  by  massage  during  the  period  of  en- 
gorgement, practically  every  infant  may  be  afforded 
a breast  feeding  schedule  as  nature  intended  it.  Dis- 
cussion by  Drs.  Jahr,  Henske,  C.  F.  Moon,  M.  E. 
Grier  and  Murray. 

Meeting  adjourned  at  9:30  P.  M. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  Tuesday,  January  23, 
1940,  in  the  Medical  Arts  Auditorium  at  8:00  P.  M., 
President  Sage  presiding. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  January  9,  1940,  which  were  approved 
as  read. 

President  Sage  called  attention  to  the  sale  of 
tickets  for  the  President’s  Birthday  Ball,  January 
30,  now  being  held  by  the  Douglas  County  Chapter 
of  The  National  Foundation  for  Infantile  Paralysis, 
Inc.  One-half  of  the  funds  thus  obtained  will  re- 
main in  this  county  to  be  used  in  behalf  of  children 
crippled  by  infantile  paralysis. 

Dr.  J.  Dewey  Bisgard  opened  the  program  with 
his  talk  on  the  “Influence  of  Heat  and  Cold  upon 
Gastro-intestinal  Tonus  and  Peristalsis.”  Experi- 
mental observations  indicate  that  the  hot  applica- 
tions externally  inhibit  stomach  contraction  and  in- 
testinal peristalsis  where  cold  produce  the  opposite 
effects.  Hot  water  administered  by  mouth  stimu- 
lates Hcl  secretion  and  stomach  and  intestinal  con- 
traction. Cold  liquids  depress  both  Hcl  and  per- 
istaltic movements. 

In  his  talk,  “Value  of  Roentgenographic  Studies 
in  Multiple  Pregnancies,”  Dr.  Harley  E.  Anderson 
stated  the  x-ray  is  a valuable  but  not  an  infallible 
procedure  in  detecting  multiple  pregnancies.  He 
illustrated  by  two  cases  where  the  x-ray  films  failed 
to  reveal  the  presence  of  twins  in  the  utero.  This 
subject  was  discussed  by  Dr.  A.  F.  Tyler. 

Dr.  A.  S.  Rubnitz  presented  a case  report  on 
tularemia  or  rabbit  fever  caused  by  contact  with  a 
sick  rabbit.  He  stated  that  tularemia  is  more  preva- 
lent in  Nebraska  than  is  generally  appreciated  be- 
cause of  failure  of  physicians  to  report  every  case 
to  the  State  Health  Department.  Discussion  by  Dr. 
R.  J.  Stearns. 

Dr.  Herbert  H.  Davis’  subject  was  “Surgery  of 
Peptic  Ulcer:  With  Case  Reports.”  Dr.  Davis  re- 


ported three  cases;  two  in  elderly  men  and  one  a 
man  twenty-six  years  of  age.  He  stated  that  gas- 
troenterostomy should  be  performed  only  in  cases 
of  obstruction.  In  the  case  of  the  young  man  sur- 
gery was  used  because  of  the  likelihood  of  fatal 
hemorrhage  and  pain  and  failure  of  medical  man- 
agement to  bring  relief.  Discussion  by  Drs.  A.  E. 
Connolly  and  J.  D.  Bisgard. 

Dr.  F.  J.  Murray’s  subject  was  “Bacteriostatic 
Effect  of  Sulfanilamide  in  Open  Wounds.” 

Meeting  adjourned  at  9:50  P.  M. 

Herman  M.  Jahr,  M.  D.,  Sec’y-Treas. 


A regular  meeting  of  the  Lancaster  County  Medi- 
cal Society  was  called  to  order  by  President  E.  S. 
Wegner  at  7:30  P.  M.,  January  16,  1940.  Sixty 
members  were  present.  The  minutes  of  the  last 
meeting  were  not  read  by  approval. 

The  president  asked  Dr.  J.  Marshall  Neely  to  in- 
troduce the  guest  speaker,  Dr.  C.  E.  Rhea,  Assistant 
Professor  of  Surgery,  University  of  Minnesota.  Dr. 
Rhea  spoke  on  “Peritonitis,  Its  Prevention  by  Intra- 
peritoneal  Vaccination  and  the  Introduction  of  Other 
Substances:  Clinical  and  Experimental  Study.”  He 
said  we  could  protect  against  peritonitis  by:  (1) 
Chemotherapy— as  sulfanilamide.  (2)  Active  im- 
munity as  by  the  injection  of  bacillus  coli.  (3)  Pas- 
sive immunity  as  by  serum  from  cases  having  had 
peritonitis.  (4)  Hyper-leukocytosis  brought  about  by 
injection  of  sodium  oleum  ricini  or  x-ray.  The  sub- 
ject was  discussed  by  Drs.  Clarence  Emerson,  B. 
A.  Finkle,  and  R.  H.  Whitham. 

Dr.  Rhea  conducted  a round  table  discussion  at 
4:00  P.  M.  on  “Experimental  Surgery,”  which  was 
followed  by  a dinner  given  in  his  honor  at  the  Corn- 
husker. 

At  the  business  meeting  it  was  announced  that 
the  Auxiliary  is  installing  Venetian  shades  in  the 
assembly  room  and  plan  to  make  drapes  for  the 
windows  in  the  lounge  if  the  society  will  purchase 
the  material.  A rising  vote  of  thanks  was  given 
to  the  Auxiliary. 

Meeting  adjourned  8:50  P.  M. 

Everett  E.  Angle,  M.  D.,  Secretary. 


Dr.  E.  S.  Wegner  presided  at  the  meeting  of  the 
Lancaster  County  Medical  Society  held  February  6, 
1940,  with  forty-four  members  present.  The  min- 
utes of  the  last  meeting  were  approved  as  read. 

Dr.  C.  W.  Covey  presented  a paper  “The  Use  of 
Cyanates  in  Arterial  Hypertension.”  He  said  the 
action  of  cyanates  is  probably  direct  muscle  poison 
and  reduces  the  muscle  spasm.  It  is  contraindicated 
in  inflammations  of  all  types.  A therapeutic  effect 
is  obtained  at  8 to  12  mg.  blood  level,  while  toxic 
symptoms  develop  at  15  to  30  mg.  blood  level.  Case 
reports  demonstrating  the  favorable  effects  of  cya- 
nates on  blood  pressure,  were  given.  The  paper  was 
discussed  by  Dr.  J.  C.  Thompson. 

The  second  paper  was  read  by  Dr.  G.  H.  Misko  on 
“Fever  Therapy.”  He  brought  out  that  the  thera- 
peutic value  of  hyperpyrexia  depends  upon  the  un- 
usual temperature  which  produces  unusual  physio- 
logical changes  in  the  body  and  reaches  the  ther- 
mal death-point  of  the  micro-organism  causing  the 
infection.  The  practical  application  of  fever  ther- 
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apy  was  discussed  by  Dr.  Misko,  who  has  had  charge 
of  this  department  at  one  of  our  Lincoln  Hospitals. 
Dr.  A.  H.  Fechner  discussed  advantages  of  fever 
therapy  over  malaria  inoculations  in  paresis.  Dr.  A. 
D.  Munger  commended  the  work  being  done  by  Dr. 
Misko. 

The  transfer  of  Dr.  Maynard  A.  Wood  from  the 
Johnson  County  (Iowa  City)  Medical  Society  was 
announced.  Dr.  E.  T.  Hobbs  was  unanimously  elected 
to  membership. 


The  Five  County  Medical  Society  met  February  6, 
in  Wayne  at  the  Hotel  Stratton;  dinner  at  7 P.  M. 
The  program  was  sponsored  by  the  Laurel  physi- 
cians. The  scientific  program  consisted  of  two 
papers:  (1)  Dr.  Lucien  Stark,  Norfolk,  “Rheumatic 
Heart  Disease;”  (2)  Dr.  A.  J.  Swedhelm,  Norfolk, 
“Cancer  of  the  Rectum  and  Lower  Sigmoid.” 


Tri-County  Medical  Society  met  at  the  Hotel 
Pathfinder  in  Fremont,  January  30,  1940.  Eighteen 
members  were  present.  The  scientific  program  con- 
sisted of  three  papers:  (1)  Dr.  John  F.  Allen,  Oma- 
ha, “The  Medical  Aspect  of  the  Tuberculosis  Pro- 
gram;” (2)  Dr.  E.  A.  Rogers,  Lincoln,  “State  Sur- 
vey of  Human  Tuberculosis;”  (3)  Dr.  R.  A.  Frary, 
Lincoln,  “The  Venereal  Disease  Program.”  At  this 
meeting  a committee  was  appointed  to  study  the 
possibilities  of  a tuberculosis  survey  in  Dodge  Coun- 
ty. The  committee  appointed  is  as  follows:  Drs. 
H.  N.  Morrow,  Grant  Reeder  and  R.  T.  Van  Metre, 
all  of  Fremont. 


The  legular  December  meeting  of  the  Cheyenne- 
Kimball-Deuel  Counties  Medical  Society  was  held  in 
Chappell,  on  Dec.  27,  with  Dr.  S.  O.  Harris  as  host. 
The  following  officers  were  elected  for  1940:  Presi- 
dent, Hull  A.  Cook,  Sidney;  Vice-President,  C.  B. 
Dorwart,  Sidney;  Secretary-Treasurer,  B.  H.  Grimm, 
Sidney;  Delegate,  J.  B.  Pankau,  Dalton;  Alternate, 
B.  H.  Grimm,  Sidney;  Censor,  D.  M.  Flett,  Kim- 
ball. 

The  January  meeting  was  held  in  Sidney,  January 
29th,  1940.  Present  at  the  dinner  were  Dr.  and  Mrs. 
H.  A.  Cook,  Dr.  and  Mrs.  C.  B.  Dorwart,  Dr.  and 
Mrs.  J.  B.  Pankau,  Dr.  and  Mrs.  C.  J.  Manganaro, 
Dr.  and  Mrs.  R.  E.  Roche,  Dr.  and  Mrs.  D.  M.  Flett, 
Dr.  and  Mrs.  B.  H.  Grimm,  and  Dr.  C.  U.  Bitner. 

During  the  business  meeting  following  the  din- 
ner, Dr.  Frank  E.  Lipp,  of  Kimball,  and  Dr.  C.  U. 
Bitner,  of  Sidney,  were  elected  to  membership  in 
the  society.  No  scientific  program  was  arranged 
by  Hosts  Roche  and  Dorwart  because  of  the  un- 
certainty of  the  weather  and  attendance,  the  balance 
of  the  evening  meeting  was  spent  in  discussion  of  a 
new  and  up-to-date  fee  schedule.  Committee  ap- 
pointed by  President  Cook  consisting  of  Drs.  Roche 
and  Flett  to  draft  a schedule  for  presentation  at  the 
February  meeting,  to  be  held  in  Dalton. 

B.  H.  Grimm,  M.  D.,  Sec’y-Treas. 
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Dr.  R.  S.  Russell  has  moved  from.  Sutherland  to 
Ogallala. 

Dr.  Nora  Fairchild  of  Los  Angeles  visited  in 
Omaha  recently. 

Dr.  Charles  P.  Baker,  Omaha,  recently  underwent 
an  appendectomy. 

Dr.  Elmer  Porter,  Omaha,  is  moving  to  Port  Or- 
chard, Washington. 

Dr.  L.  H.  Schafer,  Petersburg  has  moved  to  Ox- 
ford Junction,  Iowa. 

Dr.  and  Mrs.  Herbert  F.  Anderson  of  Hastings 
are  vacationing  in  Mexico. 

Dr.  Kenneth  F.  McDermott,  formerly  of  Fullerton, 
has  moved  to  Grand  Island. 

Dr.  C.  U.  Bitner,  formerly  of  Lincoln,  is  now  asso- 
ciated with  Dr.  H.  A.  Cook  of  Sidney. 

Sympathy  is  extended  to  Dr.  Victor  Norall,  Lex- 
ington, upon  the  recent  loss  of  his  father. 

Dr.  C.  H.  Sheets  addressed  the  Cozad  Rotary 
Club  January  30.  His  subject  was  “Health.” 

Dr.  J.  I.  Podlesak,  Lincoln,  is  recovering  from 
injuries  received  from  falling  on  an  icy  walk. 

Dr.  R.  Russell  Best,  Omaha,  underwent  an  emer- 
gency appendectomy  the  first  part  of  February. 

Dr.  B.  H.  Grimm,  Sidney,  received  a fractured 
right  arm  in  a fall  on  a slippery  walk,  January  28. 

Dr.  and  Mrs.  B.  W.  Pyle,  Gothenburg,  went  to 
Chicago  in  January,  where  the  doctor  attended  a 
clinic. 

Dr.  I.  C.  Munger,  Lincoln,  announces  the  asso- 
ciation of  Dr.  L.  E.  Haentzschel  with  him  in  his 
practice. 

Dr.  Ivan  C.  Lovett,  Arapahoe,  has  moved  to 
Scottsbluff,  where  he  will  be  associated  with  Dr. 
Frank  W.  Plehn. 

Dr.  H.  W.  Orr,  Lincoln,  discussed  physical  therapy 
before  members  of  the  Lincoln  Physical  Education 
Club  on  January  24. 

Dr.  J.  B.  McPherson,  Hastings,  is  recovering  from 
a heart  attack  suffered  while  visiting  his  daughter 
in  San  Gabriel,  Calif. 

“The  Romance  of  X-ray”  was  the  subject  dis- 
cussed by  Dr.  J.  M.  Willis  before  the  McCook  Ki- 
wanis  club  on  February  8. 

Heart  Disease  was  the  topic  discussed  by  Dr. 
Floyd  L.  Rogers,  Lincoln,  at  a public  lecture  at  the 
Y.  M.  C.  A.,  Lincoln,  on  January  25. 

Dr.  R.  A.  Frary  of  the  State  Board  of  Health 
spoke  on  Venereal  Disease  Control  on  January  24 
before  the  Lions’  Club  and  High  School  groups  in 
Sidney. 

Dr.  G.  L.  Sandritter,  Norfolk,  addressed  the  moth- 
er’s division  of  the  Norfolk  Woman’s  Club  in  Janu- 
ary. His  subject  was  “Why  You  Are  as  You  Are 
According  to  Heredity.” 

(Continued  on  page  xix) 
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Dr.  Walter  Benthack,  Wayne,  is  taking  a special 
course  in  general  surgery  at  Harvard  University. 
Dr.  Max  Coe  of  Wakefield  will  take  care  of  his 
practice  during  his  absence. 

Dr.  Louis  B.  Bushman  was  made  professor  eme- 
ritus of  Creighton  University  School  of  Medicine; 
Dr.  Charles  M.  Swab  succeeding  Dr.  Bushman  as 
head  of  the  Department  of  Ophthalmology. 

The  days  of  the  pioneer  are  apparently  not  over. 
We  read  in  the  Grand  Island  Independent  that  Dr. 
Roy  Cram  of  Burwell,  after  driving  ten  miles 
through  unbeaten  paths  and  snow  covered  pastures, 
performed  an  appendectomy  on  a patient  who  ap- 
parently could  not  be  moved  to  a hospital.  The 
kitchen,  according  to  this  report,  served  as  an  oper- 
ating room  . . . and  the  patient  is  still  alive. 

Another  story  comes  from  Dorchester.  We  can- 
not improve  upon  the  Lincoln  Star,  therefore  we 
will  quote  it  in  full:  “Dorchester,  Nebr.,  Jan.  19 — (A5) 
— Twenty  years  ago  Dr.  R.  C.  Panter  of  Dorchester 
won  his  way  through  a near  blizzard  to  Pleasant 
Hill  in  time  to  officiate  at  the  birth  of  Helen  Koci. 
Thursday  he  got  another  hurry  up  birth  call  from 
Pleasant  Hill.  He  started  behind  a snowplow,  but 
it  stalled.  Then  a volunteer  15-man  crew  led  by 
Joe  Herget  started  out  from  Pleasant  Hill,  shoveling 
through  the  drifts.  They  reached  here  by  11  a.  m. 
and  Dr.  Panter  arrived  before  the  baby  was  born 
at  noon.  The  mother  was  Helen  Koci — now  Mrs. 
Raphael  Houska.” 

The  day  of  the  pioneer  is  indeed  not  yet  over. 


Greater  Use  of  Surgery  in  Tuberculosis 
Results  in  Changes  in  the  Hospital — Proba- 
bly the  most  significant  and  far-reaching 
change  which  has  come  about  in  the  tuber- 
culosis hospital  field  is  the  trend  toward  sur- 
gical treatment  of  the  disease.  This  has  in- 
volved changes  in  design  and  equipment  of 
the  hospital,  in  the  organization  of  the  staff, 
in  provision  for  nursing  of  surgical  cases  and 
development  of  closer  relations  with  general 
hospitals.  Wherever  the  tuberculosis  hos- 
pital is  not  prepared  to  meet  the  demand  for 
better  operating  rooms,  laboratories  and  x- 
ray  equipment  the  facilities  of  the  general 
hospital  must  be  utilized.  Hospital  Manage- 
ment, September,  1939. 


629  tuberculin-sensitive  children  less  than 

6 years  of  age  were  traced  for  an  average 
perior  of  five  years.  Since  only  1.6%  died 
it  is  obvious  that  young  children  control  in- 
fection with  tubercle  bacilli  very  well.  Tfye 
first  two  years  are  the  critical  period.  The 
great  majority  of  deaths  occurred  in  homes 
where  there  was  opportunity  for  massive  and 
repeated  doses.  Tortone,  I.,  et  al.,  Amer. 
Jour.  Diseases  of  Children,  July,  1939. 
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Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 
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•'Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,'  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  25,  No.  2,  pages  201-206,  March,  1939. 
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Treatment  of  Carcinoma  of  the  Breast 

EDWARD  W.  ROWE,  M.  D. 

Lincoln,  Nebr. 


The  United  States  Bureau  of  Vital  Statis- 
tics records  show  that  deaths  from  carcino- 
ma of  the  breast  have  increased  from  6,665 
in  1920  to  13,000  in  1933.  The  number  of 
women  having  cancer  of  the  breast  at  the 
present  moment  is  estimated  at  50,000.  The 
average  length  of  life  is  three  and  one-half 
years,  and  about  20%  are  cured.  If  one  looks 
back  for  fifty  years  it  will  readily  be  seen 
that  much  progress  has  been  made  in  the 
treatment  of  the  disease.  The  greatest  ad- 


Chart  I 

SURGICAL  CURABILITY  OF  CANCER  OF  THE 
BREAST:  FIVE  YEAR  SURVIVALS 


Author 

Per  Cent 

Author  Per  Cent 

Lee  and  Cornell. 

15.0 

Faure 

.28.2 

Rahm 

15.9 

Hoffmann 

_28.5 

Lindner 

17.0 

Halsted 

.28.9 

Smith 

17.0 

Buchanan 

,29.0 

Gibson 

18.0 

Black 

_30.0 

Hartmann  and 

Deelman 

.30.6 

Bergeret 

19.0 

Braine  and  Massie_. 

_31.0 

Grassmayer 

20.3 

Morton 

_31.0 

Tichy 

20.9 

Lindenberg 

_31.4 

Schwarzkopf 

21.0 

Stein  t.hal 

33  3 

Neber 

21.0 

Moschocowitz 

_34.0 

Forgue 

22.0 

Schoute  and  Orbaan. 

.35.9 

Brattstrom 

23.0 

White 

.36.0 

Broestrom 

23.0 

Iselin 

.36.4 

Bunts 

24.1 

Smith  and  Bartlett— 

.37.0 

Sadlier 

24.3 

Crile 

.37.4 

Dahl 

24.5 

Peck  and  White 

.39.1 

Jennings 

25.0 

Judd 

.39.8 

Harrington 

25.8 

Mills 

.39.8 

Greenough 

27.0 

Primrose 

_44.4 

Perthes 

27.7 

Wintz 

_48.5 

Gernade 

28.0 

Watson-Cheyne  

.52.1 

Lehmann 

28.0 

Mean  Average — 28.0  Per  Cent 
By  U.  V.  Portmann,  Cleveland  Clinic,  Cleveland, 
Ohio. 

Presented  before  Radiological  Society  of  North 
America,  at  the  Twenty-second  Annual  Meeting, 
Cincinnati,  Nov.  30  - Dec.  4,  1936. 


vancement  was  made  forty-four  years  ago, 
when  Halstead  described  the  present  radical 
operation.  Very  little  advancement  in  sur- 
gical technique  has  been  made  since  then. 
But  in  the  selection  of  cases,  the  precision 
of  diagnosis  and  in  the  education  of  more 
surgeons  of  greater  skill,  there  has  been  a 
great  improvement.  (Chart  No.  1.)  In  ad- 
dition, education  of  the  public  has  tended  to 
bring  the  victim  of  cancer  at  an  earlier  stage,, 
for  scientific  treatment.  Mammary  carcino- 
ma still  presents  great  difficulties  and  un- 
certainties because  the  anatomical  types  of 
the  disease  are  so  numerous,  variations  in 
clinical  courses  so  frequent,  the  paths  of  dis- 
semination so  free  and  diverse,  the  difficul- 
ties of  determining  the  actual  conditions  so 
complex,  and  the  sacrifices  of  tissue  so  great 
that  each  case  presents  a diversity  of  action 
so  that  in  the  end  there  is  a long  period  of 
waiting  before  the  outcome  is  known. 

Since  70%  are  cured  if  operated  upon 
while  the  disease  is  still  confined  to  the 
breast,  it  is  our  aim  to  see  that  all  operations 
are  performed  while  the  disease  is  still  in 
the  early  stage  (i.e.,  the  tumor  still  confined 
to  the  breast).  An  army  of  women  is  mo- 
bilized under  the  banners  of  “The  American 
Army  of  Women  to  Fight  Cancer.”  They 
are  recruited  and  directed  by  the  American 
Society  for  the  Control  of  Cancer.  This 
movement  is  designed  to  cause  patients  to 
seek  earlier,  modern  methods  of  treatment 
that  have  been  properly  tested  by  time  in  ex- 
perienced hands. 

The  difficulties  of  making  an  early  diagno- 
sis are  great  and  every  physician  who  has 
been  called  upon  to  make  the  decision  for  his 
patient  is  fully  cognizant  of  the  uncertainties 
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in  diagnosis,  even  when  biopsy  has  been  ob- 
tained and  a pathologist  of  good  training  has 
passed  upon  the  histopathology.  Dr.  Mac- 
Carty  of  the  Mayo  Clinic,  in  studying  the 
records  of  2,100  cases,  in  1923,  found  a doubt- 
ful diagnosis  was  made  in  21.5%  and  an  in- 
correct diagnosis  in  37.2%. 

With  these  well-known  difficulties,  the 
radiologist  must  be  trained  to  assume  the 
responsibility  of  a consultant.  Some  patients 
consult  the  radiologist  first,  but  there  must 
be  free  collaboration  between  the  surgeon 
and  the  radiologist.  Experience  and  well 
controlled  statistics  now  offer  abundant 
proof  that  the  use  of  roentgen  therapy  has 
added  materially  to  the  number  who  remain 
well  for  five  years,  to  those  who  ultimately 
recover,  and  to  those  who  have  an  extension 
of  months  and  years  of  life  with  freedom 
from  disability  and  suffering. 

Observation  and  classification  are  the 
foundation  of  all  science.  It  is  agreed  that 
this  conclusion  is  just  as  logical  in  the  ad- 
vancement of  our  knowledge  of  cancer  of  the 
breast.  Dr.  Portmann  of  the  Cleveland  Clinic 
has  been  privileged  to  receive  special  atten- 
tion for  his  efforts  to  present  a classifica- 
tion of  cancers  of  the  breast  which  is  sim- 
ple, consistent  and  practical.  It  is  based 
upon  pathology  and  clinical  observations. 
The  same  thing  has  been  attempted  before, 
by  Dr.  Steinthal,  from  the  purely  clinical 
viewpoint  (Chart  No.  II.)  ; by  Dr.  James 

Chart  II 

CLASSIFICATION  OF  MAMMARY  TUMORS 
ON  A PURELY  CLINICAL  BASIS 
C.  F.  Steinthal 

Beit.  z.  klin,  Chir.,  1905,  47,  226-239 

GROUP  I — Those  having  a tumor  apparently 
growing  very  slowly,  and  measuring  only  a few  cen- 
timeters in  diameter,  entirely  confined  to  mammary 
gland;  the  skin  is  not  yet  attached  and  the  axillary 
nodes  are  few  in  number  and  are  first  discerned  only 
at  operation. 

GROUP  II — Those  with  definitely  growing  tumors 
which,  after  remaining  stationary  for  some  time, 
begin  to  increase  in  size;  the  skin  becomes  adherent, 
and  nodes  in  the  axilla  are  definitely  demonstrable. 

GROUP  III — Those  in  which  a large  part  of  the 
mammary  gland  has  become  involved,  the  tumor  has 
invaded  the  skin  and  underlying  structures,  and  fre- 
quently the  supraclavicular  nodes  are  invaded. 

OBJECTIONS — 1.  Rate  of  growth  hard  to  deter- 
mine. 2.  Size  of  tumor  no  indication  of  the  extent 
of  the  disease.  3.  In  Group  I,  glands  in  axilla.  Con- 
tradictory. 

Ewing,  from  the  standpoint  of  the  patholo- 
gist (Chart  No.  III.) ; and  by  Dr.  C.  D. 


Haagensen,  from  the  prognostic  standpoint 
(Chart  No.  IV.).  Dr.  Portmann  presented 

Chart  III 

CLASSIFICATION  OF  MAMMARY  CARCINOMA 
ACCORDING  TO  HISTOGENESES 
Dr.  James  Ewing 

Ann.  Surg.,  August,  1935,  102,  249-252 

1.  Adenocarcinoma  arising  in  cysts. 

2.  Mucous  or  gelatinous  carcinoma. 

3.  Duct  Carcinoma,  (a)  Localized  duct  carcinoma: 
comedo-carcinoma;  (b)  Diffuse  duct  carcinoma. 

4.  Paget’s  Disease. 

5.  Carcinoma  arising  on  chronic  mastitis. 

6.  Sweat-gland  carcinoma. 

7.  Inflammatory  carcinoma. 

8.  Histologic  designations:  (a)  Medullary  carcino- 
ma; (b)  Scirrhous  carcinoma;  (c)  Fibrocarcinoma; 
(d)  Carcinoma  en  cuirasse;  (e)  Carcinoma  simplex. 

Chart  IV 

CLASSIFICATION  OF  MAMMARY  CARCINOMAS 
ACCORDING  TO  HISTOLOGICAL  CHARAC- 
TERISTICS, WITH  PROGNOSTIC 
SIGNIFICANCE 
Dr.  C.  D.  Haagensen 
Am.  Jour.  Cancer,  Oct.  1933,  19,  285-327 

1.  Papillary  character:  Origin  in  a cyst  formed  in 
a duct. 

2.  Comedo  character:  Growth  mainly  in  ducts, 
often  with  central  necrosis. 

3.  Adenoid  arrangement  of  cells:  (a)  Marked; 

(b)  Slight;  (c)  Absent. 

4.  Variations  in  size  and  shape  of  nuclei:  (a) 
Slight;  (b)  Moderate;  (c)  Marked. 

5.  Number  of  mitoses:  (a)  Few;  (b)  Moderate; 

(c)  Numerous. 

6.  Gelatinous  degeneration. 

his  views  in  the  American  Journal  of  Cancer 
and  before  the  Radiological  Society  of  North 
America  in  1936.  Dr.  George  E.  Pfahler  was 
honored  with  the  invitation  to  give  the  Rus- 
sel H.  Boggs  lecture  before  the  Radiological 
Section  of  The  American  Medical  Association 
at  the  eighty-eighth  annual  meeting,  and 
again  to  represent  American  radiology  at  the 
Fourth  International  Congress  of  Radiology, 
in  Chicago,  September,  1937,  at  which  forty- 
one  countries  participated.  His  subject  on 
both  of  these  occasions  was,  “Treatment  of 
Cancer  of  the  Breast.”  (Charts  V,  VI,  and 
VII.) 

Chart  V 

SYNOPSIS  OF  DIAGNOSIS,  TREATMENT 
AND  PROGNOSIS 
Diagnosis 

STAGE  1 — Small,  isolated,  movable  tumor  in  the 
breast.  No  palpable  lymph  nodes.  No  roentgeno- 
logic evidence  of  intra-thoracic  or  skeletal  meta- 
stases. 

STAGE  2 — Larger  tumor  in  the  breast.  Fixation 
of  tumor  to  skin  or  pectoral  muscles,  with  palpable 
axillary  lymph  nodes,  or  microscopic  evidence  of  ax- 
illary metastases. 
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STAGE  3 — Tumor  in  the  breast  with  axillary 
lymph  nodes,  and  supraclavicular  or  distal  meta- 
stases. 

Treatment 

STAGE  I — Radical  operation  only  or  radical  oper- 
ation plus  post-operative  irradiation. 

STAGE  2 — Pre-operative  irradiation  small  series 
followed  promptly  by  radical  operation  and  post- 
operative irradiation. 

STAGE  3 — Irradiation  only,  or  irradition  plus  op- 
eration if  disease  can  be  made  operable  by  irradia- 
tion— then  post-operative  irradiation. 

Prognosis 

STAGE  I— Operation  only — 70%  average  alive 
and  well  in  five  years.  Operation  plus  postoperative 
irradiation — 71%  alive  and  well  in  five  years. 

STAGE  II — Operation  only — 28%  average  alive 
and  well  in  five  years.  Pre-operative  irradiation, 
operation  plus  post-operative  irradiation — 57%  alive 
and  well  in  five  years. 

STAGE  III — Probably  not  more  than  5%  alive 
and  well  in  five  years.  Prolongation  of  life  and  re- 
lief of  pain  by  irradiation. 


Chart  VII 

PATIENTS  ALIVE  FIVE  YEARS  HAVING  HAD 
PREOPERATIVE  IRRADIATION,  OPERATION 
AND  POSTOPERATIVE  IRRADIATION 
Drs.  Pfahler  and  Vastine 
Jour.  A.M.A.,  Feb.  19,  1938 
Total  number  of  patients  in  Stages  1 and  2 living 
five  years  after  preoperative  and  postoperative  ir- 
radiation: 

Stage  1 19  of  27—73% 

Stage  2 24  of  42—57% 

Stage  3 0 of  23—  0% 

RESULTS  OF  TREATMENT  OF  POSTOPERA- 
TIVE RECURRENT  CARCINOMA  OF 
THE  BREAST 

(491  cases  from  Dr.  Pfahler’s  private  records) 
Am.  Jour.  Roentgenol.  Jan.,  1938 
Symptom-free  Five  or  More  Years  After 
Beginning  Roentgen  Treatment 

Per  Cent 


Local  recurrences  39.7 

Axillary  or  supraclavicular  recurrences 23.3 

Cases  with  distant  metastases  5.1 

Total  recurrences  and  metastases  regard- 
less of  location  18.5 


Chart  VI 

RECENT  COMPARATIVE  STATISTICS  OF 
RESULTS  AS  COLLECTED  FROM 
SPECIAL  CLINICS 

Carcinoma  of  the  Breast — Pfahler  and  Vastine 
Jour.  A.M.A.,  Feb.  19,  1938,  Vol.  110,  No.  8,  p.  546 


Percentage  Living  Five  Years 


Author 

Operation  Alone 


No  Patients 
Living 


All  Patients 
Stage  2 Oper’ed  On 


25.0 


Harrington 1911 

Gould,  Pearce 

in  Hutchinson,  R.G. 151 

Abell,  Irwin  217 

Greenough,  R.  B 474 

Redman,  T. 106 

Jessop,  W.  H.  G. 216 

Klingstein,  Percy 

Lewis  and  Reinhoff 420 

Gask,  G.  E. 

Average  percentage 27.9 

Operation  and  Post-operative  Irradiation 


22.0 

26.0 

34.0 

41.0 
30.5 

17.0 


Westermark  70 

Evans 175 

Wintz,  H. 97 

Lee  217 

Weisswange  171 

Billich  164 

Gobel  

Webster  358 

Nicholson  74 

Hummel  115 

Pfahler  and  Vastine 269 

Average  percentage  


38.0 

46.3 
51.5 

53.0 

27.1 

33.3 


52.0 

39.6 


33.1 

33.1 

46.0 

36.0 

44.0 

48.0 

23.0 

18.0 

36.0 

35.0 


37.0 

46.1 

41.0 
53.7 

39.6 

47.7 

42.0 

36.8 
68.7 
52.4 

46.0 


Pre-operative  Irradiation,  Operation  and  Post- 
Operative  Irradiation 

Westermark  44  46.6  52.0 

Wintz  97  51.0 

Pfahler  and  Vastine 91  57.1  47.2 

Average  percentage 51.8  50.0 


These  recommendations  of  Portmann  and 
Pfahler  have  been  adopted  by  the  Congress 
and  will  be  presented  to  the  League  of  Na- 
tions with  recommendations  for  their  adop- 
tion. This  classification  will  be  undoubted- 
ly accepted  by  that  body.  The  classification 
is  founded  upon  the  pathological  and  clinical 
observations  and  reveals  in  general  the  pres- 
ent acceptable  treatment  and  prognosis  of 
cancer  of  the  breast. 

Dr.  Portmann’s  conclusions  are  as  follows : 

1.  A classification  for  cases  of  mammary 
carcinomas  is  desirable  and  should  be  adopt- 
ed. It  should  be  based  upon  the  clinical  and 
pathological  evidences  of  the  extent  of  the 
disease. 

2.  A classification  is  suggested  which  di- 
vides cases  into  three  groups,  each  of  which 
is  shown  to  represent  a different  prognosis 
and  the  indications  for  therapeutic  proce- 
dures. 

3.  The  early  Group  I cases  with  localized, 
movable  tumors  in  the  breast  and  without 
axillary  metastases  should  be  operated  upon 
but  not  irradiated.  Almost  100%  of  these 
patients  will  survive  for  five  years.  This 
group  comprises  about  30%  of  all  cases. 

4.  Patients  in  Group  II  with  moderately 
advanced,  localized,  movable  tumors  in  the 
breast  and  only  a few  axillary  lymph  node 
metastases  should  have  a radical  operation, 
removal  of  the  diseased  tissue  as  possible 
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and,  in  addition,  they  should  be  given  post- 
operative irradiation.  About  50%  of  such 
patients  will  survive  five  years  if  operation 
is  the  only  treatment  and  at  least  75%  will 
survive  as  long  if  irradiation  is  given.  This 
group  comprises  about  25%  of  all  cases. 

5.  The  patients  in  Group  III  with  clinical 
manifestations  of  incurability  should  not  be 
subjected  to  radical  surgery.  No  patient  will 
survive  for  five  years  without  evidence  of 
cancer.  These  patients  should  be  treated  by 
irradiation  alone  to  prolong  their  lives.  This 
group  comprises  about  45%  of  all  cases. 

6.  A thorough  search  should  be  made  for 
the  clinical  manifestations  of  incurability 
which  are  enumerated,  and  patients  with 
any  of  them  should  not  be  subjected  to  a 
radical  operation. 

The  most  valuable  statistics  are  obtained 
from  men  and  institutions  where  methods 
are  standardized.  The  procedures  and  fol- 
low-up system  in  such  clinics  as  the  Cleve- 
land Clinic  are  commendable.  One  surgeon, 
Dr.  G.  W.  Crile,  and  one  radiologist,  Dr.  U. 
V.  Portmann,  have  done  personal  team  work 
on  a group  of  cases  reported.  Similar  con- 
ditions at  Memorial  Hospital  and  the  Mayo 
Clinic  prevail,  except  that  different  groups 
of  professional  men  generally  have  stand- 
ardized their  own  methods.  There  are  also 
many  other  clinics  in  which  the  treatment 
of  cancer  of  the  breast  is  well  unified  by 
team  work.  (Chart  VIII). 


Chart  VIII 

QUESTIONNAIRE— Lincoln  Hospitals 


Lincoln 

Bryan 

St. 

Green 

Total 

Gen. 

Mem. 

Eliz. 

Gables 

Number  of  patients  admitted 

with  carcinoma  of  the 
breast  from  1934  to  1939-55 

105 

38 

16 

214 

Number  of  patients  with 

carcinoma  of  breast  oper- 
ated from  1934  to  1939 51 

55 

30 

13 

149 

Number  of  patients  with 

carcinoma  of  breast  treat- 
ed by  roentgen  therapy, 
from  1 934  to  1 939  58 

81 

36 

8 

183 

(a)  Preoperative  14 

10 

1 

0 

25 

(b)  Postoperative  54 

(c)  Without  surgery,  but 

67 

23 

6 

150 

for  palliation  3 

4 

12 

2 

18 

Groups: 

No.  I - 17 

34 

10 

4 

65 

No.  II  31 

51 

15 

4 

101 

No.  Ill  ___  4 

20 

13 

8 

45 

Wherever  there  are  men  of  good  training 
and  experience,  efforts  to  meet  the  solution 
of  the  cancer  problem  are  not  lightly  con- 
sidered. Excellent  laboratories  with  trained 


personnel  for  tissue  preparation  and  diag- 
nosis are  available  at  short  distances.  Sys- 
tematic selection  of  methods  of  procedure 
with  an  approach  to  standardization,  as  far 
as  possible,  is  commendable.  The  records 
show  a confusion  at  times  in  the  proper  se- 
lection of  cases  for  surgery.  Radiologic 
treatment  preoperative  and  postoperative 
has  not  been  as  freely  employed  as  possible. 
In  many  cases  the  radical  surgical  procedures 
were  hardly  justified.  Measures  for  pallia- 
tion should  be  more  fully  appreciated.  As 
has  been  shown,  stage  II  is  really  the  battle 
ground.  Stage  I may  well  be  left  to  surgery 
alone.  Stage  III  should  be  given  only  irradi- 
ation. And  the  surgeon  and  radiologist 
should  unite  their  efforts  to  save  more  of 
stage  II  by  careful  planning  of  preoperative 
and  postoperative  irradiation. 

PREOPERATIVE  IRRADIATION 

It  is  a well-known  fact  that  the  microscop- 
ic grading  of  tumors  has  a great  deal  to  do 
with  the  knowledge  of  prognosis  and  with 
selection  of  the  plan  of  treatment.  Four 
characteristic  grades  have  been  recognized; 
i.e.,  grades  1,  2,  3,  and  4.  Of  these,  accord- 
ing to  Harrington  and  Broders,  grades  3 and 
4 are  the  most  malignant  and  tend  to  invade 
very  early  the  lymph  nodes.  Paradoxically, 
these  are  the  most  radiosensitive  and  pa- 
tients irradiated,  in  these  grades,  offer  the 
most  immediate  brilliant  results.  But  on  ac- 
count of  the  high  degree  of  malignancy,  only 
20%  of  these  who  have  had  operation  live 
five  years.  Of  patients  with  lymph  nodes, 
90%  are  graded  3 and  4.  Thus  the  patient 
with  the  most  highly  malignant  tumor  pre- 
sents the  greatest  problem  in  treatment. 
This  group  represents  80%  of  all  operable 
breast  cancer.  Therefore  all  patients  with 
axillary  involvement  should  have  both  pre- 
operative and  postoperative  irradiation.  The 
earlier  the  treatment  by  irradiation  the  bet- 
ter. The  earlier  the  operation  the  better.  It 
is  reasonable  to  assume  that  irradiation  giv- 
en to  such  a patient  will  devitalize  or  destroy 
the  more  malignant  type  of  cells,  which  are 
the  cause  of  the  surgeon’s  failures.  Irradia- 
tion should  decrease  the  recurrences  due  to 
implantation  during  operation  and  render 
less  likely  the  emboli  which  may  spread 
through  the  blood  stream.  Such  devitalizing 
defeat  often  takes  effect  even  before  it  can 
be  demonstrated  microscopically.  Adair  has 
reported  investigations  where  it  was  deter- 
mined that  33%  of  the  cells  in  the  cervical 
nodes  and  22%  in  the  axillary  nodes  were 
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actually  destroyed  by  preoperative  irradia- 
tion. Certainly  the  remainder  must  have 
been  in  a stage  of  inactivity  for  considerable 
time.  There  is  no  reason  to  prolong  the 
period  after  preoperative  irradiation  before 
the  time  for  operation.  Sufficient  irradia- 
tion can  be  given  in  ten  to  fourteen  days  be- 
fore operation  to  sterilize  the  cancer  cells,  at 
least  temporarily,  and  in  no  way  interfere 
with  the  operation  or  the  usual  postoperative 
course  of  healing.  In  fact  the  thesis  is  that 
the  operation  itself  is  made  safer.  The  more 
prolonged  irradiation  may  be  given  postoper- 
atively.  The  preoperative  irradiation  ren- 
ders the  normal  tissue  less  receptive  to  im- 
plantation. Murphy,  Russ  and  Scott  have 
shown  that  there  is  an  effect  on  normal  tis- 
sue which  is  detrimental  to  the  implantation 
of  carcinoma. 

With  these  facts  in  mind,  preoperative  ir- 
radiation is  definitely  indicated,  especially 
in  carcinoma  of  the  breast  stage  II.  Rela- 
tively few  cases  have  been  treated  in  this 
manner,  although  Pfahler  advocated  it  as 
early  as  1915.  Observers  generally  testify 
that  the  tumor  never  increases  in  size  after 
the  first  day.  The  preoperative  treatment 
has  been  definitely  found  interfering  with 
growth  of  cancer  cells  and  the  effects  last 
five  to  six  weeks. 

POSTOPERATIVE  IRRADIATION 

Postoperative  treatment  is  designed  (1)  to 
destroy  any  malignant  cells  that  may  have 
been  transplanted  during  operation;  (2)  to 
destroy  any  microscopic  remnant  of  the  can- 
cerous tissue  which  the  surgeon  may  have 
missed;  and  (3)  to  render  the  normal  tissue 
more  resistant  to  cancerous  growth.  Defi- 
nite evidence  of  stitch  hole  implantation  and 
local  growth  under  the  flap  is  familiar  to  all. 
Operation  renders  the  malignant  cells  more 
malignant  and  devitalizes  the  normal  tissue. 
It  is,  then,  following  the  operation  that  the 
follow-up  irradiation  needs  must  be  most 
thorough.  If  local  and  regional  recurrence  is 
the  result  of  incomplete  operation,  then  53% 
of  the  operations  are  incomplete;  for  in  that 
number  of  cases  do  these  conditions  defeat 
the  efforts  of  the  surgeon. 

In  those  clinics  where  the  basic  principles 
of  radiotherapy  have  been  followed  most 
closely,  and  where  the  radiologist  has  mas- 
tered a good  technique,  postoperative  irra- 
diation has  become  a routine  procedure  in  all 
cases  in  which  the  disease  has  spread  beyond 
the  mammary  gland.  Hintze  states  that  80% 


of  the  cases  in  the  University  Surgical  Clinic 
in  Berlin  receive  postoperative  treatment, 
and  postoperative  treatment  is  advised  by 
him  in  all  operated  cases.  It  is  the  accepted 
procedure  in  most  large  clinics  both  in  this 
country  and  abroad. 

Recurrent  malignant  disease  of  the  breast 
is  best  treated  by  irradiation ; in  fact  there  is 
no  other  treatment  that  has  the  slightest  ef- 
fect. The  results  are  not  always  satisfactory 
but  in  a large  series  of  recurrent  carcinoma 
there  are  a few  who  out-live  the  five-year 
period  and  many  who  are  given  an  added 
lease  of  life,  to  say  nothing  of  the  added 
comfort  and  relief  from  suffering.  Irradia- 
tion alone  is  reserved  for  all  cases  falling  in 
stage  III.  Operation  only  hastens  the  course 
of  the  disease.  Indications  for  irradiation 
alone  may  be  summarized  as  follows: 

A.  Inoperable  carcinoma  of  the  breast,  i.e. : 

1.  When  the  breast  is  involved  with  mas- 

sive malignancy,  fixing  the  whole  firmly  to 
the  chest  wall.  * 

2.  Firmly  fixed  metastatic  nodes  in  the 
axillary  and  supraclavicular  area. 

3.  When  skeletal  or  visceral  metastases 
are  present. 

4.  When  marked  edema  of  the  arm  is  pres- 
ent. 

B.  In  the  en  cuirasse  type  of  malignancy. 

C.  Inflammatory  carcinoma  of  the  breast. 

D.  In  the  comedo  type  of  malignancy. 

E.  When  an  associated  constitutional  dis- 
ease is  present  which  prohibits  any  surgical 
procedure. 

F.  When  the  patient  refuses  surgery. 

Adair,  and  also  Grace  and  Motier,  both 
conclude  that  with  adequate  roentgen  ther- 
apy and  simple  mastectomy  it  is  possible  to 
produce  end  results  which  are  as  satisfactory 
as  those  of  any  other  procedures  in  practice 
at  the  present  time. 

Radiation  alone  has  been  used  with  marked 
success  in  stage  III.  Geoffrey  Keynes,  in 
the  University  College  Hospital,  London,  has 
reported  success  with  radiation  alone  in 
stages  I and  II.  And  there  are  men  of  high 
repute  who  are  questioning  the  value  of  sur- 
gery except  in  a limited  group,  when  patients 
are  thoroughly  treated  by  prolonged  irradia- 
tion such  as  used  by  Coutard.  Even  in  group 
I,  Keynes’  results  were  as  good  as  with  sur- 
gery. There  are  the  following  advantages 
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in  conservative  treatment:  (1)  There  is  no 
operative  mortality;  (2)  lymphatic  edema  of 
the  arm  is  absent;  (3)  wide-spread  local  re- 
currences, such  as  are  sometimes  seen  after 
a radical  operation,  are  very  uncommon;  and 
(4)  patients  submit  more  readily  to  this 
treatment  than  to  surgical  operation  because 
they  are  to  be  spared  the  mutilation  entailed 
by  surgical  procedure. 

The  choice  of  treatment  depends  on  the 
diagnosis  of  the  degree  of  differentiation  of 
the  cancerous  cells  and  the  knowledge  of  the 
degree  of  fibrosclerotic  transformation  of 
the  vasculo-connective  tissue.  The  biologic 
effects  of  irradiation  are  those  of  the  de- 
struction of  neoplastic  cells  and  the  fibro- 
sclerosing  effect  on  vasculo-connective  tissue. 
Both  are  clearly  appreciable  in  two  weeks. 
To  a technically  operative  cancer,  Coutard 
adds  the  concept  of  a biologically  operable 
one.  Thus  a tumor  with  slightly  differenti- 
ated cells  in  loose  connective  tissue  is  not 
suitable  for  surgery  even  though  technically 
operable,  because  of  its  tendency  to  rapid 
cellular  multiplication  and  immediate  dis- 
semination of  the  cells.  Such  tumors  are 
often  accompanied  by  adenopathy.  This  is 
the  radiosensitive  type. 

Another  type  of  tumor,  from  the  thera- 
peutic point  of  view,  is  that  consisting  of  dif- 
ferentiated cells  developing  in  fibrosclerotic 
connective  tissues.  They  are  more  or  less 
radiosensitive.  When  technically  operative, 
they  belong  in  the  domain  of  surgery  because 
the  cells  multiply  slowly  and  have  only  a 
slight  tendency  to  dissemination  and  develop 
adenopathy  rarely  or  late.  Between  these 
two  sharply  diffentiated  types  are  to  be 
found  intermediate  cases  difficult  to  differ- 
entiate. For  these,  a combination  of  surgery 
and  irradiation  is  indicated. 

Because  of  the  frequent  association  of  both 
young  and  undifferentiated  cells  with  adult 
cells,  Coutard  believes  it  is  best  to  irradiate 
first  and  then  operate  later.  Irradiation  de- 
stroys the  cells  most  dangerous  to  the  sur- 
geon and  leaves  unmodified  cells  of  lesser 
activity. 

PLEUROPNEUMONITIS  AND  FRIBOSIS 
OF  THE  LUNG 

It  has  been  noticed  that  intensive  x-ray 
therapy  may  produce  deleterious  effects  on 
the  lung,  as  pleuropneumonitis  terminating 
in  fibrosis  of  greater  or  lesser  extent.  It  is 
quite  possible  to  produce  this  condition  by 
protracted  irradiation  or  by  intensive  doses 


of  high  voltage,  but  as  a practical  measure 
such  sequela  of  x-ray  therapy  can  be  largely 
avoided  by  tangential  irradiation  or  by  the 
proper  application  of  intermediate  voltage. 
If  some  fibrosis  occurs  it  is  not  necessarily  a 
blameworthy  event.  When  fibrosis  does  oc- 
cur it  is  usually  because  the  pleura  and  lung 
tissue  are  already  involved. 

STERILIZATION 

The  question  of  sterilization  in  women  who 
have  cancer  in  the  child  bearing  age,  has  not 
been  fully  answered.  A large  number  of  ob- 
servant clinicians  have  found  suppression  of 
the  ovarian  function  to  be  of  definite  value 
in  retarding  malignant  growth  and  the  ten- 
dency to  metastasis.  The  clinical  evidence 
seems  to  be  strongly  in  favor  of  this  pro- 
cedure. There  is  some  interesting  research 
work  which  indicates  that  the  estrogenic 
function  when  stimulated  has  a profound  ef- 
fect on  the  production  of  cancer  cells,  es- 
pecially in  the  breast  and  uterus.  Especially 
in  young  women  suffering  from  carcinoma 
of  the  breast,  the  production  of  an  artificial 
menopause  shows  striking  results.  It  is  sug- 
gested that  the  presence  of  the  ovarian  hor- 
mone in  these  cases  is  almost  an  essential 
condition  for  the  growth  of  carcinoma. 

CONCLUSIONS 

Proper  study  and  correlation  of  the  cases 
of  carcinoma  of  the  breast  treated  in  any 
city  during  the  past  few  years  should  make 
an  interesting  and  as  valuable  a basis  of 
study.  It  would  evaluate  the  surgical  and 
radiological  methods  of  treatment.  Studies 
in  large  clinics  have  demonstrated  clearly 
that  preoperative  and  postoperative  irradia- 
tion in  clinical  stage  II  is  of  definite  curative 
value,  and  in  stage  III  generally  applicable, 
always  palliative. 

Fundamental  is  the  widest  possible  surgi- 
cal removal,  when  operable,  of  the  primary 
tumor,  the  breast  and  the  regional  meta- 
stases.  The  standardized  radical  breast  op- 
eration alone  has  made  little  advancement 
since  Halstead  published  his  method  in  1894. 
While  statistics  show  improvement  in  the 
last  quarter  of  a century,  they  are  still  dis- 
appointing. The  latest  impetus  to  advance- 
ment has  been  through  the  developments  in 
roentgen  therapy  theory.  Surgeons  and  ra- 
diologists, therefore,  should  seek  to  improve 
their  results  by  working  together,  combining 
their  efforts  and  adding  to  the  field  of  ther- 
apy the  new  and  powerful  therapeutic  agent, 
irradiation. 
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According  to  the  classification  into  the 
clinical  stages,  various  combinations  have 
been  utilized: 

1.  Radical  operation  with  postoperative 
irradiation. 

2.  Radical  operation  combined  with  pre- 
operative irradiation. 

3.  Radical  operation  combined  with  both 
preoperative  and  postoperative  irradiation. 

4.  Incomplete  operation,  followed  by  irra- 
diation. 

5.  Irradiation  alone. 
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IN  THIS  ISSUE 


This  month  was  designated  by  the  Com- 
mittee on  Medical  and  Public  Health  Educa- 
tion as  “cancer  month consequently  a sym- 
posium on  cancer  is  presented. 

CANCER  of  the  breast  is  a condition  which 
too  frequently  ends  in  tragedy,  at  times  pre- 
ventable. The  treatment  of  this  vicious  can- 
cer is  discussed  by  Dr.  E.  W.  Rowe  on 
page  121 

OF  no  small  consequence  in  connection 
with  the  care  of  the  cancer  patient  is  the 
economic  angle.  Dr.  James  Kelly  has  had 
extensive  experience  with  cancer  from  the 
radiologic  standpoint.  His  discussion  on  the 
“Cost  and  Care  of  the  Cancer  Patient”  is 
most  interesting.  The  article  is  on  page  128 

THE  next  article  on  “Cancer  of  the  Stom- 
ach,” is  presented  by  Dr.  Joseph  E.  Uridil  on 
page  130 

MANY  of  us  have  heard  Dr.  Hunt’s  discus- 
sion on  “Cancer  of  the  Lip,”  with  a consider- 


ation of  prophylaxis  and  treatment.  His 
paper  is  on  page  133 

BIOPSY  is  an  important  procedure  in  de- 
termining both  the  presence  and  the  nature 
of  malignancy.  The  indications  for  this  pro- 
cedure are  discussed  very  ably  by  Dr.  Mar- 
shall M.  Neely  on  page  138 

FINALLY,  Dr.  N.  H.  Rasmussen  sums  up 
the  whole  discussion  by  a pertinent  note  of 
warning,  “Look,  Listen,  Record  and  Advise.” 
The  doctor’s  exhortation  is  to  the  practition- 
er who  should  be  the  first  to  diagnose  cancer 
and  counsel  the  family  on  the  problem.  See 
page  ...142 

IN  the  Editorial  Section,  the  Program  of 
the  Annual  Assembly  is  to  be  found  on 
page  146 

DO  NOT  FORGET  to  read  the  Proceedings 
of  the  Council  at  its  mid-winter  session.  Part 
of  these  proceedings  appeared  in  the  March 
issue,  and  this  month  the  proceedings  are 
concluded  on  page  —.151 


Cost  of  the  Care  of  the  Cancer  Patient 

JAMES  F.  KELLY,  M.  D.,  F.  A.  C.  R. 

Chairman  of  the  Cancer  Committee 


Any  analysis  of  the  present-day  costs  of 
adequate  care  of  a cancer  patient  leads  us 
to  the  consideration  of  many  problems.  The 
fact  that  cancer  can  occur  at  any  age  and, 
once  it  has  occurred,  its  occurrence  usually 
leads  to  a long  period  of  treatment  by  one  or 
more  methods  and  a still  longer  period  of  ob- 
servation to  detect  any  recurrence,  means 
that  this  period  of  treatment  and  observa- 
tion creates  a serious  economic  situation  for 
the  average  person.  There  are  very  few 
people  who  can  receive  treatment  for  an  in- 
definite period  of  time  from  many  doctors 
and  pay  their  bills  without  serious  impair- 
ment of  their  financial  resources.  Since  the 
majority  of  people  having  cancer  must  an- 
ticipate a long  period  of  expense,  what  can 
be  done  to  lessen  their  financial  burden? 

Tumor  clinics  have  been  suggested,  but  a 
tumor  clinic  can  supply  only  professional 
consultation  in  the  special  field  required  by 
the  individual  cancer  patient.  In  the  tumor 
clinic,  there  is  a minimum  charge  for  the 
treatment  required  because  of  the  centraliza- 
tion of  several  cases  of  the  same  kind  in  a 
given  clinic.  These  matters  pertain  princi- 
pally to  the  professional  activity  and  are  tak- 
en care  of  by  the  medical  profession.  Among 
the  other  serious  economic  phases  of  the 
problem  which  stand  out  are:  first,  the  long 
period  of  disability,  about  which  very  little 
can  be  said ; and  secondly,  the  long  period  of 
hospitalization  or  institutional  care  required 
by  these  cases. 

The  tumor  clinic,  as  stated  above,  is  a 
great  help  for  centralizing  professional  care 
at  a minimum  cost,  but  the  institutional  as- 
pect of  the  patients’  care  remains  a serious 
problem. 

A cancer  patient  having  a substantial  in- 
come from  disability  insurance  has  no  spe- 
cial problem,  as  he,  like  the  few  who  are 
wealthy,  is  able  to  pay  for  the  treatment  he 
receives.  Such  a patient,  however,  is  not 
common.  The  majority  of  people  fall  into 
the  group  who  are  definitely  unable  to  carry 
the  long  period  of  disability  without  finan- 
cial resources  to  pay  for  the  medical  and  sur- 
gical treatment  and  the  institutional  care  re- 
quired. Often  these  patients  can  receive 
professional  advice  and  treatment  without 
cost  or  at  a minimum  charge,  but  we  still 
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have  the  expense  of  food,  lodging,  and  the 
nursing  care  which  no  one  can  supply  with- 
out cost.  It  is  in  connection  with  this  latter 
problem  that  this  paper  was  written.  What 
can  be  done  about  the  long  period  of  institu- 
tional care  to  cut  down  the  cost  ? 

An  approach  to  this  problem  would  lead  us 
to  divide  institutional  care  into  various 
phases,  each  necessary  to  supply  adequate 
care  for  the  patient  as  demanded  by  his  im- 
mediate care  and  comfort.  In  other  words, 
at  some  states  of  the  patient’s  illness,  he 
may  require  the  most  complete  type  of  hos- 
pital care ; i.  e.,  special  room,  private,  nurses, 
oxygen  therapy,  transfusions,  and  other  ex- 
pensive procedures  over  an  acute  period,  us- 
ually of  short  duration.  At  another  stage  in 
the  same  patient’s  illness,  in  the  same  insti- 
tution, for  instance,  during  the  time  he  re- 
ceived radiation  therapy,  he  may  be  up  and 
about.  Since  he  is  able  to  take  care  of  him- 
self at  this  time,  he  is  not  a serious  institu- 
tional responsibility.  Still  the  fact  remains 
that  he  has  to  be  on  the  premises  where  he 
can  receive  one  or  two  x-ray  treatments  daily 
for  a certain  period  of  time  which  varies 
from  a week  to  a month.  Or  he  may  have 
to  remain  in  order  to  receive  treatment  for 
some  medical  or  surgical  condition  such  as  a 
change  of  dressings  while  a wound  is  repair- 
ing or  a draining  sinus  is  closing  up. 

In  other  words,  the  care  of  a cancer  pa- 
tient is  not  a simple  short  procedure  in  the 
majority  of  cases,  but  consists  of  a series  of 
steps,  some  of  which  require  strict  hospital 
attention,  while  others  can  be  carried  on  by 
a relatively  simple  regime. 

If  adequate  provision  for  the  cancer  pa- 
tient can  be  made  in  a hospital  annex  during 
this  period  when  he  requires  only  limited 
hospital  care  a great  step  in  reducing  the 
cost  of  cancer  care  would  be  accomplished. 

It  would  be  well  to  consider  this  problem 
seriously.  If  there  were  a convalescent  di- 
vision in  the  hospital  proper  and  connected 
with  it  in  some  way,  the  patient  need  not 
feel  that  he  is  an  inmate  of  the  hospital,  but 
is  living  in  the  normal  atmosphere  of  a home. 
Were  this  not  feasible,  a smaller  part  of  the 
institution  could  be  set  aside  as  a convales- 
cent ward  conducted  on  a simplified  basis. 
A nurse  and  physician  would  thus  always  be 
available  in  case  of  an  emergency  so  that  the 
convalescent  division  or  ward  would  really  be 
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under  the  supervision  of  the  medical  profes- 
sion. This  convalescent  unit  should  be  con- 
nected with  the  hospital  so  that  the  intern 
and  nurse  are  enabled  to  answer  any  call, 
day  or  night  if  any  emergency  should  arise. 

The  convalescent  unit  should  be  operated 
under  the  authority  and  control  of  the  hospi- 
tal management.  The  patient’s  diet,  exer- 
cise, and  entire  daily  routine  must  be  regu- 
lated. He  must  be  cared  for  by  the  same 
doctor  or  group  of  doctors  who  cared  for  him 
in  the  hospital.  He  should  return  to  the  hos- 
pital at  any  time  when  it  seems  advisable. 
The  reduction  of  a patient’s  expense  would 
come  principally  from  the  reduction  in  the 
extent  and  kind  of  the  individual  care  he  re- 
quires, or  in  other  words,  he  would  thus  be 
removed  from  that  zone  where  nurses  are  on 
constant  duty  giving  nursing  care,  answer- 
ing calls,  assisting  physicians,  and  so  on. 
This  patient  should  take  his  meals  in  a gen- 
eral dining  room  and  receive  the  diet  ordered 
by  his  physician.  He  should  also  go  to  all 
special  departments  where  treatment  or  ex- 
aminations are  required.  In  other  words,  he 
takes  care  of  himself  to  the  same  extent  that 
any  one  would  who  has  home  or  hotel  ac- 
commodations. At  the  same  time  he  is  just 
as  accessible  for  daily  examinations  or  treat- 
ments as  other  patients  in  hospital  proper. 

The  disadvantages  of  such  units  are  not 
of' a serious  nature;  at  least  no  real  disadvan- 
tage is  apparent  but  some  may  be  brought 
out  in  the  discussion.  The  real  advantages 
are  not  numerous,  but  are  quite  important. 
Patients  are  thus  enabled  to  remain  in  close 
contact  with  their  physicians  over  a long  pe- 
riod of  time  and  at  the  same  time  can  do  so 
within  their  financial  resources.  The  more 
expensive  the  proper  care  of  any  type  of 
sickness  becomes,  the  more  danger  is  there 
that  the  state  may  assume  responsibility  for 
such  care.  The  greater  the  encroachment  of 
the  state  into  various  phases  of  medical  care, 
the  less  margin  of  operation  remains  upon 
which  the  medical  and  hospital  profession 
may  exist.  The  state  has  already  taken  over 
the  care  of  the  mental  patient,  the  tubercu- 
lous, the  crippled  children,  the  deaf  mutes, 
the  patient  with  venereal  disease,  and 
large  groups  of  federal  employes  and  vet- 
erans of  the  last  war.  It  has  also  entered 
into  the  care  of  the  every  day  family  through 
its  maternal  and  child  welfare  activities. 
Recently,  large  sums  of  money  have  been  ap- 
propriated for  public  health  use  and  cancer 
is  next  in  line  for  federal  care.  If  our  hos- 
pitals are  to  salvage  any  cancer  patients  they 


must  be  alert  and  make  every  provision  pos- 
sible to  minimize  the  expense  of  adequate 
cancer  diagnosis  and  treatment.  The  tumor 
clinic  and  the  convalescent  unit  are  a defi- 
nite means  toward  this  end. 

It  is  recommended  that  the  hospitals 
throughout  the  country  provide  accommoda- 
tions in  which  patients  not  requiring  strict 
hospitalization  will  be  taken  care  of  at  a 
lower  expense,  while  receiving  the  necessary 
amount  of  consideration  and  attention  from 
the  medical  profession. 

Fewer  and  better  hospitals  should  be  the 
slogan.  There  can  be  no  question  but  that 
numerous  small  hospitals  in  a community  in- 
crease the  cost  of  caring  for  all  the  sick  in 
that  community.  The  duplication  of  many 
small  essentials  of  hospital  equipment  pre- 
vent the  purchase  of  the  larger  and  more  ex- 
pensive essentials  which  would  be  possible  if 
the  small  hospitals  would  merge,  and  there- 
by concentrate  support  in  one  institution  in- 
stead of  scattering  the  funds  over  several  in- 
stitutions. 

One  x-ray,  one  surgery,  one  laboratory, 
one  convalescent  home  and  one  spirit  of  co- 
operation on  the  part  of  the  profession  is  go- 
ing to  be  necessary  if  we  are  to  convince  peo- 
ple and  the  government  that  we  are  able  to 
handle  the  sick  in  our  community  without 
government  intervention  and  established 
government  hospitals. 

For  those  who  think  that  they  will  not  be 
affected  by  a cancer  hospital  as  they  were 
not  affected  by  the  insane  and  tuberculosis 
hospitals  must  keep  in  mind  that  cancer  is  an 
entirely  different  problem.  A cancer  hos- 
pital means  a general  hospital  as  cancer  pa- 
tients have  not  only  cancer  but  many  other 
diseases  and  complications  and  affects  all 
ages.  All  specialties  will  be  required  and  it 
simply  means  the  government  is  entering  the 
general  practice  of  medicine  and  surgery  in 
your  community  when  the  cancer  hospital 
opens  its  doors.  It  is  not  a localized  special 
problem  in  medicine  as  is  tuberculosis  or  the 
mental  cases.  It  calls  for  proper  diagnosis 
and  care  of  all  organs  and  systems  at  all  ages. 

What  the  medical  fraternity  can  do  to  pre- 
vent this  remains  to  be  seen  but  consolida- 
tion of  hospital  facilities  and  grading  of  hos- 
pital accommodations  to  include  the  hospital 
annex  is  a step  toward  reduction  of  cost  in 
the  care  of  the  sick  and  if  the  average  Amer- 
ican can  afford  to  buy  it  he  would  rather  buy 
it  than  have  it  given  to  him  by  the  govern- 
ment. Do  your  part  to  put  it  w’ithin  his 
reach. 


Cancer  of  the  Stomach 

JOSEPH  E.  URIDIL,  M.  D. 
Hastings,  Nebraska 


One-third  of  all  malignant  diseases  oc- 
curring in  men,  and  one-fifth  of  all  cancers 
of  women  involve  the  stomach.  Mortality 
tables  of  this  country  and  those  of  Europe 
reveal  a rapid  increase  in  death  rate  due  to 
cancer,  and  concurrently  that  of  gastric 
malignancy.  It  is  irrelevant  whether  the 
increased  death  rate  from  cancer  is  relative 
or  actual.  The  cancer  problem  is  with  us, 
and  looms  large  as  a challenge  to  serious 
thought  and  study.  It  calls  for  a solution 
both  from  the  medical  and  social  point  of 
view.  Until  the  cause  of  this  disease  is  found 
we  are  obliged  to  treat  it  by  purely  empirical 
methods.  We  dare  not  assume  that  our  treat- 
ment of  malignant  disease  is  based  upon 
sound  anatomical,  physiological,  or  patholog- 
ical principles.  This  might  prove  to  be  a de- 
lusion when  the  cause  of  cancer  is  found. 

Laboring  with  this  incomplete  and  inade- 
quate knowledge  we  have  directed  our  clini- 
cal efforts  to  surgical  extirpation  of  the  can- 
cerous mass  with  its  vascular  drainage  sys- 
tems, and  to  destruction  of  the  cancer  cells 
by  means  of  radiation  therapy  and  heat.  Our 
operative  results  are  not  crowned  with  much 
success.  But,  in  the  minority  of  cases  it  is 
most  gratifying  and  fosters  the  spirit  of 
hope  that  this  dreaded  disease  will  be  con- 
quered in  the  near  future. 

My  office  records  reveal  478  case  histories 
of  gastric  cancer  in  the  past  fourteen  years. 
I shall  limit  my  discussion  to  the  radical  sur- 
gical treatment  of  cancer  of  the  stomach.  It 
is  the  only  therapeutic  effort  that  has  as  its 
object  the  eradication  of  the  disease  either 
temporarily  or  permanently  and  offers  the 
patient  complete  mental  and  physical  re- 
habilitation, and  to  the  surgeon  a sense  of 
satisfaction  that  comes  from  properly  di- 
rected efforts  to  the  future  welfare  of  the 
patient.  From  the  478  case  records  of  gas- 
tric cancer,  I have  selected  68  cases  of  gas- 
tric malignancies,  pathologically  verified, 
that  were  subjected  to  radical  gastric  sur- 
gery, as  a basis  of  this  report.  I dare  not 
state  that  all  my  conclusions,  observations, 
or  impressions  are  derived  from  these  68  sub- 
total gastrectomies  because  personal  experi- 
ence must  be  tempered  with  a totality  of  ex- 
perience and  knowledge  pertaining  to  malig- 
nancy of  the  stomach.  I have  excluded  from 
this  study  those  cases  of  gastric  resection 


that  have  been  performed  in  the  last  two 
years — this,  for  prognostic  reasons  that  are 
too  well  known  to  require  elucidation.  This 
personal  viewpoint  and  attitude  necessarily 
compels  the  laboring  of  the  personal  pronoun 
“I,”  much  more  than  proper  decorum  allows 
— I pray  indulgence  to  this  fact. 

SYMPTOMATOLOGY 

In  my  experience  there  is  no  symptom,  or 
systematized  group  of  symptoms  that  would 
lead  a clinician  to  an  early  positive  diagno- 
sis of  the  cancer  of  the  stomach.  From  my 
study  I would  state  the  symptoms  in  order 
of  their  frequency  as  follows:  First,  vague 
gastric  discomfort  or  distress,  usually  called 
indigestion  or  dyspepsia  by  writers — what- 
ever the  meaning  of  these  tei'ms.  This  gas- 
tric distress  may  be  sudden  in  onset  but 
usually  the  onset  is  gradual,  and  not  related 
to  food  intake.  Second,  anorexia  with  its  at- 
tendant loss  of  weight  and  weakness.  This 
early  loss  of  weight  and  weakness  I believe 
is  due  to  the  loss  of  appetite  and  the  lessened 
intake  of  food.  Third,  the  symptom  of  pain 
related  or  unrelated  to  meals  is  sometimes 
present  intermittently  or  constantly  in  char- 
acter. This  pain  symptom  I have  found -to 
have  an  ominous  singificance.  Most  of  the 
cases  that  complain  of  actual  pain  were 
found  at  operation  to  have  extensive  gastric 
or  extra-gastric  malignant  involvement. 
Vomiting,  nausea,  the  acidity  values  of  the 
gastric  juice,  secondary  anemia,  blood  in  the 
stools,  I have  found  to  be  of  little  assistance 
in  helping  to  make  an  early  diagnosis  of  gas- 
tric malignancy.  The  palpation  of  abdominal 
masses  in  the  upper  abdomen  suggests,  but 
offers  no  definite  help  to  a positive  diagnosis 
or  prognosis  of  a gastric  cancer. 

A patient  who  has  vague,  constant,  and 
consistent  gastric  complaints  should  be  ad- 
vised to  submit  himself  to  roentgenologic 
study.  If  the  gastric  study  proves  negative 
then  a complete  gastro-intestinal  study  must 
be  insisted  upon.  Roentgenologic  studies 
have  proved  to  make  a correct  diagnosis  of 
gastric  malignancy  in  98%  of  our  operated 
patients.  I realize  this  record  of  positive 
diagnosis  is  higher  than  the  average  reports 
from  the  large  x-ray  clinical  departments. 
Perhaps  our  roentgenologic  diagnosis  is 
easier  because  our  patients  submit  them- 
selves for  examination  later  than  the  average 
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cases  reported  in  the  medical  press,  or,  they 
refuse  to  submit  to  this  examination  due  to 
economical  reasons  until  it  becomes  absolute- 
ly imperative.  A clinician  should  suspect 
gastric  malignancy  in  every  case  of  gastric 
complaint  until  he  proves  that  gastric  cancer 
is  not  present.  The  verdict  lies  in  the  court 
of  a competent  roentgenologist.  Diagnosis 
of  gastric  malignancy  must  be  made  early 
if  we  are  to  meet  successfully  the  problem 
of  gastric  cancer.  At  the  present  time  the 
blame  for  late  diagnosis  must  rest  on  the 
procrastination,  ignorance,  or  the  economical 
condition  of  the  patient  or  the  negligence  of 
the  clinician.  Apparently  the  education  of 
the  public  regarding  cancer  is  bearing  some 
fruit;  the  records  of  some  clinics  show  that 
the  operability  of  this  disease  has  risen 
markedly  in  recent  years  as  compared  to  the 
years  of  the  past. 

OPERABILITY 

This  is  the  key  stone  that  underlies  the 
surgical  treatment  of  gastric  malignancy. 
The  opinions  and  advice  that  have  been  writ- 
ten pertaining  to  this  topic  would  fill  vol- 
umes of  print,  yet  the  course  of  action  is 
very  direct  and  simple.  Expore  and  if  physi- 
cally possible,  resect  every  case  of  gastric 
cancer,  no  matter  what  the  age  or  general 
physical  status  of  the  patient.  Those  cases 
excepted  from  this  ruthless  procedure  are 
those  which  on  exploration  show  the  general 
abdominal  cavity  or  its  contents  with  gross 
metastatic  involvement  or  gross  distant  lym- 
phatic spread  of  the  malignant  process. 
Pathological  studies  were  undertaken  on  the 
resected  lymph  glands  surrounding  the  can- 
cerous mass  in  ten  malignant  cases  by  our 
local  pathologist.  Three  of  these  cases 
showed  no  metastatic  invasion  of  the  malig- 
nant process  in  the  large  hard  glands  re- 
sected. This  should  make  us  cautious  in  im- 
puting malignant  metastases  to  every  large 
hard  gland  that  is  found  surrounding  the 
malignant  mass  at  operation.  We  at  present 
have  no  norm  for  the  size  or  consistency  of 
lymph  glands  in  general. 

I believe  the  surgical  effort  to  eradicate 
the  malignant  disease  irrespective  of  age  or 
physical  condition  of  the  patient,  the  only 
sincere  therapeutic  procedure  that  offers  the 
patient  something  worthwhile  for  the  future. 
If  this  surgical  onslaught  is  successful  the 
patient  will  return  to  useful  life  and  enjoy 
the  mental  comfort  of  hope  for  a cure.  If  the 
procedure  results  in  death  it  is  a merciful 
one  and  robs  miserable  existence  of  the  men- 


tal anguish  and  physical  pain  that  we  know 
accompanies  the  untreated  cases  or  those 
that  have  had  palliative  typabf  surgery  per- 
formed upon  them. 

The  anatomicopathological  picture  pre- 
sented upon  exploring  the  abdomen  is  the 
only  means  at  our  command  to  judge  the 
present  and  future  course  of  the  patient  suf- 
fering with  gastric  cancer.  Experience  has 
taught  me  that  some  of  the  most  hopeless 
cases  as  judged  by  the  anatomicopathological 
picture,  contrary  to  surgical  teaching  and 
personal  opinion  and  feeling,  have  had  gas- 
tric resection  performed  upon  them  with  the 
most  happy  results.  I have  seven  of  these 
seemingly  hopeless  cases  on  record  on  whom 
sub-total  gastrectomies  have  been  performed, 
living  seven  to  nine  years  since  their  opera- 
tion. They  have  been  physically  and  econ- 
omically rehabilitated  and  enjoy  life  like  nor- 
mal individuals.  The  conclusion  from  my  ex- 
perience— I hope  I am  not  presumptuous — 
and  the  experience  of  other  surgeons  seems 
indisputable  that  the  extent  of  lymph-gland- 
ular involvement,  the  size  of  the  mass,  its 
mobility  and  adherence  to  contiguous  struc- 
tures has  little  bearing  on  the  future  results 
of  a given  malignant  gastric  case,  providing 
it  is  physically  possible  to  resect  the  mass 
and  reestablish  the  continuity  of  the  gastro- 
intestinal tract. 

This  spirit  of  boldness  and  intelligent  ruth- 
lessness will  improve  our  operative  technique 
and  crystallize  the  proper  choice  of  pro- 
cedures that  are  of  prognostic  value  and  at 
the  same  time  relieve  human  suffering.  The 
surgeon  cannot  be  too  sensitive  about  his 
mortality  rate  if  he  leans  to  the  radical  side 
in  the  treatment  of  gastric  malignancy.  Out 
of  the  68  cases  of  sub-total  gastrectomies  for 
cancer  of  the  stomach,  22  cases  died  follow- 
ing the  operation.  This  mortality  rate  is 
higher  than  most  of  the  reports  from  the 
large  domestic  clinics.  These  will  average 
between  10%  to  15%.  Finsterer  and  other 
European  gastric  clinics  report  a mortality 
from  25%  to  85%  in  their  gastrectomized 
patients.  Our  cases  represent  the  average 
group  of  people  who  present  themselves  to 
the  general  surgeon  and  are  not  hand  picked 
or  groomed  for  the  gastric  resection.  Our 
records  will  show  that  out  of  the  478  cases 
of  gastric  malignancies  observed  by  us  in 
the  period  of  fourteen  years,  197  cases  were 
explored,  68  of  these  had  sub-total  gastrec- 
tomies and  78  had  palliative  types  of  opera- 
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tions  while  51  cases  were  so  far  advanced 
that  no  surgery  was  advisable  or  possible. 

PRE-OPERATIVE  AND  POST-OPERATIVE 
METHODS 

These  should  follow  the  average  physio- 
logical demands  of  the  organism  to  its  size 
and  weight,  particular  attention  being  di- 
rected to  water  and  carbohydrate  balance. 
Renal,  cardio-vascular,  and  pulmonary  com- 
petency must  be  appraised  and  established. 
If  the  blood  picture  is  below  50%  hemoglobin 
and  3,300,000  red  cells  we  generally  employ 
a transfusion  of  500  cc.  usually  two  days  be- 
fore the  operation  and  immediately  follow- 
ing. A mental  disposition  of  hope  and  ag- 
gressiveness must  be  fostered.  If  the  pa- 
tient lacks  the  usual  biologic  urge  to  live,  the 
final  outlook  is  in  doubt.  Such  a patient  is 
negative  to  any  constructive  effort  and  sug- 
gestion and  the  surgeon  is  the  gray  dawn  to 
lead  him  into  the  obituary  columns  of  the 
day.  Gastric  lavage  is  used  very  early  on 
the  morning  of  the  operation.  A hypoderm- 
ic of  1/6  grain  of  morphine  and  1/200  grain 
of  atropine  is  given  30  minutes  before  the 
operation.  Ether  is  used  as  the  anesthetic. 
I feel  it  has  the  greatest  margin  of  safety 
and  allows  the  freest  abdominal  play  to  the 
surgeon. 

Post-operative  treatment  consists  in  sup- 
plying the  patient  with  water,  rectally  and 
by  intravenous  drip.  The  intravenous  drip 
is  usually  5%  glucose  in  distilled  water  to 
prevent  salt  edema.  Morphine  is  used  liber- 
ally and  no  food  is  given  per  mouth  to  the 
patient  for  three  days;  then  milk  and  water 
feedings  are  begun. 

SURGICAL  TECHNIQUE 

It  is  vain  to  discuss  the  operative  tech- 
nique and  the  methods  of  gastric  resection. 
This  must  be  a superlative  cocktail  that 
blends  the  aptitude  of  the  surgeon  with  the 
potentialities  of  the  patient.  I have  lived 
through  all  the  master  plumbing  of  gastric 
surgery  as  an  assistant  to  Dr.  R.  C.  Coffey 
of  Portland,  Oregan,  one  of  the  pioneers  of 
radical  gastric  surgery  in  America.  We  tried 
all  of  the  methods  and  drifted  back  to  the 
original  Poyla  method  of  gastric  resection 
which  I now  perform.  I use  an  absorbable 
No.  1 Chromic  interrupted  suture  through- 
out the  whole  procedure.  Catgut  sutures  are 
easy  to  handle  and  have  given  a very  good 
account  of  themselves  and  I see  no  reason 


to  use  silk.  The  various  stages  of  the  oper- 
ation can  be  roughly  summarized  as  follows : 

1.  Explore  the  malignant  mass  and  gen- 
eral abdominal  cavity. 

2.  Plan  to  resect  at  least  one  inch  beyond 
the  malignant  mass,  resecting  as  much  of 
the  lymph-glandular  tissue  as  possible  while 
bearing  in  mind  that  the  lymph  channels  fol- 
low the  vascular  channels. 

3.  Ligate  the  left  gastric  artery  and  vein 
as  high  and  wide  as  possible  and  shave  this 
vascular  mass  of  the  lesser  curvature  of  the 
stomach.  Also  ligate  if  possible  and  strip 
the  vascular  masses  of  both  the  left  and 
right  gastro-epiploic  arteries  at  least  one 
inch  beyond  the  point  of  the  transection  of 
the  stomach. 

4.  Do  not  sacrifice  too  much  of  the  duo- 
denum so  that  the  sutures  are  not  under  ten- 
sion. Close  the  duodenum  by  any  standard 
method. 

5.  Make  a large  transverse  opening  in  the 
meso-colon  beginning  immediately  to  the  left 
of  the  mid-colic  artery  and  lift  the  proximal 
jejunum  through  this  opening  in  an  iso-per- 
istaltic position. 

6.  Pack  the  abdomen,  resect  the  stomach, 
and  unite  the  stomach  to  the  jejunum  ac- 
cording to  the  method  that  is  most  expedient 
to  one’s  personal  ability. 

CONCLUSIONS 

Statistics  are  a function  of  so  many  vari- 
ables that  I am  very  skeptical  of  their  values 
— especially  in  biology.  I therefore,  submit 
these  conclusions  and  figures  cognizant  of 
the  little  worth  inherent  in  them.  Records 
of  478  gastric  malignancies  were  scrutinized 
and  studied.  Abdominal  exploration  was 
submitted  to  and  performed  in  197  cases. 
Seventy-eight  of  these  cases  were  subjected 
to  palliative  surgery  because  gastric  resec- 
tion was  physically  or  anatomically  impos- 
sible; 68  cases  were  subjected  to  sub-total 
gastrectomies  of  varying  extent;  51  of  the 
gastrectomized  patients  were  found  inopera- 
ble due  to  generalized  extensive  malignant 
process.  Twenty-two  died  from  the  effects 
of  the  operation ; 40  lived  from  three  months 
to  four  years  and  7 have  lived  from  seven 
to  nine  years  physically  and  economically  re- 
habilitated. 
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Cancer  of  the  lip  is  a problem  worthy  of 
careful  consideration.  Much  can  be  done  to 
prevent  cancer  in  this  area.  The  diagnosis 
can  be  established  early.  Nearly  all  of  these 
lesions  are  curable  when  properly  treated 
prior  to  the  occurrence  of  metastases.  Even 
so,  two  per  cent  of  all  deaths  from  cancer  re- 
sult from  cancer  of  the  lip.  This  indicates 
the  possibility  and  need  for  improvement  in 
the  management  of  these  cases.  The  respon- 
sibility for  a successful  cure  or  a horrible 
death  rests  primarily  with  the  doctor  who 
first  sees  the  patient  and  directs  treatment 
of  the  lesion.  Temporizing  delay  and  inef- 
fective treatment  by  faulty  radiotherapy, 
inadequate  surgery  or  partial  destruction  by 
electric  needle  or  caustics  gives  a false  sense 
of  security  and  robs  the  patient  of  his  rapid- 
ly vanishing  chance  for  continued  health  and 
life. 

ETIOLOGY  AND  PROPHYLAXIS 

Cancer  is  essentially  a disturbance  in 
growth  of  tissues  which  results  from  both  in- 
herent and  external  factors.  Constitutional 
predisposition  to  the  development  of  cancer 
in  certain  regions  is  inherited  although  quite 
unpredictable.  A family  history  of  cancer, 
particularly  if  of  the  lip,  skin  or  mouth, 
should  make  patient  and  doctor  reduce  to  a 
minimum  all  extraneous  factors  which  may 
precipitate  the  development  of  cancer.  The 
patient  should  be  instructed  regarding  the 
early  signs  of  cancer  and  the  doctor  should 
be  very  alert  in  recognizing  them.  Cancer 
of  the  lip  is  almost  exclusively  a disease  of 
men  being  fifty  times  as  prevalent  in  men  as 
in  women. 

Many  extraneous  factors  hasten  the  de- 
velopment of  cancer  of  the  lip  in  the  suscep- 
tible individual.  Sunburn  should  be  avoided. 
Repeated  blistering  of  the  lip  and  skin  by 
sunlight  or  ultraviolet  is  definitely  injurious 
and  probably  accounts  for  the  unusually  high 
incidence  of  cancer  of  the  face  in  the  farm- 
ing population  of  the  middlewest.  The  over- 
whelming predilection  of  cancer  for  the  low- 
er lip,  occurring  on  lower  lip  in  men  in  98 
per  cent  of  the  cases,  is  in  keeping  with  the 


relatively  greater  exposure  of  the  lower  lip 
to  sunlight  and  other  disturbing  influences. 
The  face  and  lips  should  be  protected  against 
excessive  sunlight  by  a proper  hat  and  appli- 
cation of  petrolatum  or  aquaphor  to  the  skin 
and  lips  by  the  out-of-door  worker.  Burns 
by  heat  should  be  avoided.  In  our  experi- 
ence, cancer  of  the  lip  occurred  directly  in  a 
burn  from  short  cigarettes  inflicted  while  in 
alcoholic  stupor  in  one  patient  and  in  a burn 
from  a red-hot  coal  cinder  in  another  case. 
Overly  hot  foods  are  inadvisable.  The  hot- 
smoking,  short  stemmed  clay  pipe  has  been 
a factor  in  only  one  of  our  cases,  (see  fig.  3). 
The  smoking  of  tobacco  does  not  in  itself  ap- 
pear to  precipitate  cancer  of  the  lip.  The 
use  of  tobacco  should  be  stopped  in  the  pres- 
ence of  leukoplakia  and  curtailed  in  case  of 
curable  cancer.  Snuff  is  a definite  cause  of 
cancer  in  the  mouth  and  should  never  be 
used.  Mechanical  irritation  of  the  lip  should 
be  minimized.  Overhanging,  sharp,  irregu- 
lar upper  incisor  or  cuspid  teeth  should  be 
extracted  or  repaired  and  the  sharp  edges 
ground  back  by  the  dentist.  Chapping  and 
cracking  of  lips  can  be  lessened  by  protection 
against  wind,  weather  and  sun  by  a thick 
bland  ointment  which  can  be  applied  repeat- 
edly by  the  outside  worker  from  a collapsible 
tube. 

All  chronic  lesions  showing  continued  over- 
growth of  tissues  are  eventually  precancer- 
ous  lesions  and  should  be  eliminated.  Leu- 
koplakia should  be  eradicated  particularly  in 
case  of  ulceration  or  extension.  Magnesium 
sulphate,  one-half  teaspoonful  daily  in  a glass 
of  water  leads  to  spontaneous  disappearance 
in  some  cases.  Destruction  of  leukoplasia 
can  be  accomplished  by  proper  fulguration, 
surgical  dissection  and  plastic  repair  or  in  se- 
lected cases  by  caustic  doses  of  low  voltage 
x-ray.  A papilloma  or  keratotic  horn  should 
be  treated  as  a carcinoma  of  low  grade  of 
malignancy. 

DIFFERENTIAL  DIAGNOSIS 

Any  progressive  or  persistant  “sore,”  “fev- 
er blister,”  “crack”  or  “lump”  on  the  lower 
lip  must  be  considered  cancer  until  proved 
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Fig.  la.  G.  L..  39946.  Age  46.  Farmer.  "Cold  sore”  for  5 months,  proved  squamous  cell  carcinoma  by  biopsy. 
Treated  by  radium  plaque  to  the  lip  and  intermediate  x-ray  therapy  over  regional  nodes. 

Fig.  lb.  G.  L.  No  evidence  of  cancer  and  only  slight  scarring.  He  remains  well  after  seven  years  and  has  never 
shown  recurrence  or  metastasis. 


otherwise.  The  chancre  or  primary  lesion  of 
syphilis  occasionally  simulates  carcinoma  but 
it  can  be  definitely  differentiated  by  dark 
field  examination,  biopsy  and  response  to 
antileutic  therapy.  The  chancre  usually  oc- 
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Fig.  2a.  C.  S..  D71416.  Age  38.  Papillary  carcinoma 
year  previously,  note  also  jagged  overhanging  incisor. 

Fig.  2b.  C.  S.  Cancer  has  been  eradicated  leaving  no 
or  metastasis  after  three  years. 


curs  in  a younger  person,  is  relatively  much 
more  common  on  the  upper  lip,  and  shows 
more  early  submaxillary  adenopathy.  We 
had  one  patient  with  cancer  of  lip  at  24  years 
of  age.  Herpetic  lesions  are  characterized 
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of  grade  1 to  2 malignancy  developing  in  a cigarete  burn  one 
scar  three  months  after  local  x-ray  therapy.  No  recurrence 
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by  transient,  itching,  tender,  crusted  vesicles 
on  an  erythematous  base  which  disappear 
after  seven  to  ten  days.  Fissures  and  cracks 
should  heal  within  seven  to  ten  days  also. 
Hemangiomatous  granulomas  appear  as 
small  infected  papillomatous  lesions,  with  a 
vascular  hemorrhagic  base  surrounded  by  a 
zone  of  inflammation.  Angiomas  are  bluish 
compressible  submucous  tumors  and  often 
are  associated  with  a history  of  preceding  in- 
jury. Mucous  cysts  are  semi-translucent, 
submucous,  encapsulated  elastic  bodies  along 
the  inside  of  the  lower  lip.  Moles,  nevi,  mela- 
nomas frequently  occur  in  the  skin  adjacent 
to  the  vermillion  border  but  do  not  arise  in 
the  mucous  membrane  of  the  lip.  Squamous 
and  basal  cell  carcinoma  arising  in  this  ad- 
jacent skin  may  secondarily  invade  the  lip. 
An  area  of  leukoplakia  which  shows  ulcera- 
tion and  extension  is  essentially  a carcinoma. 
Furthermore,  the  adjacent  mucosa  will  prob- 
ably also  develop  leukoplakia  which  may  sub- 
sequently go  on  to  cancer.  A papilloma  is 
likewise  a precancerous  or  cancerous  lesion 
and  should  be  so  regarded.  Accurate  recog- 
nition of  persistent  or  recurrent  carcinoma  in 
a treated  area  may  be  difficult.  A keloid  in 
an  operative  wound  or  an  ulcer  following 
radiotherapy  may  closely  simulate  carci- 
noma. 

Any  inflammatory  lesion  of  the  lips  which 
does  not  heal  in  three  weeks  under  treatment 
demands  biopsy.  Biopsy  is  of  value  in  es- 
tablishing the  diagnosis  of  squamous  cell  car- 
cinoma and  in  grading  the  malignancy  of  the 
growth.  Subsequent  scarring  of  tissue  from 
biobsy  can  be  minimized  by  removal  of  a 
small  piece  of  tissue  from  the  posterior  mar- 
gin of  the  lesion.  Removal  is  best  accom- 
plished by  a scalpel,  iris  scissors  or  a sharp 
basket  punch.  Electrosurgical  procedures 
sear  the  outer  cells  and  require  a larger  piece 
of  tissue.  The  appeal  of  electrosurgery  for 
biopsy  lies  in  the  bloodless  field.  In  case  the 
lesion  has  the  clinical  appearance  of  carcino- 
ma and  the  report  on  biopsy  is  negative,  a 
further  biopsy  and  reevaluation  of  the  case  is 
indicated.  Secondary  inflammation  in  an  ul- 
cerated necrotic  carcinoma  may  confuse  the 
histological  appearance  and  lead  the  patholo- 
gist to  interpret  the  process  as  entirely  in- 
flammatory. 

GRADE  OF  MALIGNANCY  AND  EXTENT 
OF  CANCER 

The  rate  of  growth,  probability  of  early 
metastases  and  radiosensitivity  of  a cancer 
can  be  largely  apprehended  by  the  history, 


gross  appearance  and  histology  of  the  lesion. 
Histological  appearance  permits  grading  of 
tumors  into  four  groups  according  to  degree 
of  malignancy.  Grade  I represents  the  slow- 
ly growing,  well  differentiated,  relatively  be- 
nign tumor.  Grade  IV  represents  the  rapid- 
ly growing,  highly  mitotic,  anaplastic,  ex- 
tremely highly  malignant  tumor.  Grades  II 
and  III  represent  the  intermediate  grades  of 
malignancy.  Broders  found  the  following 
distribution  in  537  cases  of  cancer  of  the  lip : 
grade  I,  16%,  grade  11,  62%,  grade  III,  21%, 
grade  IV,  1%.  In  general,  the  small  indolent 
lesions  are  grade  I,  the  large  tumors  are  usu- 
ally grade  II  and  III.  Grade  IV  is  rare  in  the 
lip  and  usually  produces  early  metastases  to 
the  submental,  submaxillary  and  cervical 
lymphatics. 

The  size  and  extent  of  any  carcinoma  can 
be  roughly  indicated  by  placing  it  in  stage  1, 
2,  3 or  4.  Stage  1 represents  the  purely  local 
lesions  less  than  2 cm.  in  size.  Stage  2 rep- 
resents the  lesions  with  probable  extension 
evidenced  by  destructive  invasion  of  adjacbnt 
tissues  or  enlargement  without  fixation  of 
regional  lymph  nodes.  Stage  3 comprises 
the  lesions  with  definite  metastases  to  re- 
gional nodes  or  destructive  invasion  of  ad- 
jacent anatomical  structures.  Stage  4 rep- 
resents the  far  advanced,  hopeless  lesions 
with  metastases  beyond  the  regional  lymph 
nodes  or  irreparable  local  destruction  which 
preclude  any  possibility  of  cure  by  surgery 
or  radiotherapy.  The  following  chart  allows 
a representative  comparison  of  the  stages  of 
cancer  of  the  lip  as  encountered  in  dispensary 
and  in  private  practice. 

University  Private 

Hospital  Patients 


Precancerous  7 6 

Stage  I 40  12 

Stage  II  38  1 

Stage  III 20  1 

Stage  IV 3 1 


The  dispensary  group  is  definitely  more 
advanced  and  has  a correspondingly  worse 
prognosis.  The  outcome  of  adequate  treat- 
ment depends  primarily  on  the  stage  of  the 
disease  when  therapy  was  initiated. 

TREATMENT  OF  PRIMARY  LESION 
The  treatment  of  cancer  of  the  lip  can  be 
considered  under  three  divisions : prophy- 
laxis, eradication  of  primary  lesion  and  re- 
moval or  destruction  of  metastases.  Instruc- 
tion of  the  patient  regarding  prophylactic 
precautions  and  early  apprehension  of  recur- 
rent lesions,  new  cancers  or  metastases  is  an 
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Fig.  3a.  A.  L..  52702.  Age  48.  Carcinoma  developing  on  lower  lip  where  pipe  held  for  many  years  (note  imprint  of 
pipe  stem  on  teeth). 

Fig.  3b.  A.  L.  Cancer  controlled  by  interstitial  radium  in  local  lesion  and  deep  x-ray  therapy  over  regional  nodes. 
Remains  well  after  four  years. 


essential  part  of  treatment.  Measures  for 
reduction  of  carcinogenic  influences  have 
been  outlined  already. 

The  local  lesion  in  carcinoma  of  the  lip  can 
be  eradicated  by  a variety  of  methods  pro- 
viding the  procedure  is  correctly  performed. 
Surgical  excision  offers  prompt  evidence  of 


elimination  of  the  cancer.  It  is  therefore 
favored  by  clinics  which  draw  patients  from 
long  distances  and  must  show  dramatic  evi- 
dence of  a cure  upon  dismissal  of  the  patient. 
Surgical  excision  is  a safer  procedure  in  in- 
experienced hands  than  radiotherapy.  Elec- 
trosurgery has  no  advantage  over  scalpel 
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Fig.  4a.  P.  K.,  56276.  Age  68.  “Fever  blister”  developing  into  a tumor  covering  entire  lower  lip,  grade  2 squam- 
ous cell  carcinoma.  Lip  treated  by  deep  x-ray  and  interstitial  radium  with  deep  x-ray  therapy  over  regional  nodes. 

Fig.  4b.  P.  K.  Cancer  completely  disappeared  and  no  plastic  repair  was  necessary.  He  is  well  after  three  years. 
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surgery  except  easier  hemastasis  and  it  has 
the  disadvantages  of  slower  healing  and 
more  scarring.  Use  of  the  “electric  needle” 
is  too  frequently  followed  by  recurrence  to 
allow  recommendation  of  fulguration  or  co- 
agulation. The  unfavorable  complaints  met 
after  surgery  are  local  recurrence  following 
incomplete  removal  and  difficulties  related  to 
imperfect  plastic  repair.  Patients  are  occa- 
sionally displeased  by  the  cosmetic  result  and 
their  occasional  inability  to  retain  liquids  in 
the  mouth.  A few  patients  do  have  some  un- 
founded antagonism  against  surgery.  The 
adequacy  of  proper  surgical  excision  for  con- 
trolling cancer  of  the  lip  has  long  been  estab- 
lished. 

Correctly  administered  x-ray  and  radium 
therapy  are  as  effective  as  proper  surgery 
in  controlling  the  primary  lesion  in  cancer 
of  the  lip  or  skin.  The  first  series  of  x-ray 
or  radium  treatments  must  be  correctly  ap- 
plied if  success  is  to  be  attained.  The  lesion 
will  never  respond  as  well  to  subsequent  ir- 
radiation of  equal  intensity.  This  loss  of 
radiosensitivity  is  due  to  impaired  blood  sup- 
ply and  fibrosis  through  the  tumor  bed. 
Radiotherapy  usually  gives  a better  cosmetic 
result  than  surgery  and  gives  better  preser- 
vation of  function  particularly  in  the  large 
papillary  tumors  (figs.  2,  4,  5 and  6).  In 
our  experience,  subsequent  plastic  repair  is 
very  rarely  indicated  following  control  of  the 
cancer  by  moderate  radiotherapy.  X-ray 
and  radium  give  essentially  the  same  biologi- 
cal effect  and  differ  primarily  in  distribution 
of  intensities.  X-ray  provides  an  even, 
homogeneous  irradiation  of  controlled  pene- 
trability. Radium  provides  an  intense  local 
effect  which  can  be  concentrated  superficial- 
ly by  a plaque  or  subcutaneously  by  needles. 


When  using  radium,  the  tongue  and  upper 
lip  must  be  packed  away  from  it.  In  radio- 
therapy, it  is  essential  to  tre'at  5 mm.  beyond 
the  visible  border  of  the  lesion  and  deliver 
seven  to  ten  erythema  doses  in  three  to 
twenty  days  depending  on  the  size  of  the 
tumor. 

The  choice  of  therapeutic  agent  will  de- 
pend on  the  gross  morphology  of  the  lesion, 
history  of  previous  attempts  at  treatment, 
the  grade  of  the  malignancy,  the  antipathies 
of  the  patient  and  the  experience  of  the 
therapist.  The  small  superficial  lesions  are 
treated  by  low  voltage  x-ray  (fig.  2)  or 
radium  plaque  (fig.  1).  The  infiltrating  can- 
cers are  treated  by  intermediate  voltage  x- 
ray  supplemented  by  interstitial  radium  in 
the  deeper  lesions  (fig.  3).  The  large  papil- 
lary tumors  are  treated  by  intermediate  or 
high  voltage,  lightly  filtered  x-ray  supple- 
mented by  interstitial  radium  through  the 
base  of  the  tumor  (figs.  4 and  6).  Occa- 
sionally the  pendulous  portion  of  the  large 
tumor  (fig.  5)  is  ablated  to  expose  the  base 
but  this  is  not  necessary.  In  the  ulcerating 
destructive  lesion  with  extensive  sloughing 
away  of  the  lip,  we  prefer  immediate  wide 
surgical  excision  followed  directly  by  plastic 
repair.  Local  invasion  of  bone  is  treated  by 
electrocoagulation  with  or  without  local  ex- 
cision. In  persistent  or  recurrent  carcinoma 
of  the  lip  encountered  after  inadequate  radio- 
therapy, we  ordinarily  advise  surgical  resec- 
tion in  view  of  acquired  radioresistance.  A 
radiation  ulcer  which  persists  after  four 
months  is  best  resected  and  repaired  by  a 
plasty.  Recurrent  lesions  encountered  after 
surgical  resection  are  usually  treated  by  in- 
terstitial radium  therapy. 

(To  be  continued  in  May  issue) 
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Clinical  Indications  for  Biopsy 
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Proper  evaluation  and  interpretation  of 
histologic  changes  in  human  tissue  consti- 
tute one  of  the  most  valuable  adjuncts  to 
the  diagnosis  and  treatment  of  neoplasms. 
The  biopsy,  defined  as  examination  of  tissue 
removed  from  the  living  body  is  now  gener- 
ally accepted  as  an  important  aid  in  diag- 
nosis. Some,  however,  believe  this  a danger- 
ous procedure  and  use  it  only  occasionally. 
This  objection  is  based  on  two  theories;  dis- 
semination of  malignant  cells  by  incision  and 
stimulation  of  local  growth.  As  pointed  out 
in  a previous  communication (13),  these  ob- 
jections are  based  on  theory,  not  fact.  In  a 
large  series  of  breast  carcinomas  Blood- 
good  (6)  found  no  evidence  of  increased  meta- 
stases  or  in  decrease  of  five  year  cures  in  bi- 
opsied  patients.  Lubarsch(8),  on  the  basis  of 
experimental  work  concluded  trauma  to  a 
malignant  tumor  did  not  produce  increased 
cell  dissemination.  Knox(1° 12)  and  Tyzzer(7) 
produced  some  increased  scattering  of  tumor 
cells  by  vigorous  massage  but  saw  no  in- 
creased matastasis  following  local  incision. 
Brailsford(18)  warns  against  biopsy  in  sus- 
pected malignant  bone  tumors  and  believes 
this  method  of  diagnosis  should  be  used 
only  as  a last  resort.  At  present,  however, 
the  dominant  opinion  is  that  the  biopsy  is 
not  dangerous  and  should  be  used  more, 
rather  than  less  often. 

The  argument  concerning  theoretical  dan- 
gers of  biopsy  has  been  largely  replaced  by 
consideration  of  the  most  practical  method. 
Aspiration  biopsy  has  gained  popularity  dur- 
ing recent  years.  Others  believe  there  is 
less  danger  in  removing  tissue  with  a cutting 
current  than  with  a cold  knife.  Bladv(17) 
has  described  aspiration  of  neoplastic  tissue 
with  fluroscopic  control.  All  of  these  meth- 
ods have  their  place  and  probably  none  will 
entirely  supersede  the  other.  Since  there  is 
no  proof  that  biopsy  in  any  form  is  detri- 
mental. the  choice  of  method  must  depend  on 
several  factors.  The  nature,  extent,  and  ac- 
cessibility of  the  lesion  usually  determines 
the  method.  In  deep  seated  lesions  aspira- 
tion biopsy  is  less  hazardous  to  the  patient 
than  the  major  operation  necessary  with  the 
incisional  method.  In  a superficial  lesion 
the  cold  knife  or  cutting  current  is  the  meth- 
od of  choice.  The  cutting  and  coagulating 


current  is  valuable  in  vascular  lesions  and  is 
not  objectionable  from  the  standpoint  of 
histology  since  less  than  one  millimeter  of 
tissue  is  destroyed  at  the  line  of  incision. 
Some  believe  this  method  decreases  the  in- 
cidence of  cell  dissemination  by  sealing  lym- 
phatics. Though  theoretically  true  there  is 
no  convincing  proof  of  superiority  from  this 
standpoint. 

There  are  many  excellent  technical  meth- 
ods of  making  tissue  preparations.  The 
choice  depends  on  the  training  and  experi- 
ence of  the  pathologist.  Some  with  wdde  ex- 
perience insist  on  paraffin  preparations  and 
others  depend  entirely  on  the  frozen  section 
method.  Most  prefer  paraffin  sections  for 
routine  study  and  record.  Both  the  frozen 
section  and  paraffin  methods  are  useful  in 
a hospital  surgical  service  and  both  have 
their  place  in  the  diagnosis  of  malignancies. 
A control  paraffin  section  of  the  tissue  used 
for  frozen  section  may  be  made  for  further 
study  and  filing  purposes. 

There  are  few  diagnostic  procedures  where 
consultation  can  be  used  to  better  advantage 
than  in  any  case  wdiere  biopsy  is  contem- 
plated. Evaluation  of  the  histologic  picture 
invites  the  combined  experience  of  clinician, 
pathologist,  and  radiologist.  Roentgeno- 
grams often  facilitate  the  choice  of  approach 
and  selection  of  tissue  particularly  where 
there  is  a question  of  neoplastic  bone  involve- 
ment. The  biopsy  is  unsuccessful  most  often 
because  insufficient  tissue  has  been  removed. 
In  most  cases,  therefore,  it  is  best  that  tis- 
sue be  removed  by  a surgeon  or  one  familiar 
with  surgical  technique.  For  purposes  of 
orientation  and  gross  characteristics  the 
pathologist  should  be  present  at  the  time  tis- 
sue is  removed.  If  possible,  some  surround- 
ing normal  tissue  should  be  included  with 
the  lesion.  Services  of  physicians  trained 
in  other  specialties  are  often  desirable.  Bi- 
opsy of  a suspected  bronchial  tumor  requires 
the  services  of  an  expert  bronchoscopist. 
The  appearance  of  bladder  tumors  as  viewed 
through  the  cvstoscope  is  almost  as  valuable 
as  the  histologic  characteristics  and  is  best 
evaluated  by  a urologist.  The  physician  in 
general  practice  has  the  best  opportunity  to 
discover  early  neoplasms  because  it  is  from 
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him  that  patients  most  often  first  seek  ad- 
vice. Therefore  to  the  general  practitioner 
the  biopsy  is  a particularly  powerful  weapon. 

Although  tissue  examination  is  done  most 
frequently  in  those  cases  where  there  is  a 
question  of  neoplasm  other  clinical  entities 
may  be  diagnosed  by  means  of  biopsy.  Mi- 
croscopic study  of  striated  muscle  has  been 
used  in  the  diagnosis  of  trichinosis,  myosi- 
tis, evaluation  of  peripheral  arterioles  in 
cases  of  hypertension,  and  many  other  clin- 
ical entities.  This  procedure  has  also  be- 
come very  popular  in  properly  evalu- 
ated endometrial  changes  indicating  the 
cause  and  method  of  treatment  in  certain 
cases  of  hormonal  imbalance.  Endometrial 
tissue  may  be  obtained  without  the  aid  of 
anesthesia  and  is  an  office  procedure  which 
should  probably  be  done  more  frequently. 
Smear  preparations  of  bone  marrow  removed 
from  the  sternum  constitute  a valuable  aid 
in  correctly  classifying  many  of  the  difficult 
blood  dyscrasias.  Histologic  study  of  bits 
of  skin  has  done  much  to  advance  the  knowl- 
edge and  method  of  treatment  in  various 
dermatological  conditions. 

While  the  biopsy  is  used  most  frequently 
for  the  purpose  of  diagnosis,  it  may  also  be 
extremely  useful  in  correctly  evaluating  the 
clinical  course  of  any  neoplasm  during  ir- 
radiation therapy.  Knowledge  regarding  the 
manner  of  cytological  response  will,  at  the 
same  time  be  gained.  Frequent  biopsies  made 
during  the  course  of  treatment  will  often  en- 
able one  to  correctly  judge  the  relative  radio- 
sensitivity and  determine  the  approximate 
amount  of  tissue  ionization  necessary  to  de- 
troy it.  All  tissue  removed  in  the  operating 
room  of  any  hospital  should  be  routinely 
studied  microscopically.  Only  if  this  is  done, 
will  early  malignancies  be  discovered. 

The  method  of  tissue  examination  will 
vary  with  each  individual  case  and  each  in- 
dividual organ  or  system  in  which  tumor  oc- 
curs. The  female  breast  furnishes  one  of 
the  most  difficult  problems  and  is  one  of  the 
most  common  sites  where  biopsy  is  used. 
Here,  aspiration  biopsy  is  dangerous  and  the 
incisional  method  is  preferred.  The  aspira- 
tion method  should  be  used  only  for  the  pur- 
pose of  obtaining  tissue  for  record  in  those 
cases  where  it  is  obvious  from  a clinical 
standpoint  that  the  lesion  is  a far  advanced 
carcinoma.  If  there  is  any  question  regard- 
ing the  nature  of  the  tumor  mass,  the  meth- 
od of  choice  is  total  removal  of  the  mass 


and  microscopic  study  of  multiple  blocks. 
In  cystic  disease  of  the  breast  one  is  often 
able,  by  examination  of  multiple  sections,  to 
discover  an  early  area  of  malignancy  which 
is,  of  course,  impossible  by  the  aspiration 
method.  The  value  of  preoperative  irradia- 
tion therapy  to  carcinoma  of  the  breast  is 
still  an  unanswered  question.  If  future  sta- 
tistics indicate  that  the  procedure  has  merit 
only  those  cases  proven  histologically  should 
be  accepted  as  evidence.  If  biopsy  is  omitted 
in  cases  receiving  preoperative  irradiation, 
there  is  always  a question  regarding  the  val- 
idity of  the  diagnosis.  If  this  principle  is 
not  adhered  to,  there  will  be  many  claims  of 
cure  which  are  unwarranted.  Although  it  is 
true  that  breast  carcinoma  may  usually  be 
correctly  diagnosed  by  inspection  of  the  tu- 
mor at  the  operating  table,  there  are  some 
conditions  which  so  closely  resemble  the 
gross  appearance  of  malignant  tissue  that 
histologic  study  is  necessary  for  differential 
diagnosis.  Fat  necrosis  occurring  in  the 
breast  produces  a firm  gristly  mass  which 
closely  resembles  the  appearance  of  carcino- 
ma. Another  rare  pathological  entity  re- 
sembling carcinoma  is  plasma  cell  mastitis. 
Evaluation  of  histologic  characteristics  in 
lymphadenopathy  is  one  of  the  most  diffi- 
cult problems  confronting  the  pathologist. 
Since  there  is  no  emergency  involved  in  the 
diagnosis  of  enlarged  lymph  nodes,  it  is  best 
to  prepare  multiple  paraffin  sections  in  order 
that  special  stains  may  be  used  if  desired. 

Material  from  the  urinary  bladder  and 
prostate  has  become  more  readily  available 
since  the  advent  of  the  transurethral  resec- 
toscope.  The  routine  microscopic  study  of 
all  material  removed  by  this  method  not  in- 
frequently permits  a diagnosis  of  early  car- 
cinoma which  would  not  be  possible  by  any 
other  method. 

The  uterine  cervix  should  be  biopsied  in 
every  case  in  which  there  is  a suspicion  of 
early  malignancy.  This  may  be  done  by  any 
method  permitting  adequate  removal  of  tis- 
sue for  histologic  study.  The  ordinary  scal- 
pel is  usually  used  for  this  purpose  though 
there  are  biopsy  forceps  available.  Routine 
microscopic  examination  of  all  cervical  tis- 
sue removed  by  the  currently  popular  coni- 
zation method  will,  occasionally  reveal  early 
carcinoma.  If  carcinoma  of  the  uterine  body 
is  suspected,  it  is  essential  that  a thorough 
dilatation  and  curettage  be  done  as  the  lesion 
may  be  localized  and  will  not  be  found  if  only 
a small  portion  of  tissue  is  removed. 
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The  final  diagnosis  of  primary  carcinoma 
of  the  stomach  is  usually  made  by  the  roent- 
genologist. Therefore  careful  study  of  the 
roentgenogram  by  the  surgeon,  patholo- 
gist, and  roentgenologist  should  pre- 
cede exploration  in  any  case  where  resection 
is  contemplated.  Biopsy  in  such  cases  is 
usually  by  the  frozen  section  method  since 
it  is  essential  that  an  opinion  be  given  quick- 
ly in  order  that  resection  may  be  done  with- 
out delay.  That  the  combined  opinion  of 
roentgenologist,  pathologist  and  clinician  is 
essential  is  evidenced  by  the  occasional  case 
showing  characteristic  roentgen  findings  of 
a primary  gastric  carcinoma  which,  on  froz- 
en section  proves  to  be  lymphoblastoma 
where  surgery  is  contraindicated.  Frozen 
section  will  occasionally  prevent  the  unnec- 
essary removal  of  a luetic  lesion  of  the  py- 
lori s which  has  imitated  gastric  carcinoma 
roentgenographically.  In  gastric  carcinomas 
arising  in  the  cardia  the  only  satisfactory 
means  of  obtaining  tissue  is  through  the  gas- 
troscope.  Even  though  it  is  often  impossible 
to  obtain  tissue  by  this  method  the  gastro- 
scopic  appearance  is  a valuable  adjunct  to 
the  roentgen  findings. 

Primary  neoplasms  occurring  in  esopha- 
gus are  also  usually  diagnosed  by  the  roent- 
genologist. A small  bit  of  tissue  may  usual- 
ly be  obtained,  however,  and  the  procedure  is 
always  indicated  when  possible. 

Neoplasms  occurring  in  and  about  the 
mouth  are  usually  so  situated  that  biopsy 
is  easily  accomplished.  It  should  be  done  in 
every  case  no  matter  how  obvious  the  lesion 
may  appear.  Granulomas  may  closely  imi- 
tate the  clinical  and  gross  appearance  of 
primary  neoplasm. 

There  is  probably  no  single  group  of  neo- 
plasms where  biopsy  is  erroneously  omitted 
as  often  as  in  primary  bone  tumors.  Histo- 
pathology  is  particularly  difficult  and  it  is 
essential  that  the  combined  findings  of  the 
radiologist,  surgeon,  and  pathologist  be 
weighed  in  the  balance  before  a final  deci- 
sion is  made  regarding  malignancy,  nature 
of  tumor  and  proper  treatment.  Contrary 
to  the  opinion  of  Brailsford(18)  it  is  extreme- 
ly dangerous  to  make  a dogmatic  diagnosis  of 
an  existing  malignancy  in  primary  bone 
tumors  on  the  basis  of  roentgen  findings 
alone.  The  roentgenographic  changes  repre- 
sent bone  response  and  destruction  due  to 
the  presence  of  a foreign  body  which  may 
be  either  tumor  or  inflammatory.  The  simi- 


larity in  the  roentgen  appearance  of  acute 
osteomyelitis  and  Ewing  tumor  is  well  known 
and,  unless  roentgen,  clinical  and  histopath- 
ologic findings  are  taken  into  consideration 
a serious  error  may  be  made.  If  microscopic 
characteristics  alone  are  considered  in  classi- 
fying and  evaluating  a primary  bone  neo- 
plasm the  true  clinical  course  of  the  lesion 
will  often  not  be  correctly  predicted.  For 
example,  chondrosarcoma  is  many  times 
made  up  almost  entirely  of  adult  cartilage 
cells  and  may  therefore  erroneously  be  in- 
terpreted as  a benign  chondroma.  Yet  the 
clinical  and  roentgen  findings  prove  beyond 
any  doubt  that  the  lesion  is  malignant.  On 
the  other  hand,  the  simple  benign  enchon- 
droma  which  is  almost  never  malignant  is 
made  up  of  young  cartilage  cells  which,  as 
viewed  from  the  standpoint  of  histology 
alone  might  well  be  considered  malignant. 

If  a bone  neoplasm  occurs  in  one  of  the 
long  bones  or  in  a readily  accessible  portion 
of  the  skull  or  pelvis  it  is  probbaly  safest  to 
use  the  incisional  biopsy  method  since  more 
tissue  can  be  obtained  and  that  which  is  re- 
moved can  be  more  properly  oriented.  On 
the  other  hand,  in  those  cases  where  the 
spine,  femur  head,  or  other  deep  structures 
are  involved  aspiration  biopsies  should  be  at- 
tempted either  with  or  without  the  aid  of 
roentgenoscopic  control.  In  many  instances, 
tissue  removed  from  questionable  bone  tu- 
mors contain  sufficient  bone  and  calcium  to 
make  it  necessary  to  decalcify  the  tissue  be- 
fore sections  can  be  made.  Since  this  takes 
only  about  a week  there  is  no  contraindica- 
tion to  the  use  of  the  method.  Frozen  sec- 
tion in  most  hands  is  a dangerous  method 
of  tissue  diagnosis  in  this  group  and  is,  of 
course,  impossible  when  bone  is  present  in 
the  tissue  removed.  Despite  the  fact  that 
biopsy  is  feared  more  in  this  group  of  neo- 
plasms than  in  any  other,  there  is  still  no 
evidence  that  this  diagnostic  procedure  en- 
hances the  likelihood  of  dissemination  of  tu- 
mor cells.  Some  recommend  the  use  of  a 
trial  of  irradiation  therapy  in  questionable 
cases  of  Ewing  tumor  rather  than  biopsy. 
The  advisability  of  this  procedure,  however, 
is  questionable  despite  the  fact  that  Ewing 
tumor  is  usually  radio-senstive.  An  occa- 
sional case  will  prove  to  be  very  radio-resis- 
tant and  the  conclusions  drawn  from  its  lack 
of  response  will  be  erroneous.  When  all  of 
the  known  facts  concerning  the  clinical 
roentgen,  and  pathological  nature  of  a sus- 
pected bone  neoplasm  are  carefully  studied 
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and  compared,  a correct  diagnosis  and  proper 
outline  of  treatment  may  be  planned  in  a 
high  percentage  of  cases. 

Tumors  arising  in  fascial  sheaths,  striated 
muscle  and  peripheral  nerves  are  often  not 
discovered  until  they  have  attained  consider- 
able size.  It  is  not  unusual  to  find  evidence 
of  distant  metastasis  in  some  of  these  neo- 
plasms before  the  primary  tumor  is  dis- 
covered. Fibrosarcoma,  commonly  arising 
near  tendon  sheaths  and  fascial  planes  is 
prone  to  metastasize  relatively  early.  On 
the  other  hand,  rhabdomyosarcoma,  a much 
rarer  tumor,  usually  metastisizes  late. 
Tumors  originating  in  peripheral  nerve 
sheaths  are  known  by  a variety  of  names 
such  as  Schwannoma,  neurofibroma,  etc. 
They  undergo  malignant  transformation 
rarely  and  even  when  this  change  has  taken 
place  the  lesion  remains  localized  for  long 
periods  of  time.  The  majority  of  cases  of 
malignant  Schwannoma  reported  have  oc- 
curred in  Von  Rechlinghausen’s  disease.  The 
most  common  tumor  arising  in  the  tendon 
sheath  is  one  of  the  many  varieties  of  giant 
cell  tumor  or  Xanthoma  which  is  never 
malignant  and  should  always  be  treated  as  a 
benign  lesion.  The  importance  of  biopsy  in 
this  group  of  tumors  is  evident  when  one 
considers  the  wide  difference  in  the  clinical 
behavior  of  each  tumor  type.  The  method 
of  treatment  must  be  based  primarily  on 
the  histologic  type  and  knowledge  concern- 
ing the  clinical  behavior  of  each  tumor. 

Paraffin  sections  of  sediment  of  body 
fluids  from  serous  cavities  often  permits  a 
diagnosis  of  malignancy  which  is  not  possible 
by  any  other  means.  Occasionally  it  is  even 
possible  to  gain  knowledge  concerning  the 
probable  origin  of  the  tumor  cells. 

CONCLUSIONS 

1.  Careful  histologic  interpretation  and 
study  of  excised  tissue  should  constitute  a 
part  of  the  examination  of  every  lesion  in 
which  neoplasm  is  suspected. 

2.  On  the  basis  of  our  present  knowledge, 
there  is  no  clinical  or  experimental  evidence 
to  substantiate  the  theory  that  biopsy  is 
detrimental  to  the  patient. 

3.  Omission  of  the  biopsy,  based  on  this 
theory,  is  more  harmful  and  will  cause  more 
mistakes  in  diagnosis  and  improper  treat- 
ment than  any  possible  damage  which  might 
be  caused  by  its  use. 


4.  Early  malignancy  will  be  discovered 
when  surgically  removed  tissues  are  sub- 
jected to  careful  microscopic  study. 
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A clinicosurgical  week  under  the  direction 
of  The  Mayo  Foundation  will  be  held  May  6 
to  11,  inclusive.  A series  of  surgical  clinics 
and  discussions  will  be  presented  with  parti- 
cular emphasis  on  the  treatment  of  cancer. 
Visiting  physicians  are  invited  to  attend. 


A Note  on  the  Examination  for  Cancer 

DR.  N.  H.  RASMUSSEN 
Scottsbluff,  Nebraska 


Look,  Listen.  Record,  and  Advise:  These 
are  the  remarks  directed  to  the  doctor  who 
seldom  sees  a cancer  patient,  or  for  the  doc- 
tor who  practices  in  the  small  community 
and  only  occasionally  meets  with  a malignant 
condition  but  who  must  always  be  on  the 
alert  to  find  the  malignant  condition  as  early 
as  possible. 

It  is  true  that  some  malignancies  are  quite 
hopeless  even  when  first  discovered  as  re- 
gards a final  cure  but  many  can  be  cured 
completely  if  discovered  early  and  all  can  be 
helped  to  a greater  extent  when  found  early 
than  when  overlooked  and  found  later. 

As  the  late  Doctor  Bloodgood  often  stated, 
“The  fate  of  the  man  with  cancer  often  rests 
entirely  upon  the  ability  of  the  first  physi- 
cian he  consults,”  and  by  “ability”  he  meant 
to  take  a correct  history  and  find  suspicious 
lesions  in  the  beginning  and  to  refer  them  if 
indicated  or  to  treat  them  if  not  too  far  ad- 
vanced. 

The  public  has  become  decidedly  cancer 
conscious  in  the  last  ten  years,  and  are  now 
permitting  a very  thorough  examination  if 
the  possibility  of  a cancer  is  suspected.  An 
annual  physical  check-up  is  sought  by  cer- 
tain individuals  solely  because  they  fear  can- 
cer. This  permits  the  family  doctor  to  keep 
in  close  touch  with  his  patient’s  general 
health  and  though  cancer  may  never  be 
found  on  these  annual  check-ups,  conditions 
which  lead  to  cancer  could  be  found  and  elim- 
inated as  well  as  conditions  which  lead  to 
other  diseases  or  complications.  When  one 
comes  in  fearing  cancer  and  it  is  not  found, 
it  is  no  sign  that  the  bad  mouth  should  not 
be  cleared  up  or  the  high  blood  pressure,  or 
small  amount  of  albumin  in  the  urine  should 
not  be  treated  and  corrected. 

The  fear  of  cancer  in  the  public  is  going 
to  lead  to  a closer  contact  between  patient 


A possible  clue  to  the  mechanism  of  cyano- 
sis or  blueness  of  the  skin  which  may  result 
from  treatment  with  sulfanilamide  is  sug- 
gested in  The  Journal  of  the  American  Medical 
Association  for  March  2 by  H.  D.  Furniss, 


and  physician  than  has  ever  been  the  case  be- 
fore. This  is  also  going  to  require  careful 
office  records  on  the  part  of  the  physician 
who  will  find  it  necessary  each  year  to  check 
back  on  the  record  to  see  if  this  or  that  little 
abnormality  was  present  the  year  before. 
This  is  a good  thing  for  the  physician  who 
will  be  more  observing  and  more  accurate  in 
his  records. 

Get  a history  from  every  patient  who  com- 
plains of  a lump,  ulcer  or  scaling  that  pro- 
gresses. All  physicians  are  not  equipped  to 
run  a gastro-intestinal  series  on  suspected 
gastric  carcinoma.  These  patients  should  be 
referred  to  qualified  men.  Patients  having 
a lump  in  the  breast  should  not  be  tempor- 
ized with.  Delay  or  improper  biopsies  may 
be  fatal. 

Cancer  of  the  lip  or  jaw  are  usually  easy 
of  diagnosis;  and  may  respond  readily  to 
prompt  and  efficient  treatment.  Any  kera- 
tosis of  the  face  or  ears  that  shows  scaling 
and  progressiveness  calls  for  early  treat- 
ment. If  x-ray  is  available,  any  tumor  of  the 
bone  should  be  x-rayed.  Even  a good  his- 
tory, physical  examination,  as  well  as  labora- 
tory work,  together  with  x-ray  pictures,  may 
not  tell  us  the  type  of  lesion  we  are  dealing 
with.  There  is  where  a proper  biopsy  will 
clinch  the  diagnosis. 

Only  those  who  are  qualified  through  ex- 
perience should  treat  cancer  patients.  Proper 
recognition  by  the  family  doctor  of  any  ab- 
normal condition  mentioned  in  the  beginning 
of  this  paper,  together  with  early  treatment 
will  materially  reduce  the  present  mortality 
from  cancer. 

The  general  practitioner  has  been  alert  to 
the  newer  treatments  for  pneumonia  and 
streptococcic  infections,  let  him  broaden  his 
vision  and  look  for  the  insidious  things  that 
claim  so  many  lives,  and  stop  procrastinat- 
ing. 


M.  D.,  New  York,  who  reports  that  cyanosis, 
nausea,  headache  and  vomiting  incidental  to 
treatment  with  the  drug  were  relieved  in  a 
group  of  his  patients  by  the  administration 
of  nicotinic  acid. 
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of  Science  in  Surgery  from  the  Graduate  School  of 
the  University  of  Minnesota.  He  was  licensed  by 
the  Board  of  Medical  Examiners  of  Minnesota  by 
examination  in  1920.  Licensed  by  reciprocity  in  Ne- 
braska in  1923.  Located  in  Lincoln  for  the  prac- 
tice of  surgery  in  1923.  He  is  attending  surgeon  of 
Lincoln  General  and  Bryan  Memorial  Hospitals,  Lin- 
coln, since  their  establishment. 

Member  of  Lancaster  County  Medical  Society,  Ne- 


braska State  Medical  Society  and  the  American 
Medical  Association.  Member  of  the  Association  of 
Residents  and  Ex-Residents  of  the  Mayo  Clinic. 

Treasurer,  Lancaster  County  Medical  Society, 
1930-36,  inclusive;  President,  Lancaster  County  Med- 
ical Society,  1938;  Fellowship  in  American  College 
of  Surgeons,  1924,  and  chairman  of  the  Nebraska 
Section,  American  College  of  Surgeons,  1935;  Past 
Chairman  of  the  Surgical  Section,  Lincoln  General 
Hospital;  Commissioned  Lieutenant  Commander, 
Medical  Corps,  U.  S.  N.  R.  in  1930  and  was  promoted 
to  Commander,  U.  S.  N.  R.  in  1938;  Organizer  of 
Specialist  Unit  No.  8,  U.  S.  N.  R.;  Vestryman,  Holy 
Trinity  Episcopal  Church;  President,  Country  Club 
of  Lincoln,  1938;  Knight  Templar,  Thirty-third  de- 
gree Mason,  Knight  Commander  of  Court  of  Honor, 
and  Shriner;  President  of  Scottish  Rite  Temple 
Board;  Member  of  the  Founders  Group  of  the  Amer- 
ican Board  of  Surgery;  and  Member  of  the  Sons  of 
the  American  Revolution.  Member  of  the  Univer- 
sity Club,  Lincoln.  Various  Committees  assignments 
in  Nebraska  State  Medical  Association,  including 
that  of  Chairman  of  the  Surgical  Division  Program 
Committee,  Chairman  of  Sub-Committee  on  Legis- 
lation and  Member  of  the  Constitution  Revision  Com- 
mittee, 1938;  President-Elect  of  Nebraska  State 
Medical  Association,  1939.  Married  and  has  one 
son,  17,  who  is  a student  in  Hotchkiss  School,  Lake- 
ville, Connecticut. 
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EDITORIAL 

THE  ANNUAL  ASSEMBLY 

The  years  seem  to  pass  in  rapid  succession, 
for  this  month  again  marks  a mile  post  in  the 
history  of  the  Nebraska  State  Medical  As- 
sociation. From  the  22nd  to  the  25th,  phy- 
sicians from  all  sections  of  the  state  will 
gather  in  the  Hotel  Fontenelle  in  Omaha,  to 
discuss  problems  connected  with  the  arts  and 
sciences  of  medicine.  Most  of  the  members 
may  recall  that  in  years  past  discussions  in 
the  Annual  Assembly  were  limited  strictly 
to  scientific  changes  brought  about  by  con- 
stant developments  in  bacteriology,  physiol- 
ogy and  chemistry.  Around  these  discus- 
sions centered  the  entire  interest  of  those  in 
attendance.  Of  course,  medical  politics  oc- 
cupied some  of  the  members,  but  these  dis- 
cussions were  limited  to  the  corridors  or  to 
the  smaller  assembly  rooms. 

Medical  practice  has  grown  complex  in- 
deed. The  scientific  phase  of  the  profession 
is  only  a part  of  the  agenda.  True,  regard- 
less of  other  pressing  features,  the  scientific 
phases  remain  of  dominant  interest,  yet  in 


the  light  of  world-wide  social  changes  to 
which  every  sector  of  the  populace  is  exposed, 
the  economic  angle  of  the  practice  of  medi- 
cine is  no  picayunish  affair.  Thus  we  see  each 
year  a steady  change  in  the  nature  of  the  pro- 
ceedings. The  Program  Committee  is  to  be 
commended  for  appreciating  the  changing 
trends  by  providing  space  on  the  program  for 
economic  discussions  guided  by  experts  in 
the  field.  Thus  again  from  the  22nd  through 
the  25th  of  this  month  physicians  will  be  dis- 
cussing their  problems  with  one  another,  ex- 
changing their  experiences,  trials  and  tribu- 
lations, and  as  in  previous  years,  they  will 
profit  by  these  reciprocal  expressions  of 
ideas. 


COURT  REVERSALS— A NEW 
PHILOSOPHY 

On  the  4th  of  March,  the  U.  S.  Court  of 
Appeals  of  the  District  of  Columbia  over- 
ruled an  order  of  the  lower  court  which  de- 
clared that  the  American  Medical  Association 
together  with  other  defendants  accused  of  re- 
straint of  trade  under  the  Sherman  anti-trust 
law  practiced  a profession  and  not  a trade, 
and  that  as  such  the  defendants  did  not  come 
under  the  jurisdiction  of  the  Sherman  Act. 
The  action  of  the  U.  S.  Court  of  Appeals  in 
refuting  the  order  of  the  District  Court  of 
the  District  of  Columbia  has  given  the  citi- 
zenry of  this  country  much  food  for  thought. 
Not  because  the  officials  of  the  accused  med- 
ical societies  are  subject  to  trial  but  because 
of  the  general  attitude  of  our  present  j uristic 
leaders.  The  order  declares  no  one  innocent 
or  guilty ; however,  that  there  should  arise  a 
question  as  to  whether  medicine  is  a trade  or 
profession,  that  in  itself  is  an  omen  of  no 
small  significance.  Mr.  Thurman  Arnold,  the 
officials  of  the  organization  responsible  for 
the  accusation,  the  courts,  and  even  the  poli- 
ticians, are  fully  aware  that  medicine  is  not 
a trade  but  a profession  which  for  centuries 
has  put  the  welfare  of  the  public  uppermost 
in  its  conduct.  The  courts  throughout  the 
United  States  have  repeatedly  issued  orders 
restraining  corporations  from  practicing 
medicine.  Yet  here  comes  a corporation  set 
up  under  political  auspices  in  Washington 
which  according  to  legal  precedent  has  no 
right  to  practice  medicine  and  in  order  to 
force  inroads  into  state  medicine  by  the 
government,  Group  Health  Association,  Inc., 
is  pronounced  as  being  “something  different 
and,  therefore,  left  open  until  the  trial  of  the 
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case  the  question  of  whether  or  not  Group 
Health  Association,  Inc.,  was  illegally  prac- 
ticing medicine,”  may  be  decided. 

The  Journal  of  the  American  Medical  As- 
sociation, in  a recent  editorial  (March  16, 
1940)  properly  states  “The  decision  made  by 
the  courts  in  relationship  to  the  questions 
that  have  been  raised  are  basic  and  far  reach- 
ing in  their  ulitmate  effect  on  every  organ- 
ized professional  body  in  this  country.”  “The 
issue  involved,”  the  Journal  further  states, 
“is  thus  fundamentally  whether  or  not  our 
democracy  as  now  existing  is  capable  of 
meeting  the  needs  of  civilized  man  or  wheth- 
er some  completely  new  social  scheme  is  go- 
ing to  be  necessary  to  satisfy  those  officials 
of  government  who  have  taken  upon  them- 
selves the  task  of  creating  a new  order.” 

It  would  be  well  for  every  physician  in  this 
area  to  bear  in  mind  that  while  geographical- 
ly Washington  is  over  one  thousand  miles 
away,  that  the  political  maneuverings  which 
apparently  extend  to  every  fiber  of  our 
thought  and  activity  are  being  tuned  to  a 
premise  on  what  is  good  for  officialdom  and 
not  what  is  constitutionally  a heritage  of  the 
people  of  the  United  States.  It  should  fur- 
ther be  recalled  that  life  politic  is  made  up  of 
human  beings,  individuals  who  are  for  the 
present  at  least  subject  to  local  elections  by 
the  people.  Every  individual  doctor  would  do 
well  to  acquaint  himself  with  the  thought 
processes  of  the  candidates  seeking  office  in 
the  various  governmental  units,  from  the 
smallest  village  board  to  the  presidency  of 
the  United  States. 


THE  NATIONAL  PHYSICIANS 
COMMITTEE 

The  National  Physicians  Committee  for 
the  Extension  of  Medical  Service  is  an  organ- 
ization whose  function  is  to  counteract  some 
of  the  propaganda  leveled  against  the  phy- 
sicians of  this  country  through  political  and 
other  organized  minorities.  To  do  its  task 
properly  and  thoroughly  the  Committee  has 
to  have  funds.  The  personnel  of  this  laud- 
able institution  is  such  that  anyone  who  sees 
the  names  on  the  letterheads  would  feel  se- 
cure in  knowing  that  the  task  will  be  well 
done. 

A contribution  to  the  National  Physicians 
Committee  is  not  only  a contribution  for  the 
general  good  of  the  public  but  a good  invest- 
ment as  well.  If  the  avalanche  of  political 
and  socialistic  pressure  is  going  to  be  coun- 


teracted effectively,  the  National  Committee 
of  Physicians  will  be  a vital  factor  in  such 
counteraction.  Send  your  checks  to  the  Na- 
tional Physicians  .Committee,  700  North 
Michigan  Avenue,  Chicago. 


PUBLIC  HEALTH  ENEMY  NUMBER  2 

A glance  at  the  statistics  reveals  cancer  as 
Public  Health  Enemy  Number  2,  ranking 
only  second  to  cardiovascular  disease.  There 
were  150,000  deaths  from  cancer  in  the  Unit- 
ed States  last  year.  The  responsibility  for 
this  appalling  revelation  rests  upon  the  lay 
public  and  the  medical  profession.  The  lay- 
man aligns  himself  with  the  forces  of  fear, 
ignorance  and  quackery  while  the  doctor, 
however  well  informed,  too  often  fails  to  rec- 
ognize the  lesion  while  in  the  curable  stage. 
It  is  a trite  saying  that  cancer  is  curable  if 
taken  in  time  but  unfortunately  there  are  no 
symptoms  in  the  earliest  stages.  It  follows 
that  eternal  vigilance  is  the  price  of  success 
in  dealing  with  the  problem.  This  is  but  sm- 
other way  of  saying  that  doctor  and  layman 
alike  must  be  cancer  minded  if  the  ravages 
of  this  dread  disease  are  to  be  stayed.  Or- 
ganized medicine  in  Nebraska  recognizes  the 
importance  of  health  education  and  is  mak- 
ing commendable  progress  but  we  are  lag- 
ging far  behind  several  of  the  states  in  the 
campaign  against  cancer.  This  is  not  due 
to  a lack  of  appreciation  of  the  importance  of 
such  a movement,  nor  is  it  due  to  lack  of  skill 
on  the  part  of  the  personnel.  It  is  more  prob- 
able that  the  answer  is  to  be  found  in  the  lack 
of  funds  to  carry  on  the  work  and  in  the  mul- 
tiplicity of  health  problems  in  which  the  pub- 
lic and  the  profession  are  vitally  interested. 
So  while  our  medical  organizations  are  await- 
ing more  favorable  conditions  for  their  cru- 
sade against  cancer  may  not  the  individual 
doctor  contribute  more  effectively  to  the 
cause  by  his  own  efforts?  We  are  curing 
about  25%  of  all  cases  that  come  to  the  doc- 
tor and  by  cure  we  mean  that  there  is  no  evi- 
dence of  cancer  for  a period  of  five  years. 
Now,  if  it  be  true  that  75%  of  all  cancers  can 
be  prevented  by  the  removal  of  factors  that 
predispose  to  the  development  of  the  growth 
is  this  not  an  encouraging  approach  to  the 
problem?  Surely  surgery  can  do  no  more, 
and  irradiation  therapy  can  do  little  more 
than  it  is  now  doing.  So  it  would  seem  that 
while  we  await  the  introduction  of  a more  ef- 
ficient remedy  than  we  now  possess  we  do 
well  to  stress  the  early  recognition  of  cancer 
and  the  removal  of  so  called  precancerous  le- 
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sions.  And  it  is  largely  the  family  physician 
on  whom  the  responsibility  lies  for  it  is  he 
who  is  usually  first  to  see  the  patient.  Un- 
fortunately we  do  not  as  yet  know  the  essen- 
tial cause  or  causes  of  cancer  but  we  do  know 
from  clinical  observations  and  experimental 
research  that  long  continued  irritation  and 
infection  are  predisposing  factors.  These  are 
inciting  factors  that  are  readily  recognized 
and  often  easily  irradicated.  We  have  only 
to  refer  to  the  jagged  tooth,  the  erosions  of 
the  cervix,  the  pigmented  mole,  the  effect  of 
intense  sunlight,  the  role  played  by  hel- 
minths in  human  tumors,  the  endocrine  fac- 
tor in  breast  cancer,  the  effect  of  coal  tars 
on  the  skin.  As  a result  of  these  agencies 
intracellular  changes  are  brought  about 
which  we  recognize  as  the  beginning  of  mal- 
ignancy. It  follows  that  until  we  learn  the 
true  cause  of  cancer  we  must  direct  our  en- 
ergies to  the  removal  of  inciting  factors  and 
this  we  can  do  with  a promise  of  preventing 
many  a cancer  from  developing.  All  this 
speaks  for  public  health  examinations. 

Palmer  Findley,  M.  D. 


PROGRAM 

Nebraska  State  Medical  Association 

Tuesday,  April  23,  1940—9:30  A.  M. 

Tuesday  Morning 

Dr.  Harold  S.  Morgan,  Lincoln,  Presiding 

OBSTETRIC  SYMPOSIUM 

A review  of  the  maternal  deaths  in  Nebraska  dur- 
ing the  past  year,  78  in  number,  reveal  that  the 
principal  causes  of  death  in  order  of  importance  are: 
toxemia  of  pregnancy,  hemorrhage  in  pregnancy  and 
puerperal  sepsis  (exclusive  of  abortion).  The  M.C.H. 
committee  is  pleased  to  present  these  guest  speakers 
on  the  following  subjects: 

HAROLD  S.  MORGAN,  M.  D„  Chairman. 

9:00  A.  M.  “Toxemia  of  Pregnancy,”  with  parti- 
cular reference  to  early  diagnosis  and  treat- 
ment. 

—Carl  P.  Huber,  M.  D.,  Asst.  Prof.  Obs.  & 
Gyn.  Indiana  University. 

9:30  A.  M.  “Hemorrhage  in  Pregnancy,”  stress- 
ing the  importance  of  accurate  diagnosis  and 
the  various  methods  of  treatment. 

— M.  Edward  Davis,  M.  D.,  Associate  Prof. 
Obs.  & Gyn.  University  of  Chicago. 

10:00  A.  M.  “Puerperal  Sepsis”  (exclusive  of  abor- 
tion) particular  emphasis  on  prophylaxis  and 
treatment. 

— Willis  E.  Brown,  M.  D.,  late  M.C.H.  post 
graduate  Instructor  University  of  Michi- 
gan. 

Discusson  of  above  papers  to  be  opened  by  the 
following  (limited  to  5 minutes  each): 


10:30  A.  M.  E.  C.  Sage,  M.  D.,  Omaha 

E.  M.  Hansen,  M.  D.,  Lincoln 
Leonard  Swanson,  M.  D.,  Hastings 
Open  for  general  discussion  and  questions. 
10:50  A.  M.  H.  E.  Harvey,  M.  D.,  Lincoln 
Ralph  Luikart,  M.  D.,  Omaha 
Charles  Moon,  M.  D.,  Omaha 
Open  for  general  discussion  and  questions. 
11:10  A.  M.  M.  E.  Greer,  M.  D.,  Omaha 

G.  E.  Peters,  M.  D.,  Randolph 
David  Tindley,  M.  D.,  Omaha 
Open  for  general  discussion  and  questions. 
11:30  A.  M.  Closing  by  Drs.  Huber,  Davis  and 
Brown. 

11:45  A.  M.  Presentation  of  Oliver  Wendell  Holmes 
Trophy. 

— Lloyd  Hoffman,  M.  D.,  Omaha. 

Alumni  Luncheons 

12  Noon 

Creighton  University — Assembly  Room 
Nebraska  University — Hippodrome  Room 

Tuesday  Afternoon 

Dr.  Homer  Davis,  Genoa,  Presiding 
1:50  Presidential  Address 

— Dr.  A.  L.  Miller,  Kimball,  Nebr. 

2:20  Installation  of  President 

— Dr.  Clayton  Andrews,  Lincoln,  Nebr. 

2:30  Address — Program 

— Dr.  J.  W.  Duncan,  Omaha,  Nebr. 

2:45  Presentation  of  Oliver  Wendell  Holmes  Cup 
— Dr.  Lloyd  O.  Hoffman,  Omaha,  Nebr. 

3:00  “Cancer  of  the  Breast” 

— Dr.  Stuart  W.  Harrington,  Rochester, 
Minn. 

3:30  “The  Practical  Consideration  of  Anti-Anemic 
Drag  Therapy;  Uses  and  Abuses” 

— Dr.  John  C.  Sharpe,  Omaha,  Nebr. 

4:00  “Diagnosis  and  Treatment  of  Acute  Appendi- 
citis” 

— Dr.  James  D.  Bradley,  Pender,  Nebr. 

Tuesday  Evening 

Dr.  Clayton  Andrews,  Lincoln,  Presiding 
6:30  Dinner  in  Ballroom 

Speaker — Dr.  Edward  McCormick,  Toledo,  O. 
“Present  Social  Trends  and  the  Future  of 
Medicine.” 

Wednesday  Morning 

Dr.  J.  C.  Waddell,  Beatrice,  Presiding 
9:15  Anatomy  and  Physiology  of  the  Larynx 
(Animated  Picture) 

High  Speed  Motion  Pictures  of  the  Human 
Vocal  Cords  (Moving  Picture).  Courtesy, 
Bell  Telephone  Laboratories,  New  York 
City. 

Commentator — Dr.  W.  P.  Wherry,  Omaha. 
10:00  “The  Management  of  Common  Duct  Lesions” 
— Dr.  R.  Russell  Best,  Omaha,  Nebr. 

10:30  “The  Management  of  Ocular  Trauma,  with 
Particular  Reference  to  Emergency  Treat- 
ment” 

— Dr.  Theodore  E.  Sanders,  St.  Louis,  Mo. 
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11:00  “The  Treatment  of  Chronic  Arthritis  with 
Gold  Sodium  Thiosulphate” 

— Drs.  John  C.  Thompson  and  C.  K.  Elliott, 
Lincoln,  Nebr. 

11:30  “Non-Pneumococcal  and  Non-Tuberculous 
Pneumonias” 

— Dr.  Ernest  E.  Irons,  Chicago,  111. 

Luncheon — Noon 

Dr.  A.  L.  Miller,  Kimball,  Presiding 

12:00  Immediately  following  luncheon 

Round  Table  Discussion — The  Progress  of 
Social  Hygiene 

— Dr.  Nathan  B.  Van  Etten,  New  York,  N.  Y. 

Wednesday  Afternoon 

Dr.  Clayton  Andrews,  Lincoln,  Presiding 
2:00  “Technique  and  Results  in  Perineal  Prostatec- 
tomy” 

— Dr.  Edwin  Davis,  Omaha,  Nebr. 

2:30  “Carcinoma  of  the  Rectum” 

— Drs.  C.  W.  McLaughlin  and  W.  M.  Dil- 
worth. 

3:00  “An  American  Health  Program” 

— Dr.  Nathan  B.  Van  Etten,  New  York,  N.  Y. 
3:30  “Study  of  the  Small  Bowel  With  Special  Ref- 
erence to  Avitaminosis” 

— Dr.  Albert  F'.  Tyler,  Omaha,  Nebr. 

4:00  “Therapeutic  Value  and  Limitations  of  Vita- 
min K” 

— Dr.  Armand  J.  Quick,  Milwaukee,  Wis. 

Wednesday  Evening 

Dr.  Earl  C.  Sage,  Omaha,  Presiding 
6:30  Banquet — Ballroom 

(Entertainment  Committee  in  charge) 

Thursday  Morning 

Dr.  G.  E.  Peters,  Randolph,  Presiding 
9:30  “Pectin- Agar  Therapy  in  Diarrhea  of  Infants” 
— Dr.  Charles  A.  Tompkins,  Omaha,  Nebr. 

10:00  “Traumatic  Surgery  as  a Specialty” 

— Dr.  Ted  E.  Riddell,  Scottsbluff,  Nebr. 

10:30  “Clinical  and  Roentgenological  Manifestations 
of  Low  Back  Pain” 

— Dr.  Ira  H.  Lockwood,  Kansas  City,  Mo. 

11:00  “The  Present  Status  of  Electro-Encephalo- 
graphy and  Some  of  Its  Practical  Appli- 
cations” 

— Dr.  A.  E.  Bennett  and  Dr.  Paul  T.  Cash, 
Omaha,  Nebr. 

11:30  “Present  Day  Concepts  in  Handling  Gallblad- 
der Disease” 

— Dr.  Warren  H.  Cole,  Chicago,  111. 

Luncheon — Noon 

Dr.  Clayton  Andrews,  Lincoln,  Presiding 

12:00  Immediately  following  luncheon: 

“Non-Profit  Group  Hospital  Service  Plans” 

— Dr.  Ira  H.  Lockwood,  Kansas  City,  Mo. 

“Experimental  and  Clinical  Data  Regarding 
the  Relationship  of  Lesions  of  the  Cystic 
Duct  to  Gallbladder  Disease” 

— Dr.  Warren  H.  Cole,  Chicago,  111. 


Thursday  Afternoon 

Dr.  A.  H.  Fechner,  Lincoln,  Presiding 

PSYCHIATRIC  SYMPOSIUM 

2:00  “Management  of  Delirium” 

■ — Drs.  G.  A.  Young  and  R.  H.  Young,  Oma- 
ha, Nebr. 

2:30  “Depressions” 

— Dr.  Wilbur  A.  Muehlig,  Omaha,  Nebr. 

3:00  “The  Person  Who  Is  Sick” 

— Dr.  H.  Douglas  Singer,  Chicago,  111. 

3:30  “Treatment  Facilities  in  the  Nebraska  State 
Mental  Hospitals” 

— Dr.  Juul  C.  Nielsen,  Ingleside,  Nebr. 

ENTERTAINMENT  COMMITTEE 

Tuesday  noon,  April  23:  Creighton  Alumni  Lunch- 
eon in  the  Assembly  Room,  main  floor;  Nebraska 
Alumni  Luncheon  in  the  Hippodrome  Room,  main 
floor. 

Tuesday  evening:  Dinner  in  the  ballroom  with  Dr. 
Edward  J.  McCormick  giving  a talk  on  “Present  So- 
cial Trends  and  the  Future  of  Medicine.” 

Wednesday,  April  24:  Luncheon  and  round  table 
discussion,  Hippodrome  Room.  Dr.  Van  Etten  will 
talk  on  “The  Progress  of  Social  Hygiene.” 

Wednesday  evening:  Banquet  in  the  Ballroom.  En- 
tertainment Committee  in  charge. 

Thursday  noon,  April  25:  Luncheon  and  round 
table  discussion  in  the  Hippodrome  Room. 

Dr.  Sage  will  preside  at  the  banquet.  The  names 
of  those  presiding  at  the  luncheons  will  be  found  on 
the  program. 

The  Golf  Tournament  will  be  held  at  2 P.  M.  at 
the  Happy  Hollow  Club  on  Monday,  April  22.  Dr. 
William  Schmitz,  Chairman,  in  charge. 

The  Trap  Shoot  will  be  held  at  the  Country  Club, 
Tuesday,  April  23,  2 P.  M.  Dr.  Louis  McGuire  will 
be  in  charge. 

Dr.  Frank  Tyler  is  in  charge  of  the  Commercial 
Exhibits. 

Dr.  Lowell  Dunn  is  in  charge  of  the  Scientific 
Exhibits. 

SCIENTIFIC  EXHIBITS 

Pompadour  Room  and  Parlors  A.  B.  & C. 

Normal  and  Abnormal  Blood  Cells 
— Dr.  Miles  Breuer,  Lincoln,  Nebr. 

The  Early  Nineteenth  Century  Physician’s  Library 
and  Instruments 

— Dr.  Paul  Bancroft,  Lincoln,  Nebr. 
Hypoparathyroidism 

—Dr.  Henry  Blum,  Lincoln,  Nebr. 

The  Use  of  Cyanates  in  the  Treatment  of  Hyper- 
tension 

— Dr.  George  Covey,  Lincoln,  Nebr. 

Circulatory  Disturbances  of  the  Extremities 
- — Drs.  J.  E.  M.  Thomson  and  C.  F.  Ferciot 
Suppurative  Diseases  of  the  Hip 

—Dr.  H.  W.  Orr 

Syphilis  in  Pregnancy  and  Prevention  of  Congenital 
Syphilis 

— Division  of  Venereal  Diseases,  Nebraska  State 
Department  of  Health 
Balopticon  and  Scientific  Movies 
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Cyclic  Changes — Female  Hormone  Balance 
— Division  of  Maternal  and  Child  Health,  Nebras- 
ka State  Department  of  Health 
Diagnostic  Culture  of  Tubercle  Bacilli  and  Early 
Pulmonary  Lesions 

— Dr.  L.  C.  Albertson,  Kearney,  Nebr. 

Therapeutic  Value  of  Human  Convalescent  Serum 
— Convalescent  Serum  Committee  of  the  Nebraska 
State  Medical  Association 
X-ray  Treatment  of  Infections 

— Drs.  James  F.  Kelly  and  D.  A.  Dowell 
Research  Apparatus  Made  by  Members  of  the  De- 
partment 

— Department  of  Physiology  and  Pharmacology, 
University  of  Nebraska  College  of  Medicine 
Selection  of  Rare  and  Interesting  Books  and  a Re- 
port on  the  Library  Loan  Service 
— Library  of  the  University  of  Nebraska  College 
of  Medicine 

Film  Demonstrating  General  Body  Massage 
— Arthritis  Committee  of  the  Fever  Therapy  De- 
partment of  the  University  of  Nebraska  College 
of  Medicine. 


TECHNICAL  EXHIBITS 

Booth  No.  1.  American  Surgical  Co.,  Lincoln, 

Nebr.  The  members  of  the  Nebraska  State  Medical 
Association  are  invited  to  drop  in  and  discuss  any 
problems  they  might  have  in  office  planning  or  dec- 
orating. This  department  is  maintained  at  this 

firm  and  its  service  is  rendered  at  no  charge  to  the 
members  of  the  profession.  The  service  includes 
suggested  plans,  blue  prints,  color  schemes,  equip- 
ment and  financing  services. 

Booth  No.  2 American  Surgical  Co.,  Lincoln, 

Nebr.  One  of  the  items  on  exhibition  will  be  the 
new  Basmeter.  This  new  and  revolutionary  devise 
is  for  the  accurate  determination  of  the  metabolic 
rate.  Without  the  usual  inconveniences  to  the  pa- 
tient and  with  a minimum  of  required  time,  full  and 
standard  measurements  may  be  taken  and  a true 
reading  of  the  metabolic  rate  obtained.  A trained 
man  will  be  in  charge  to  answer  all  questions. 

Booth  No.  3.  Omaha  Welding  Co.,  Omaha,  Nebr. 
The  Lombard  Oxygen  Inhaler,  which  has  been  ad- 
vertised in  the  State  Medical  Journal  for  the  past 
year  will  be  on  display.  This  is  one  of  the  most 
effective  and  economical  methods  of  administering 
oxygen  on  the  market  today.  A large  supply  of  re- 
prints from  leading  medical  journals  will  be  avail- 
able covering  the  use  of  oxygen  in  various  types  of 
cases,  as  well  as  a two  reel  moving  picture,  showing 
the  use  of  oxygen,  its  methods  of  administration  and 
care  of  equipment. 

Booth  No.  4.  Seiler  Surgical  Co.,  Omaha,  Nebr. 
On  display  will  be  new  items  of  interest  to  every 
physician,  including  the  latest  Pneumothorax,  Oph- 
thalmoscope and  Otoscope,  Cystan  Sterilizer  Tab- 
lets, Red  Flash  Thermometer,  Latext  Rubber  Goods, 
Hyfrecator,  Zytor  Sutures,  Barometer  and  many 
other  instruments. 

Booths  Nos.  5 and  6.  John  Wyeth  & Bro.,  Inc., 
Philadelphia,  cordially  invite  you  to  visit  booths 
where  the  following  specialties  will  be  on  display: 
Amphojel — for  the  management  of  hyperacidity  and 
peptic  ulcer;  Kaomagma — for  the  control  of  diar- 
rhea and  colitis;  Alulotion — for  the  treatment  of 
Impetigo  Contagiosa;  Bepron — for  the  treatment  of 


the  nutritional  anemias;  Bewon  Elixir — the  palatable 
appetite  stimulant  and  vehicle;  and  Mucara — for  the 
management  of  intestinal  stasis. 

Booth  No.  7.  Omaha  Brace  Shop,  Omaha,  Nebr. 
This  exhibit  consists  of  a display  of  various  ortho- 
paedic appliances,  such  as  corrective  spinal  and  leg 
braces,  foot  plates  and  back  belts.  The  essential 
splints  and  supporting  braces  for  fracture  cases  will 
be  demonstrated  by  an  attendant. 

Booths  Nos.  8 and  9.  Sharp  & Dohme,  Philadel- 
phia. This  display  -will  feature  Propadrine  Hydro- 
chloride Products,  ‘Lyovac’  Bee  Venom  Solution,  and 
other  Lyovac  Biologicals.  There  will  also  be  on  dis- 
play a group  of  new  pharmaceutical  specialties  and 
biologicals  prepared  by  this  house,  such  as  Rabellon, 
Daldrin,  Padrophyll,  Elixir  Propadrine  Hydrochlor- 
ide, Riona,  Depropanex  and  Ribothiron.  Capable, 
well  informed  representatives  will  be  on  hand  to  wel- 
come physicians  and  furnish  information  on  Sharpe 
& Dohme  products. 

Booth  No.  10.  The  C.  V.  Mosby  Co.,  St.  Louis, 
Mo.  You  are  invited  to  visit  the  Mosby  booth  to  in- 
spect the  new  publications  which  will  be  on  display. 
Outstanding  new  volumes  on  surgery,  allergy,  der- 
matology, operative  orthopaedics,  nervous  and  men- 
tal diseases,  heart  diseases,  x-ray,  gynecology  and 
obstetrics,  materia  medica  and  practice  of  medicine 
will  be  shown. 

Booth  No.  11  The  Smith-Dorsey  Co.,  Lincoln, 
Nebr.  Physicians  are  cordially  invited  to  visit  the 
Smith-Dorsey  booth,  where  they  will  find  on  display 
a number  of  Council  Accepted  and  other  Smith-Dor- 
sey specialties.  Representatives  in  charge  of  the 
exhibit  will  be  glad  to  furnish  full  information  about 
products  shown. 

Booth  No.  12.  Donley-Stahl  Co.,  Lincoln,  Nebr. 
A new  cardiograph  and  a perfected  waterless  meta- 
bolor  will  be  featured  at  this  display.  Accuracy  and 
precision  not  heretofore  obtained  in  metabolism  de- 
termination is  made  possible  by  new  and  ad- 
vanced principles  of  construction.  Multifit  syringes 
will  also  be  demonstrated  and  special  convention 
prices  will  be  offered  to  all  registered  physicians. 

Booth  No.  13.  Holland-Rantos  Co.,  Inc.,  New 
York.  On  display  at  this  booth  will  be  the  products, 
the  Koromex  diaphragm  and  jelly  and  the  newer 
items,  the  H-R  Emulsion  Jelly  and  the  Koromex 
diaphragm  introducer.  Also  available  will  be  copies 
of  The  Physician’s  Guide,  a valuable  manual  for  the 
physician  interested  in  contraceptive  technique. 

Booths  Nos.  14  and  15.  The  Coca-Cola  Co.,  At- 
lanta, Ga.  During  the  meeting  the  members  of  The 
Nebraska  State  Medical  Association  are  invited  to 
“Pause  ...  at  the  familiar  red  cooler”  for  a bottle 
of  “the  drink  that  everybody  knows”  with  the  com- 
pliments of  The  Coca-Cola  Co. 

Booth  No.  16.  The  Harrower  Laboratory.  Inc., 
Glendale,  Calif.  Here  will  be  an  exhibit  of  high 
quality  endocrine  products.  In  addition  to  both 
single  gland  and  pluriglandular  products  for  oral 
and  hypdermic  use,  the  Harrower  Laboratory  has  an 
extensive  list  of  standardized  endocrine  products. 
The  items  chiefly  featured  will  be  Heteril,  for  non- 
specific antigenic  therapy;  Plestrin  in  Oil,  a stan- 
dardized estrogenic  substance,  and  Cortinoral,  an  ac- 
tive lipid  extract  from  the  adrenal  cortex. 

Booth  No.  17  McIntosh  Electrical  Corp.,  Chicago, 
111.  Old  customers  and  friends  will  find  a welcome 
in  Booth  No.  17,  where  Mr.  C.  A.  Burkman  will  dem- 
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onstrate  the  new  No.  8870  Hogan  Brevatherm  with 
the  improved  air  spaced  electrodes  and  arms,  with 
elbows  affording  extreme  flexibility  of  adjustment 
for  every  conceivable  mode  of  application;  also  the 
low  priced  portable  Advance  Model  Brevatherm,  and 
the  McIntosh  Infra-red  Generator. 

Booth  No.  18.  Dehner  Artificial  Limb  Co.,  Oma- 
ha, Nebr.  An  exhibit  by  a manufacturer  of  artifi- 
cial limbs,  arms,  extensions  and  orthopaedic  appli- 
ances for  thirty-two  years.  They  welcome  an  oppor- 
tunity to  demonstrate  some  of  the  unusual  cases  in 
their  line  of  work,  endeavoring  to  promote  a more 
complete  understanding  of  the  requirements  for  a 
perfectly  fitted  and  comfortable  appliance. 

Booth  No.  19.  Eli  Lilly  and  Co.,  Indianapolis,  Ind. 
An  exhibit  by  the  producer  of  the  first  commercial 
preparation  of  Insulin,  and  contributor  to  develop- 
ment of  liver  therapy,  and  has  been  responsible  for 
many  other  therapeutic  advancements.  Information 
concerning  all  Lilly  products  will  be  available  at  the 
Lilly  exhibit  where  ‘Merthiolate’  (Sodium  Ethyl 
Mercuri  Thiosalicylate,  Lilly),  ‘Sodium  Amytal’ 
(Sodium  Iso-amyl  Ethyl  Barbiturate,  Lilly),  and 
other  important  products  will  be  featured. 

Booth  No.  20.  American  Surgical  Co.,  Lincoln, 
Nebr.  Of  special  interest  will  be  the  exhibit  of  the 
Birtcher  Built  Physio-Therapy  Equipment.  This  ex- 
cellently engineered  and  physician  accepted  equip- 
ment w^as  the  largest  selling  line  of  Short-Wave  Dia- 
thermies in  the  United  States  last  year.  This  record 
w'as  obtained  through  merit  alone  as  no  great  sales 
program  was  used.  The  values  are  apparent  and 
its  acceptance  easily  recognized.  You  are  invited 
to  stop  at  this  booth  and  see  how  this  equipment 
might  fit  into  your  office. 

Booth  No.  21.  Kelly-Koett  Mfg.  Co.,  Inc.,  Omaha, 
Nebr.  What  is  new  in  X-Ray  equipment?  Be  sure 
to  visit  this  booth  and  receive  the  answer  to  this 
cjuestion  from  a company  which  is  always  abreast 
of  the  latest  equipment  and  how  the  doctor  may 
adapt  it  to  his  use  for  more  efficient  work. 

Booth  No.  22.  Mead  Johnson  & Co.,  Evansville, 
Ind.  “Servamus  Fidem.”  Mead  Johnson  & Co.,  will 
not  only  exhibit  several  new  products,  but  will  show 
various  samples  of  their  slogan  “Servamus  Fidem — 
We  Are  Keeping  The  Faith.” 

Booth  No.  23.  Phoebus  Surgical  Co.,  Omaha, 
Nebr.  The  Burdick  Corp.,  Milton,  Wis.  Be  sure 
to  see  this  interesting  exhibit  which  will  contain  the 
following  items:  Burdick  Physical  Therapy  equip- 
ment. A factory  representative  will  be  at  the  dis- 
play to  show  this  outstanding  line.  The  Kerr- 
Lagen  Belt  for  the  treatment  of  Angina  Pectoris. 
Sodium  Arabinate  for  blood  volume  and  calcium  glu- 
conate in  59c  dextrose  in  Filtrair  dispensers. 

Booth  No.  24.  Petrolagar  Laboratories,  Chicago, 
111.  On  display  w7ill  be  samples  of  the  Five  Types 
of  Petrolagar  together  with  an  interesting  selection 
of  descriptive  literature  and  anatomical  charts.  Ask 
the  Petrolagar  representative,  Mr.  H.  L.  Shelton,  to 
show  you  the  new  Habit  Time  booklet.  It  is  a wel- 
come aid  for  teaching  bowel  regularity  to  your  pa- 
tients. 

Both  No.  25.  General  Electric  X-Ray  Corp.,  Chi- 
cago, 111.  On  display  at  this  booth  w’ill  be  the  new 
G-E  Model  R-39  Diagnostic  X-Ray  Unit.  A power- 
ful, efficient,  flexible,  compact,  shockproof  combina- 
tion X-Ray  unit  with  a wride  range  of  service  and 
precision  control.  Also  on  display  will  be  an  Induc- 
to-therm  and  Electrocardiograph. 


NEWS  a+tdl  VIEWS 


Ur.  Harold  S.  Morgan,  Lincoln,  attended  a 
meeting  of  the  Travel  Club  of  the  American 
Gynecological  Society  in  Ann  Arbor,  Mich., 
the  last  part  of  February. 

Dr.  Benjamin  F.  Bailey  was  honored  at  a 
dinner  meeting  of  the  Lancaster  County 
Chapter  of  American  Red  Cross  early  in 
March.  This  dinner  was  in  appreciation  of 
the  18  years’  service  of  Dr.  Bailey  as  chair- 
man of  the  Lincoln  Chapter. 

Of  interest  to  the  Nebraska  medical  pro- 
fession is  the  recent  trip  to  this  state  of  Dr. 
Alan  R.  Moritz,  professor  and  head  of  the 
Department  of  Legal  Medicine  at  Harvard 
University.  Dr.  Moritz  is  a Nebraskan  by 
birth  and  by  training,  having  graduated  from 
the  Nebraska  University  Medical  College  in 
1923.  The  doctor  discussed  before  several 
organizations  the  problem  of  medicine  in  its 
relationship  to  the  administration  of  justice. 

Benkelman  will  soon  have  a hospital,  ac- 
cording to  the  McCook  Gazette.  This  will  be 
a one  story  building  and  will  accommodate 
eight  patients. 

We  learn  from  the  press  that  for  the  six 
month  period  ending  December  31,  1939,  7,- 
303  persons  received  a total  of  $15,880  worth 
of  medical,  hospital,  dental  and  pharmaceuti- 
cal care.  According  to  the  statement  of  Mr. 
L.  A.  White,  State  F.  S.  A.  Director,  as  of 
December  31,  1939,  “Loans  to  F.  S.  A.  clients 
in  Nebraska  for  medical  membership  amount- 
ed to  $84,630.00.” 

Dr.  J.  G.  Bradley  of  Pender  was  appoint- 
ed recently  to  the  Thurston  County  sanity 
commission. 

Dr.  L.  E.  Haentzschel  of  the  city  health 
department,  Lincoln,  has  resigned  to  become 
associated  with  Dr.  I.  C.  Munger.  Accord- 
ing to  the  press  announcement,  the  city 
health  department  seems  to  have  an  annual 
hunt  for  a city  physician.  “The  difficulty,” 
the  Lincoln  Journal  explains,  “is  that  the 
post  requires  a graduate  physician,  and  very 
few,  except  second  year  residents  of  hospi- 
tals who  are  looking  for  experience  are  avail- 
able.” 

(Continued  on  page  151) 
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WOMAN'S  AUXILIARY 


President — Mrs.  James  E.  M.  Thomson. 

Lincoln 

President-Elect — Mrs.  A.  D.  Brown, 

Central  City 

Secretary — Mrs.  Walter  W.  Carveth, 

Lincoln 


Treasurer — Mrs.  Harley  Anderson, 

Omaha 

First  Vice  President — Mrs.  Olin  J.  Cameron, 

Omaha 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 


COMMITTEES 

Mrs.  M.  C.  Green,  General  Chairman 
Executive — Mrs.  J.  E.  M.  Thomson,  Mrs.  A.  D. 
Brown,  Mrs.  A.  L.  Miller,  Mrs.  E.  L.  McQuiddy, 
Mrs.  Olin  Cameron,  Mrs.  Walter  Carveth. 

Reception  and  Registration — Mrs.  D.  Arnold  Dow- 
ell, Mrs.  Paul  Tipton,  Mrs.  J.  P.  Redgwick,  Mrs. 
James  F.  Kelly,  Mrs.  C.  C.  Tomlinson,  Mrs.  L.  A.  De- 
Lanney,  Mrs.  Charles  Baker,  Mrs.  C.  W.  M.  Poynter. 

Entertainment  Committee — Mrs.  J.  Harry  Mur- 
phy, Mrs.  L.  0.  Hoffman,  Mrs.  W.  J.  McMartin,  Mrs. 
John  F.  Hyde,  Mrs.  Howard  Morrison,  Mrs.  J.  J. 
Keegan. 

Transportation — Mrs.  J.  J.  O’Hearn. 

Exhibits — Mrs.  A.  L.  Miller,  Mrs.  L.  L.  Arntsen. 
Flowers — Mrs.  Howard  Hunt,  Mrs.  Fred  Watke. 
Boys  Town  Trip — Mrs.  E.  M.  Walsh. 

Publicity — Mrs.  B.  W.  Christie,  Mrs.  Herman 
Johnson. 

The  Fifteenth  Annual  Meeting  of  the  Woman’s 
Auxiliary’  to  the  Nebraska  State  Medical  Associa- 
tion will  be  held  in  Omaha,  Nebraska,  on  April  23, 
24  and  25.  A cordial  invitation  to  attend  this  meet- 
ing is  extended  to  all  doctors’  wives  as  well  as  to 
the  members  of  the  auxiliary. 

WOMAN’S  AUXILIARY  PROGRAM 
Tuesday,  April  23 

Registration  Headquarters — Hotel  Fontenelle 
Executive  Session,  10:00  A.  M. — Hotel  Fontenelle 
Mrs.  James  E.  M.  Thomson,  presiding 
Informal  Luncheon,  12:00  Noon — Hotel  Fontenelle 
Tea,  3:00  P.  M. — Home  of  Mrs.  Herman  Johnson, 
6211  Chicago  St. 

Wednesday,  April  24 

Annual  Business  Meeting,  9:00  A.  M. — Hotel  Fonte- 
nelle. 

Mrs.  James  E.  M.  Thomson,  presiding 
Luncheon  and  Program,  1:00  P.  M. — Hotel  Fonte- 
nelle 

Tickets,  $1.00  per  plate.  Available  at  Head- 
quarters. 

Early  reservations  will  be  appreciated. 

Trip  to  Boys’  Town,  4:00  P.  M. 

Cars  will  be  provided.  Please  make  reservation 
at  registration  desk. 

Banquet,  7:00  P.  M.— Hotel  Fontenelle 
Nebraska  State  Medical  Association. 

Thursday,  April  25 

Post  Convention  Executive  Session,  9:00  A.  M. — 
Hotel  Fontenelle. 

Mrs.  A.  D.  Brown,  presiding. 

Dutch  Treat  Luncheon,  12:00  Noon — Hotel  Fonte- 
nelle. 

Mrs.  M.  C.  Green,  Omaha,  General  Chairman 


Mrs.  A.  D.  Brown  of  Central  City,  daughter  of 
the  late  Dr.  J.  O.  Hoffhine  of  Columbus,  Ohio. 
Spent  early  years  in  Columbus,  Ohio.  Attended 
University  of  Ohio.  She  has  lived  in  Central  City 
for  the  past  twenty-eight  years. 


With  twenty-three  members  from  St.  Paul,  Cen- 
tral City,  Scotia,  and  Grand  Island  attending,  the 
ladies’  auxiliary  to  the  Tri-County  Medical  Society, 
was  entertained  at  a buffet  supper,  January  26,  at 
the  home  of  Mrs.  Howard  Royer,  1721  West  Louise 
Street,  Grand  Island.  Following  the  supper  Mrs. 
Stanley  Long  gave  an  excellent  resume  of  “My  Son, 
My  Son”  by  Howard  Spring.  Mrs.  W.  H.  Hombach, 
president,  was  in  charge  of  a brief  business  meeting. 
Hostesses  for  the  party  were  Mesdames  J.  E.  Gelow, 
R.  C.  Woodruff,  Wm.  McGrath,  H.  C.  Nichols,  Emil 
Johnson  and  J.  G.  Woodin. 


Members  of  the  Woman’s  Auxiliary  to  the  Tri- 
County  Medical  Society  had  a most  enjoyable  eve- 
ning at  the  home  of  Mrs.  W.  H.  Hombach  on  Febru- 
ary 22.  An  interesting  discussion  on  the  life  and 
works  of  Thomas  Hardy,  English  novelist,  was  given 
by  Rev.  E.  C.  Rorke.  Preceding  the  program  a buf- 
fet dinner  was  served  to  twenty-seven  members  at- 
tending. Hostesses  were  Mesdames  A.  P.  Synhorst, 
W.  J.  Arrasmith,  John  F.  Campbell,  H.  C.  Wingert, 
B.  D.  Wingert  of  St.  Paul,  M.  R.  Piersol  of  Cairo, 
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and  A.  T.  Hubbel  of  Woodriver.  An  out  of  town 
guest  was  Mrs.  Joseph  P.  Higgins  of  Albion. 


The  Lancaster  County  Medical  Auxiliary  met  for 
tea  at  the  home  of  Mrs.  A.  D.  Munger,  2330  Wood- 
crest,  Lincoln,  on  March  4.  A short  business  meet- 
ing preceded  the  tea  after  which  a delightful  musical 
program  was  presented  by  Mesdames  J.  Marshall 
Neely,  H.  E.  Harvey  and  F.  L.  Rogers.  Sixty  mem- 
bers were  present.  This  auxiliary  is  planning  to 
sponsor  a unique  public  relations  luncheon  at  the 
University  Club  on  April  1.  Fifty  organizations  in 
the  city  have  been  invited  to  submit  ten  questions 
pertaining  to  health  which  will  be  answered  at  this 
time  by  qualified  doctors.  We  shall  be  greatly  in- 
terested in  the  report  on  this  meeting. 


The  Adams  County  Auxiliary  met  with  the  doc- 
tors for  dinner  at  Ingleside  on  March  4.  Fourteen 
members  attended  the  business  meeting  which  was 
followed  by  a delightful  program.  A review  of 
“Stevenson  at  Silverado”  was  given  by  Mr.  J.  F. 
Reese;  two  solos  by  Miss  Mabel  Van  Burg  of  Kene- 
saw;  and  two  violin  numbers  by  Dr.  Marx  of  Ingle- 
side with  Mrs.  Marx  playing  his  accompaniment. 
The  following  officers  have  been  elected  for  the 
coming  year:  President,  Mrs.  L.  W.  Rork;  vice  presi- 
dent, Mrs.  A.  A.  Kostal;  secretary  and  treasurer, 
Mrs.  A.  S.  Knittel  of  Ingleside. 


An  evening  meeting  of  the  Woman’s  Auxiliary  to 
the  Omaha-Douglas  County  Medical  Society  was 
held  February  27,  1940,  in  the  Club  Rooms  of  the 
Medical  Society.  Thirty-seven  members  were  pres- 
ent. After  a short  business  meeting  the  ladies  ad- 
journed to  the  Medical  Arts  Tea  Room  where  six- 
ty-three members  of  the  Omaha-Douglas  County 
Medical  Society  joined  them  for  a buffet  lunch. 


It  won’t  be  long  now  before  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion will  be  convening  at  the  Hotel  Pennsyl- 
vania, New  York  City,  for  their  18th  Annual 
Convention  to  be  held  June  10  to  14,  1940. 
Is  your  reservation  in?  In  order  to  get  a 
reservation,  mail  your  request  today  to  Dr. 
Peter  Irving,  Housing  Bureau,  Room  1036, 
233  Broadway,  New  York  City. 


NEWS  AND  VIEWS 

(Continued  from  page  149) 

The  Omaha  health  department  also  has 
its  troubles.  Mayor  Butler  recently  criti- 
cized the  practice  of  taking  all  police  emer- 
gency cases  to  one  hospital.  “The  idea  of 
passing  up  two  or  three  hospitals  on  the  way 
doesn’t  appeal  to  me,”  said  the  Mayor.  The 
city  of  Omaha  has  a contract  with  the  Nicho- 


las Senn  hospital  to  take  care  of  all  emer- 
gency cases  and  give  indigents  care  up  to  ten 
days. 

The  U.  S.  court  of  appeals  overruled  a 
lower  court  and  ordered  it  to  hear  the  gov- 
ernment monopoly  charges  against  the  Amer- 
iacn  Medical  Association.  The  federal  dis- 
trict court  for  the  District  of  Columbia,  it 
will  be  remembered,  had  sustained  a de- 
murrer brought  by  the  A.M.A.  against  an  in- 
dictment charging  the  national  organization, 
the  Medical  Society  of  the  District  of  Colum- 
bia and  others  with  conspiracy  in  restraint 
of  trade  under  the  Sherman  anti-trust  law. 
The  lower  court,  it  will  be  remembered,  held 
that  medicine  is  a profession  and  not  a trade 
that  is  subject  to  the  anti-trust  law. 

March  2,  1940,  was  the  formal  opening  of 
the  Humboldt  Hospital  under  the  direction 
of  Dr.  Harlan  S.  Heim. 

Nebraskans  attending  the  medical  sessions 
in  Denver  last  February  were  Drs.  John  S. 
Broz  and  H.  A.  Copsey  of  Alliance,  Dr.  W.  E. 
Shike,  Gering,  and  Dr.  R.  R.  Reed  of  Mc- 
Cook. 


PROCEEDINGS  OF  THE  COUNCIL 

(Continued  from  March  Issue) 

Report  of  Executive  Secretary 

By  M.  C.  Smith 

The  year  1939  has  been  the  first  full  year  of 
operation  under  the  new  organization  set-up,  main- 
taining the  headquarters  office  in  Lincoln.  This  has 
also  been  the  first  year  of  operation  under  the  new 
Constitution  and,  for  the  greater  part  of  the  year, 
under  the  new  By-laws,  which  were  adopted  at  the 
Grand  Island  meeting,  with  a duly  elected  Board  of 
Trustees  in  complete  charge  of  the  business  affairs 
of  the  Association.  A resume  of  the  activities, 
methods  and  results  obtained  during  the  past  year 
should  be  of  interest  to  every  member  of  the  Asso- 
ciation and  should  demonstrate  rather  clearly  wheth- 
er or  not  this  new  set-up  might  be  expected  to  oper- 
ate efficiently  and  effectively  for  the  benefit  of  the 
organization. 

This  report  does  not  propose  to  cover  any  of  the 
activities  of  the  various  committees,  since  these  acti- 
vities will  be  reported  by  the  committee  chairmen, 
but  will  be  confined  to  a report  on  the  business  af- 
fairs of  the  Association.  However,  we  do  wish  to 
say  that  we  believe  the  services  now  offered  at  the 
headquarters  office  are  a help  to  all  committees  in 
their  work.  These  facilities  are  available  at  all 
times  to  the  committee  chairmen  and  the  members 
of  their  committees. 

THE  FINANCIAL  REPORT 

The  year  1939  has  been  the  best  year,  financial- 
ly, for  the  Association  for  the  past  ten  years  and 
we  would  like  to  take  this  opportunity  to  point  out 


152 


PROCEEDINGS  OF  THE  COUNCIL 


some  interesting  facts  which  are  disclosed  by  the  re- 
port of  the  Treasurer.  This  was  the  first  year  since 
1931  that  the  Association  has  been  able  to  operate 
within  its  income,  and  the  first  year  since  1930 
that  it  has  been  possible  to  lay  aside  any  funds  in 
the  investment  account.  In  1930  the  Association 
showed  an  operating  profit  of  $1,060.16  and  made 
an  investment  of  $1,000.00.  This  was  the  last  year 
any  investments  for  reserve  had  been  made  until 
1939,  when  an  operating  profit  of  $1,487.36  was 
made  and  an  investment  of  $1,500.00  was  placed 
in  the  reserve.  An  additional  investment  of  $50.00 
was  made  with  funds  received  as  a gift  for  Cancer 
work.  This  is  not  an  Association  reserve  but  is 
merely  carried  in  trust  until  used.  In  1931  the  As- 
sociation showed  an  operating  profit  of  $657.04  and 
since  that  time,  up  to  and  including  1938,  the  loss 
has  been  consistent  each  year.  The  operating  loss 
from  1932  to  1938,  inclusive,  amounted  to  $9,639.38. 
A large  part  of  this  loss  has  been  due  to  an  oper- 
ating loss  in  the  Journal  each  year  during  that 
period.  The  Journal  this  year  shows  an  operating 
profit  of  $646.15.  This  leaves  a balance  of  $841.21 
operating  profit  which  has  occurred  in  the  operation 
of  the  general  business  of  the  Association.  Perhaps 
we  should  call  attention  to  the  fact  that  bills  for 
attorneys  fees  in  the  amount  of  $1,370.00  are  being 
carried  over  into  the  new  year,  for  reasons  shown 
in  the  report  of  the  Board  of  Trustees.  Had  these 
bills  been  paid  from  1939  funds,  there  would  be  left 
a small  balance  of  $117.36  for  the  year. 

THE  STATE  MEDICAL  JOURNAL 

During  the  past  ten  years  the  Journal  has  con- 
sistently lost  money  and  has  been  one  of  the  chief 
causes  for  a continued  operation  of  the  Association 
at  a loss  for  an  extended  period  of  time.  During  the 
year  1939  this  loss  has  given  way  to  a small  profit, 
through  increased  advertising.  It  has  also  been  pos- 
sible to  enlarge  the  Journal,  through  its  increased 
income,  and  we  hope  that  the  benefit  of  this  publi- 
cation, to  the  members,  has  been  greatly  enhanced 
thereby.  In  1938  the  Journal  consisted  of  a total 
of  688  pages,  of  which  180%  pages  were  adver- 
tising and  507%  pages  were  reading  matter. 
In  1939  the  total  pages  were  increased  to  804, 
or  an  increase  of  116  pages.  The  advertising 
pages  were  increased  to  274%  and  the  reading,  to 
529%  pages.  The  total  revenue  for  the  Journal  dur- 
ing the  year  amounted  to  $8,014.99,  which  gross  in- 
cludes an  allotment  of  $1.50  per  member  as  a sub- 
scription charge.  This  compares  with  a gross  of 
$5,211.93  for  1938  and  $5,559.42  for  1937.  The  ex- 
pense of  operation  for  the  Journal  was  $7,368.84, 
leaving  a profit  for  the  year  of  $646.15.  This  profit 
of  the  Journal  could  have  been  raised  above  this 
amount  by  holding  down  the  number  of  pages  to 
that  of  former  years  but,  since  it  is  an  established 
policy  to  publish  the  best  possible  Journal  for  the 
benefit  of  the  members,  this  profit  was  sacrificed 
in  the  interest  of  a better  publication,  increased  in 
size  and  in  reading  material.  Future  prospects 
of  the  Journal  are  very  encouraging  and  the  increase 
in  advertising  shown  for  the  past  year  should  be 
further  extended  during  the  year  1940.  The  interest 
and  fine  cooperation  of  the  members  during  the 
past  year  has  been  most  helpful  and  has  made  pos- 
sible this  fine  showing  in  the  Journal  for  the  year. 

MEMBERSHIP 

We  show  herewith  the  usual  membership  record 
for  the  year,  which  indicates  a loss  of  87  physicians 
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to  the  state  by  death  or  removal  and  an  addition 
of  only  32  physicians,  giving  us  a net  loss  of  55 
for  the  year. 

Table  I 

Members  deceased  10 

Non-members  deceased 33 

Total  Deceased  43 

Members  moved  out  of  state 22 

Non-members  moved  out  of 

state  22 

Total  moved 44 

Total  Loss  87 

New  physicians  in  State 32 

Net  Loss  During  1939  55 

In  Active  Practice  Jan.  1,  1940 

(eligible  for  membership) 1343 

Retired  but  Eligible  for  Mem- 
bership (6  members) 37 

Members  Dec.  31,  1938 1110 

Members  Dec.  31,  1939 1096 

Net  Loss  1939  14 

There  has  always  been  a great  discrepancy  evi- 
dent between  the  number  of  licentiates  in  the  State 
as  shown  by  the  registration  in  the  State  Health 
Department  and  the  number  of  members  of  the  As- 
sociation, which  has  given  the  appearance  of  low 
percentage  of  membership  for  the  state.  During 
the  past  year  we  have  established  a definite  list  of 
members  and  non-members  in  the  state  so  that  we 
might  know  the  status  of  each  licentiate.  We  se- 
cured a list  of  all  licentiates  in  the  state  from  the 
Department  of  Health  and  checked  it  against  our 
records  of  physicians  practicing  in  the  state,  with 
the  result  that  we  set  up  five  distinct  classes  of 
licentiates  to  secure  the  total  of  1902  registered 
physicians  on  Dec.  31,  1939,  as  shown  in  the  Health 
Department  records.  Following  is  the  table: 

Table  II 


Members  1026 

Non-members  354 

Not  Acceptable 54 

Out  State  Licentiates 430 

Internes  (licensed) 38 


Total  1902 


This  table  does  not  show  the  complete  membership 
of  1,096  for  the  year  1939,  since  there  are  some 
unlicensed  honorary  members  as  well  as  members 
who  are  not  licensed.  The  unlicensed  Nebraska 
members  include  mostly  teachers  in  the  medical 
schools  as  well  as  some  government  employees. 
There  is  another  group  of  members  who  reside  in 
other  states  and  are  licensed  in  those  states  but  who 
hold  Nebraska  membership.  There  is  still  another 
group  who  are  licensed  in  Nebraska  and  hold  Ne- 
braska membership  but  reside  in  another  state. 
This  develops  the  following  table  of  membership: 


Table  III 

Members  (Active  practice)  1026 

Members  (Licensed  in  Nebraska— -re- 
siding outside)  16 

Members  (Deceased  during  1939) 10 

Members  (Honorary — not  licensed) 11 

Members  (Residing  in  Nebraska — not 

licensed)  16 

Members  (Residing  outside  Nebraska — 
not  licensed)  17 

Total  Membership  1096 
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To  arrive  at  a true  percentage  of  membership 
for  active  physicians  in  the  state,  we  take  the  num- 
ber 1343,  shown  as  in  active  practice  on  Jan.  1,  1940. 
It  would  not  give  a true  figure  to  charge  men  who 
are  retired  against  this  number  but  since  6 of  the 
37  shown  as  retired  are  members,  we  add  these  to 
the  active,  which  gives  us  a potential  list  of  1,349. 
To  get  a true  list  of  members  for  percentage  we 
can  take  only  those  licensed  members  who  are  ac- 
tively engaged  in  practice  and  those  deceased,  who 
had  been  members  during  1939.  This  gives  us  a 
list  of  1,036.  The  true  percentage,  then,  of  active 
members  in  the  state,  who  are  licensed  and  are 
practicing  medicine,  is  76.8  per  cent. 

THE  PLACEMENT  BUREAU 

During  the  past  year,  a Placement  Bureau  has 
been  established  in  the  headquarters  office  for  the 
purpose  of  assisting  communities  in  need  of  a phy- 
sician to  find  one  who  is  competent  and  to  help 
physicians  who  are  looking  for  a location  to  find 
one  which  is  satisfactory.  The  Deans  of  both  the 
University  of  Nebraska  School  of  Medicine  and  the 
Creighton  University  School  of  Medicine  have  been 
cooperating  in  forwarding  requests  for  physicians 
to  this  office.  We  have  a regular  questionnaire 
which  we  send  out  to  each  community  asking  for  a 
physician  and  which,  when  properly  filled  out,  gives 
us  a very  excellent  idea  of  the  possibilities  of  that 
community  as  a location  for  a physician.  These 
are  kept  on  file  in  the  headquarters  office  and  are 
referred  to  physicians  looking  for  a location.  By 
establishing  this  service  in  the  headquarters  office, 
all  information  of  this  type  is  located  in  one  cen- 
tral place,  making  a convenient  clearing  house  for 
both  physicians  and  communities.  Considerable  use 
has  already  been  made  of  this  service  and,  as  more 
publicity  is  given  to  it,  the  Bureau  should  increase 
in  value. 

COMPONENT  SOCIETY  VISITATIONS 

Since  October  1,  President  Miller,  President-Elect 
Andrews  and  your  Executive  Secretary  have  been 
traveling  over  the  state,  visiting  the  various  county 
and  district  society  units,  presenting  programs  of 
an  economic  nature  and  carrying  to  the  membership 
a message  of  the  benefits  of  organized  medicine  and 
the  activities  of  the  State  Association.  It  was  Dr. 
Miller’s  thought  in  establishing  this  procedure  dur- 
ing his  presidency,  that  all  members  would  thereby 
become  better  acquainted  with  the  various  activities 
of  the  Association.  It  has  not  been  possible  for  all 
three  officers  to  attend  all  of  the  meetings  together, 
due  to  various  conflicts,  but  collectively,  almost 
every  county  society  in  the  state  has  been  visited. 
Reports  which  have  been  received  from  these  meet- 
ings would  indicate  that  much  good  has  been  ac- 
complished and  the  work  has  been  worth  while. 

During  the  year,  the  Executive  Secretary  has 
visited  33  county  societies  and  attended  24  commit- 
tee meetings.  In  addition,  he  has  addressed  four 
lay  groups.  Outside  meetings  attended  have  been 
the  Northwest  Regional  Conference,  Council  on  Medi- 
cal Education  and  the  Secretaries  Conference  in 
Chicago;  the  A.M.A.  meeting  in  St.  Louis;  the 
Mississippi  Valley  Tuberculosis  Conference,  and  the 
Omaha  Midwest  Clinical  Society  in  Omaha,  in  ad- 
dition to  the  Annual  Assembly  in  Grand  Island. 
During  the  past  year  the  Executive  Secretary’s 
travel  has  amounted  to  8,656  miles  traveled  within 


Nebraska,  one  trip  to  St.  Louis  and  three  trips  to 
Chicago. 

CORRESPONDENCE 

The  correspondence  records  in  the  headquarters 
office  show  that  a total  of  2,735  pieces  of  mail 
have  been  received  during  the  year.  In  the  same 
period,  3,861  pieces  of  correspondence  have  gone  out 
of  the  office  and  7,959  pieces  of  mimeographed 
material,  or  a total  of  11,820  pieces  of  outgoing 
mail.  This  makes  a grand  total  of  14,555  pieces 
of  mail  which  have  passed  through  the  office  dur- 
ing the  year. 

CONSTITUTION  AND  BY-LAWS 

Some  instances  have  arisen  during  the  past  year 
which  would  indicate  a need  for  some  changes  in 
the  new  Constitution  and  By-Laws.  This  is  not  to 
be  entirely  unexpected,  but  such  changes  as  are 
needed  should  be  made  in  an  orderly  manner  and 
only  after  due  consideration.  With  this  in  mind  we 
should  like  to  recommend  that  the  Council  request 
the  House  of  Delegates,  at  its  first  meeting  of  the 
Annual  Assembly  for  1940,  to  establish  a perma- 
nent reference  committee  to  be  known  as  the  Com- 
mittee on  Constitution  and  By-Laws.  It  should  be 
the  duty  of  this  committee  to  receive  all  requests 
for  changes  in  either  the  Constitution  or  By-Laws 
introduced  into  the  House  of  Delegates  and  then 
after  study  of  all  proposals,  to  recommend  to  the 
House  those  changes  for  final  passage  which  would 
seem  to  be  in  the  best  interests  of  the  organization. 
This  procedure  would  preclude  the  passage  of  any- 
amendments  which  might  later  prove  to  be  uncon- 
stitutional or  in  conflict  with  any  of  the  existing 
provisions.  Such  a committee  should  also  have  the 
duty  of  studying  the  Constitution  and  By-Laws  as 
well  as  the  authority  to  initiate  amendments  be- 
fore the  House  of  Delegates,  which  are  indicated 
by  their  study. 

In  closing  this  report,  may  we  again  exercise  this 
annual  privilege  of  extending  our  appreciation  to 
the  officers  and  members  who,  through  their  excel- 
lent cooperation  and  friendship,  have  made  it  pos- 
sible for  us  to  serve  this  Association  through  an- 
other year  which  we  feel  we  may  look  back  upon  as 
one  of  accomplishment. 

Respectfully  submitted, 

M.  C.  SMITH. 


REPORT  OF  F.  S.  A.  COMMITTEE 

The  F.  S.  A.  Committee,  consisting  of  Dr.  Roy 
Whitham,  Lincoln,  Dr.  E.  E.  Koebbe,  Columbus,  and 
Dr.  C.  W.  Way,  Wahoo,  worked  out  a broad  agree- 
ment with  the  F.  S.  A.  for  the  care  of  their  relief 
clients  in  Nebraska  early  in  1939.  Copies  of  this 
agreement  have  been  distributed  among  the  officers 
of  the  Association  and  the  secretaries  of  the  County 
Medical  Societies.  It  is  to  be  used  as  a guide  for 
County  Medical  Societies  in  making  contracts  with 
the  F.  S.  A. 

Briefly  the  contracts  by  the  County  Medical  So- 
cieties provide  for  emergency  medical,  surgical, 
hospital  and  dental  care  and  drugs  at  an  annual  rate 
of  $30.00  per  family.  Hospital  and  drug  bills  are 
paid  as  preferred  claims  and  physicians’  bills  are 
paid  each  month  on  a pro  rata  basis.  Physicians’ 
bills  are  submitted  according  to  the  following  fee 
schedule. 
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House  Call: 

City,  1 patient $ 3.00 

Each  additional  patient 1.00 

Country,  1 patient  (1  way  mileage  at  50c) 2.00 

Each  additional  patient 1.00 

(Mileage  will  be  allowed  on  the  basis  of 
the  mileage  from  the  home  of  the  near- 
est physician  rendering  similar  service). 

Hospital  call,  limited  to  one  a day 2.00 

(No  mileage) 

Office  call,  limited  to  one  a day 1.00 

(Including  1 laboratory  examination) 

Laboratory  examination,  per  unit,  one  may 

be  included  in  call .50 

(A  unit  is  a simple  procedure,  e.  g.,  urinaly- 
sis, white  blood  count,  red  blood  count  and 
hemoglobin,  etc.). 

Obstetrics: 

Hospital  delivery 25.00 

Home  delivery,  no  mileage 35.00 

(To  include  pre-natal  and  six  weeks  post- 
natal care.  Caesarean  sections  as  major 
operations.  Conditions  to  be  described). 

General  anaesthetic 5.00  to  10.00 

Spinal,  including  materials 10.00 

X-ray  pictures,  to  be  itemized 2.50  to  10.00 

(X-ray  treatments  excluded). 

Emergency  major  surgery,  including  after 
care  by  surgeon,  nature  of  surgery  to  be 

stated 50.00  to  75.00 

Emergency  minor  surgery,  nature  of  surgery 

to  be  stated 5.00  to  25.00 

Fractures,  including  fifteen  days  after  care 
by  surgeon,  nature  of  fracture  to  be  stat- 
ed   5.00  to  75.00 

(Nebraska  State  Compensation  Schedule  to 
be  used  as  a fee  guide) 

Emergency  refractions  by  an  occulist  to  be 

provided  for  at 5.00 

The  contract  is  made  by  the  County  Medical  So- 
ciety and  a report  of  each  month’s  experience  is 
submitted  to  the  F.  S.  A.  Committee  by  the  County 
Society.  It  is  recommended  that  only  members  of 
the  County  Society  (or  a neighboring  society)  be 
placed  on  the  list  of  physicians  rendering  the  serv- 
ice since  outsiders  would  be  beyond  the  control  of 
the  contracting  party  which  is  the  County  Medical 
Society. 

The  following  County  Medical  Societies  had  en- 
tered into  contracts  with  the  F.  S.  A.  and  had  begun 
to  operate  before  January  1,  1940: 

Custer,  September  1,  1939;  Filmore,  December  1, 
1939;  Howrard,  October  1,  1939;  Knox,  July  1,  1939; 
Pawnee,  July  1,  1939;  Platte,  August  1,  1939;  Polk, 
August  1,  1939;  Seward,  December  1,  1939;  Sher- 
man, December  1,  1939;  Webster,  December  1,  1939. 

The  following  County  Medical  Societies  have 
completed  preliminary  arrangements  and  will  prob- 
ably begin  to  operate  early  in  1940: 

Boone,  January  3,  1940;  Box  Butte,  January  1, 
1940;  Butler,  February  1,  1940;  Dawrson,  January  1, 
1940;  Gosper,  Questionable;  Phelps,  Questionable; 
Greeley,  February  15,  1940;  Nuckolls,  February  15, 
1940;  Saunders,  January  1,  1940;  Scotts  Bluff,  Janu- 
ary 1,  1940;  York,  February  15,  1940. 

Five  counties  have  made  a total  of  22  monthly  re- 
ports to  this  Committee.  These  counties  are  Paw- 
nee, Custer,  Platte,  Knox  and  Howrard.  The  ex- 
perience of  these  counties  is  indicated  by  the  follow- 
ing table.  Further  data  are  available  for  study  in 


the  original  reports  which  are  made  to  Mr.  Smith 
and  kept  in  his  office. 


Bills 

Presented 

Physicians  and  dis- 
pensed drugs $12,071.76 

Hospital  and  ambu- 
lance   1,877.75 

Prescribed  drugs 957.99 

Dental  care 591.61 


Payments  Percent 

$ 9,200.72  76.2% 

1,868.04  99.5% 
953.42  99.5% 
548.81  92.7% 


Total  $15,499.11  $12,570.99  81.1% 

From  this  experience  it  appears  that  the  contracts 
are  paying  out  about  75%  of  physicians  bills.  How- 
ever, perusal  of  original  reports  would  suggest  that 
this  percentage  will  be  decreased  somewhat  as  the 
contracts  are  in  operation  for  a longer  time. 

NOTE — With  this  report  wTe  are  submitting  copies 
of  the  Agreement  between  the  Committee  and  the 
F.  S.  A.  and  the  form  used  by  the  County  Society 
in  making  monthly  reports  to  the  Committee. 

Respectfully  submitted, 

Roy  H.  Whitham,  M.  D.,  Chairman. 


F.  S.  A.  RECORD 

County Month 19 

Total  No.  F.  S.  A.  families  in  County 

Total  No.  families  registered 

Total  No.  individuals  registered 

Total  No.  physicians  cooperating 

Total  funds  available  for  month 

Amount  paid  out Balance 

No.  families  treated  during  month 

No.  individuals  treated 

FINANCIAL  SCHEDULE 
Amt. 

Accounts : Presented  Amt.  Paid  % Paid 

Physicians  (residing  in  county)-  

Physicians  (outside  county) 

Total  Physicians 

Hospital  

Drug  

Dental  

Total  Bills  Paid 

MEDICAL  CARE  STATISTICS 
Physicians 

No.  Amt.  Pd. 

Office  calls  

Home  calls  

Obstetrical  cases  

Major  surgery  

Minor  surgery  

Tonsillectomies  

Total  


Type  of  Case 

Surgical  

Medical  

Obstetrical 

Total  


Hospitals 


SIGNED 


Total  Days  Amt.  Pd. 


Trustee. 
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Programs  Arranged 

Scientific  Programs 29 

Speakers  57 

Lay  Programs 13 

Speakers  13 

Tuberculosis  Campaign  Addresses 121 

Speakers  61 

Number  in  Audience *15,512 


Total  Number  of  Programs  Arranged 163 

Total  Number  of  Speakers  Supplied 131 


*This  figure  represents  possibly  about  three- 
fourths  of  total  number  who  heard  addresses. 


Volume  25 
Number  4 


PROCEEDINGS  OF  THE  COUNCIL 


155 


Funds  Expended 


Office  Rent,  12  months  @ $20.00 $240.00 

Electricity,  12  months 4.97 

Telephone,  12  months $69.30 

Long  Distance  and  Telegrams  (Inc. 

Tbc.  Campaign)  51.09  120.39 


Miscellaneous  Office  Supplies,  12 
months  7.61 


Total $372.97 


Recommendations 

1.  Recommend  that  four  hundred  dollars 
($400.00)  be  ear-marked  for  the  Bureau  for  1940. 

2.  No  special  lay  campaigns  have  so  far  been 
planned  for  this  year. 

3.  Plans  for  scientific  meetings  of  County  Medi- 
cal Societies  have  been  arranged.  It  is  felt  that  the 
County  Medical  Societies  have  not  availed  them- 
selves of  their  opportunity  for  help  in  the  make-up 
of  programs.  Those  societies  using  this  service  have 
been  high  in  their  praise  of  the  Association’s  endeav- 
or to  cooperate  with  them  in  the  build-up  of  scien- 
tific programs. 

There  is  a growing  difficulty  in  obtaining  speak- 
ers to  go  any  great  distance  out  into  the  state,  es- 
pecially if  that  distance  entails  outlay  for  trans- 
portation and  the  loss  of  considerable  time  from 
the  office. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.  D., 
Chairman  of  Speakers  Bureau. 


REPORT  OF  THE  MATERNAL  AND 
CHILD  HEALTH  COMMITTEE 

At  the  last  annual  meeting  of  the  State  Society, 
the  Maternal  and  Child  Health  Committee  appeared 
before  the  Council  with  a request  for  authority  to 
concur  in  possible  expansion  of  the  Maternal  and 
Child  Health  activities  in  the  state.  This  request 
wras  made  in  light  of  the  fact  that  advance  informa- 
tion was  to  the  effect  that  the  Federal  Government 
was  committed  to  a policy  of  expansion  and  that 
certain  funds  already  allotted  to  this  state  might  be 
taken  away  if  an  expanded  program  was  not 
launched.  The  Council  and  the  House  of  Delegates 
gave  such  permission  providing  wisely  that,  if  and 
when  such  funds  became  available,  their  administra- 
tion should  be  in  accord  with  the  14  points  of  the 
A.  M.  A.  program. 

On  July  1st  the  State  Department  of  Health  was 
informed  by  the  Children’s  Bureau  that  the  program 
was  unsatisfactory  and  would  remain  so  until  it 
could  be  shown  that  expansion  had  taken  place.  A 
special  representative  was  dispatched  to  Nebraska 
to  iron  out  certain  budgeting  difficulties  and  after 
a conference  a satisfactory  rearrangement  of  the 
budget  was  accomplished.  The  Acting  Director  of 
Health  then  submitted  his  proposed  plan  to  the  Ma- 
ternal-Child Health  committee  for  approval.  Briefly 
the  expanded  program  included  some  extra  person- 
nel and  the  establishment  in  Dundee  County,  already 
classified  as  an  M.  C.  H.  demonstration  unit,  of  a 
plan  whereby  the  three  physicians  in  the  county 
were  to  receive  extra  remuneration  for  prenatal 
care  among  indigent  patients.  In  other  words,  in 
addition  to  the  small  fee  received  from  the  county 


or  assistance  authority,  the  M.  C.  H.  division  after 
setting  up  minimum  standards  of  care,  was  and  is 
prepared  to  remunerate  the  physician  additionally 
for  prenatal  and  post  natal  care.  These  arrange- 
ments did  not  substitute  for  nor  replace  the  existing 
county  obligation  to  pay  the  physician  for  actual 
delivery  care  of  the  indigent.  During  the  four 
months  that  the  plan  has  been  in  operation,  a total 
of  $112  has  been  thus  expended.  This  plan  was  not 
placed  in  operation  until  it  had  received  the  con- 
sent of  the  county  officials  and  more  particularly 
the  physicians  concerned.  It  is  to  be  noted  again 
that  the  expenditure  of  funds  for  direct  aid  to  the 
indigent  for  prenatal  and  dental  care  is  practiced  by 
the  state  health  department  only  in  one  county  and 
that  county  was  chosen  only  because  it  was  already 
functioning  as  a demonstration  unit. 

The  M.  C.  H.  committee,  cooperating  with  the  di- 
rector of  the  Maternal  and  Child  Health  and  the 
executive  secretary  of  the  N.  S.  M.  A.,  provided  a 
post  graduate  course  in  Obstetrics  and  Pediatrics 
in  five  Nebraska  towns  during  the  month  of  Novem- 
ber. Utilizing  lecturer’s  from  the  University  of 
Chicago  and  the  University  of  Michigan,  a series  of 
clinics  and  lectures  were  provided  that  at  this  time 
seem  to  have  been  well  received.  For  the  first  time 
in  the  history  of  post  graduate  refresher  courses, 
the  clinical  case  presentation  and  wet  clinic  feature 
was  carried  out  successfully.  Only  the  enthusiastic 
cooperation  of  the  physicians  in  the  area  made  this 
possible.  A total  of  164  physicians  wrere  registered 
at  the  meeting  with  a total  attendance  at  all  meet- 
ings of  659;  27  obstetrical  cases  and  55  pediatric 
cases  were  presented  and  seen  in  consultation.  Be- 
cause of  the  demand,  a similar  course  is  being  ar- 
ranged for  the  first  three  weeks  in  April ; when 
completed  we  will  have  covered  the  entire  state  dur- 
ing the  year  at  a cost  not  to  exceed  $3,000. 

A further  phase  of  the  expanded  M.  C.  H.  pro- 
gram has  been  under  consideration  for  the  past 
three  months  and  has  reached  the  stage  where  it 
can  be  publicized  in  this  report.  As  a matter  of 
fact  your  chairman  has  been  specifically  asked  by 
the  Acting  Director  of  Health,  and  the  Dean  of  the 
University  of  Nebraska  Medical  School  to  bring  this 
new  activity  to  the  attention  of  the  Council.  The 
Dean  of  the  Medical  School,  the  Acting  Director  of 
Health  and  the  Chairman  of  the  M.  C.  H.  commit- 
tee have  developed  a plan  whereby  additional  funds 
may  be  had  to  further  the  educational  activities  of 
the  Maternal  and  Child  Health  program  in  this 
state.  This  plan  has  received  the  approval  of  the 
Board  of  Regents.  It  is  proposed  that  the  Medical 
school  obtain  the  services  of  a qualified  specialist  in 
Obstetrics  and  Pediatrics.  These  two  men  will  act 
in  a full  time  capacity  to  carry  out  the  following 
program: 

1.  Teaching  of  undergraduate  students. 

2.  Training  of  residents  and  interns. 

3.  Intra  mural  post  graduate  teaching  (short 
course  in  the  Medical  school  for  physicians). 

4.  Post  graduate  circuit  courses  to  be  conducted 
along  similar  lines  to  that  mentioned  earlier  in  this 
report. 

It  is  felt  that  this  program  is  vitally  important 
to  every  member  of  the  profession  in  the  state. 
Through  it  physicians  will  be  able  to  attend  special- 
ly designed  post  graduate  lectures  and  clinics  in 
the  University  as  well  as  attending  post  graduate 
courses  brought  to  their  own  community.  The  ex- 


156 


PROCEEDINGS  OF  THE  COUNCIL 


periences  of  other  states  where  similar  programs 
are  already  in  operation  have  proven  beyond  doubt 
to  be  highly  successful. 

Throughout  the  year  there  has  been  a splendid 
cooperative  spirit  manifest  by  the  State  Department 
of  Health.  Problems  bearing  directly  or  indirectly 
on  the  policies  of  the  State  Medical  Society  have 
been  numerous.  Several  decisions  have  had  to  be 
made  in  the,  shortest  possible  time.  In  all  cases 
dealing  with  problems  of  Maternal  and  Child  Health, 
consultation  with  the  society  representative  was 
made  possible.  We  are  pleased  to  make  this  report 
at  this  time  and  the  chairman  expresses  his  thanks 
to  the  other  members  of  the  committee. 

Respectfully  submitted, 

Harold  S.  Morgan,  M.  D., 
Chairman  of  Maternal  and  Child 
Health  Committee. 


REPORT  OF  TUBERCULOSIS  COMMITTEE 

To  the  Council,  Nebraska  State  Medical  Associa- 
tion: 

Activities  of  the  Tuberculosis  Committee  since 
Jan.  1,  1939  have  consisted  of: 

1.  A tuberculosis  educational  campaign,  carried 
out  by  the  Speakers’  Bureau.  This  campaign  oc- 
cupied the  first  two  weeks  of  March,  1939,  and  in- 
cluded 121  talks  by  members  of  the  State  Medical 
Association  in  many  different  towns.  A complete 
report  of  this  activity  will  no  doubt  be  included 
in  the  Speakers’  Bureau  report,  and  will  not  be 
given  here. 

2.  The  State  Survey  was  resumed  in  Sept.  1939, 
under  the  direction  of  the  (State)  Department  of 
Health,  as  prescribed  by  the  1939  Unicameral  Legis- 
lature. Dr.  Bartholomew  requested  the  Tubercu- 
losis Committee  to  act  as  Medical  Advisory  Com- 
mittee in  this  program.  It  was  agreed  that  the 
survey  would  be  carried  out  in  much  the  same  man- 
ner as  previously,  the  important  changes  being  the 
appointment  of  a full  time  medical  director,  and 
the  addition  of  epidemiological  and  follow-up  serv- 
ices. Dr.  E.  A.  Rogers  was  appointed  to  this  posi- 
tion, and  he  and  his  staff  have  been  working  in  Buf- 
falo County  since  Sept.  1,  1939.  A summary  of  the 
testing  up  to  Dec.  1,  is  attached. 

3.  Miscellaneous  activities  have  been: 

a.  Cooperation  with  the  auxiliary  and  the  Ne- 
braska State  Tuberculosis  Association  in  carrying 
out  a state-wide  essay  contest  in  schools.  A report 
of  this  activity  has  been  requested,  but  is  not  at 
present  available. 

b.  Occasional  help  to  the  Speaker’s  Bureau  in 
selecting  speakers  and  material. 

c.  Furnishing  material  for  the  State  Journal  and 
for  medical  facts. 

The  committee  proposes  to  continue  the  same  line 
of  activities  during  the  remainder  of  the  year,  with 
special  emphasis  on  Tuberculosis  during  March. 
1940.  We  believe,  however,  that  a continuous  speak- 
ing campaign  would  be  preferable  to  a short  inten- 
sive one  such  as  was  conducted  last  year.  County 
societies  and  lay-groups  should  be  encouraged  to  re- 
quest speakers.  If  sufficient  demand  is  not  forth- 
coming, some  other  means  of  reaching  the  members 
and  the  public  should  be  adopted,  such  as  institutes, 
x-ray  conferences,  etc. 

E.  W.  Hancock,  Chairman. 


Nebr.  S.  M.  Jour. 
April.  1940 


(State)  Department  of  Health 

Lincoln,  Nebraska 

SURVEY  OF  HUMAN  TUBERCULOSIS 
(Summary  of  Tuberculin  Testing  in  Buffalo  County 


as  * 

of  January  1, 

1940) 

Previously  Dec.  1 to 

Reported 

Jan.  1 

Total 

Total  Tested 

. 1,990 

443 

2,433 

Negative 

. 1,686 

412 

2,098 

Positive 

. 304 

31 

335 

% Positive 

15.3% 

7% 

13.7% 

Total  Under  15 

720 

275 

995 

Negative 

. 691 

271 

962 

Positive 

29 

4 

33 

% Positive 

4% 

1.5% 

3.3% 

Total  Over  15 

._1,270 

168 

1,438 

Negative 

_ 995 

141 

1,136 

Positive 

_ 275 

27 

302 

% Positive  

21.7% 

16% 

21% 

X-rays  taken  to  date:  218. 

Source 

of  Individuals  Tested: 

Kearney  (includes  college) 

. 1,280 

Gibbon 

. 401 

Riverdale 

_ 118 

Elm  Creek  . 

. 310 

Odessa 

. Ill 

Glenwood 

31 

Amhurst 

_ 182 

2,433 

1939  REPORT 

OF  CONVALESCENT 

SERUM 

COMMITTEE 


Your  Committee  has  been  active  the  past  year. 
Depots  for  the  distribution  of  serum  are  established 
under  the  control  of  committee  members  at  Norfolk, 
Grand  Island,  Lincoln,  North  Platte,  McCook,  Ger- 
ing,  Chadron  and  Omaha.  Each  committee  mem- 
ber has  cooperated  to  the  fullest  extent. 

With  the  help  of  some  of  the  officers  of  the  State 
Medical  Society,  our  legislature  appropriated  one- 
thousand  dollars  to  help  in  this  work.  This  sum 
must  last  us  until  1941. 

We  wish  especially  to  take  this  opportunity  of  ex- 
pressing publicly,  our  thanks  to  W.  A.  Piel  & Com- 
pany for  the  donation  of  a refrigerator  to  properly 
care  for  our  stock  of  serum  in  Omaha.  Other  fi- 
nancial assistance  has  not  been  forthcoming. 

Because  of  lack  of  necessary  funds  it  is  impos- 
sible to  establish  a licensed  laboratory  and  serum 
center  in  our  state  at  this  time.  Therefore,  for  the 
past  twro  years  we  have  been  purchasing  serum  from 
established  serum  centers  throughout  the  country. 
It  is  the  hope  and  dream  of  this  committee  that  the 
time  will  not  be  far  distant  when  Nebraska  will  join 
other  states  in  the  establisment  of  an  adquate  serum 
center. 

For  the  past  year,  your  chairman  has  been  par- 
ticularly interested  in  the  endeavor  to  acquaint 
groups  of  lay  people  as  to  the  value  of  convalescent 
serum  in  the  prevention  and  treatment  of  disease. 
Several  talks  in  various  sections  of  the  state  have 
been  given,  both  to  lay  and  professional  groups. 
Interest  in  the  value  of  convalescent  serum  as  a 
distinct  therapeutic  agent  is  constantly  increasing. 
The  demand  for  it  in  Nebraska  is  increasing  day  by 
day. 
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SUMMARY  OF  SERUM  ACCOUNT 
Amount  of  polio  serum  on  hand  Jan.  1,  1939-  2340  c.c. 

Amount  of  polio  serum  purchased  during  1939  2100  c.c. 

4440  c.c. 

Amount  polio  serum  paid  for 1820  c.c. 

Amount  polio  serum  unpaid 2520  c.c. 

Amount  polio  serum  on  hand  all  depots 100  c.c. 


4440  c.c. 

Amt.  scarlet  fever  serum  on  hand  Jan.  1.  1939  TOO  c.c. 

Amt.  scarlet  fever  serum  purchased  in  1939 1700  c.c. 


2400  c.c. 

Amount  scarlet  fever  serum  paid  for 1050  c.c. 

Amount  scarlet  fever  serum  unpaid 610  c.c. 

Amount  scarlet  fever  serum  on  hand 740  c.c. 


2400  c.c. 

Amount  measles  serum  on  hand  Jan.  1,  1939-  165  c.c. 

Amount  measles  serum  purchased  during  1939  170  c.c. 


335  c.c. 

Amount  measles  serum  paid  for 255  c.c. 

Amount  measles  serum  unpaid 00  c.c. 

Aomunt  measles  serum  on  hand 80  c.c. 


335  c.c. 

Amount  mumps  serum  on  hand  Jan.  1,  1939-  00  c.c. 

Amount  mumps  serum  purchased  during  1919  240  c.c. 


240  c.c. 

Amount  mumps  serum  paid  for 00  c.c. 

Amount  mumps  serum  unpaid 120  c.c. 

Amount  mumps  serum  on  hand 120  c.c. 


240  c.c. 


FINANCIAL  SUMMARY 
Jan.  1,  1939.  to  Jan.  1,  1940 
Receipts 


Amount  on  hand  Jan.  1,  1939 $371.08 

Received  from  State 200.00 

Sale  of  Polio  Serum 455.00 

Sale  of  Scarlet  Fever  Serum 279.93 

Sale  of  Measles  Serum 105.30 


Disbursements 

Deutsch  Serum  Center  for  Polio  Serum 

Deutsch  Serum  Center  for  Scarlet  Fever  Serum 

Deutsch  Serum  Center  for  Measles  Serum 

Deutsch  Serum  Center  for  Mumps  Serum 

Iowa  State  Serum  Center  for  Polio  Serum 

Iowa  State  Serum  Center  for  Measles  Serum 

R.  R.  Expense  to  Serum  Assn.  Convention 

Assessment  Serum  Association 

Printing  

Expense  Serum  Exhibit 

Secretary  ($10  per  month) 

Telephone  and  Telegraph 

Postage  and  Express 

Refrigeration  of  Serum 

Accounting  Expense  


$1411.31 


$360.00 
. 388.25 
28.00 

48.00 
. 37.50 

9.00 

30.00 
3.20 

. 26.05 

9.00 
. 120.00 
23.05 
. 28.72 

21.76 
9.55 


$1142.08 

Amount  on  hand  January  1.  1940 $269.23 


REPORT  OF  ADVISORY  COMMITTEE 

Your  Advisory  Committee  to  the  Woman’s  Aux- 
iliary begs  to  make  the  following  report  for  the  year 
1939: 

The  officers  elected  at  the  annual  meeting  in 
May,  1939,  were  as  follows: 

President Mrs.  James  E.  M.  Thomson,  Lincoln 

President-Elect Mrs.  A.  D.  Brown,  Grand  Island 

Secretary Mrs.  Walter  W.  Carveth,  Lincoln 

Treasurer Mrs.  Harley  Anderson,  Omaha 

First  Vice  President Mrs.  Olin  J.  Cameron,  Omaha 

Second  Vice  President — Mrs.  Allan  Campbell,  Lincoln 

In  June  they  were  represented  at  the  National 
Convention  in  St.  Louis.  Two  of  their  state  mem- 
bers were  on  the  national  board. 

The  auxiliary  has  furnished  a very  interesting 
page  in  our  State  Medical  Journal,  their  aim  being 
to  stimulate  intelligent  interest  in  their  organiza- 
tion and  in  the  medical  profession. 


Their  aims  have  been  (1)  to  keep  themselves  in- 
formed of  legislation  which  concerns  the  profes- 
sion, (2)  to  promote  friendly  relations  between 
themselves  and  other  organizations,  (3)  to  encour- 
age health  education,  (4)  to  promote  the  circulation 
of  “Hygeia.” 

Monthly  letters  have  been  sent  by  the  officers  to 
all  the  county  auxiliaries,  keeping  them  informed  of 
developments  important  to  them. 

There  are  nine  auxiliaries  which  cover  twenty- 
three  counties.  On  Nov.  6th  a new  auxiliary  was 
organized  in  Adams  County. 

Each  county  auxiliary  chooses  its  own  local  activ- 
ity. This  includes  sponsoring  special  charities,  in- 
vestigating milk  supplies,  aiding  in  pre-school  ex- 
amination of  children,  sale  of  tuberculosis  stamps, 
placing  books  in  hospitals,  and  donating  services  to 
emergency  work.  All  auxiliaries  place  “Hygeia”  in 
the  schools  and  are  contemplating  public  relations 
meetings. 

The  auxiliary  voted  $25.00  to  the  student  loan 
fund  and  has  given  two  prizes  this  fall  to  the  State 
Tuberculosis  Radio  Contests  for  school  children. 

Faithfully  yours, 

T.  P.  Moyer,  M.  D., 

E.  W.  Hancock, 

E.  S.  Weggner. 


STUDENT 

LOAN 

FUND 

Total 

number 

of  loans 

4 

_ _ 15 

Number  paid 

in  full 

4 

Number  outstanding 

10 

In  school 

1 

Amt.  of  Amt.  Paid  Amt.  Due  Interest 

Interest 

Loan  < 

on  Loan 

on  Loan 

Paid 

Due 

Loan 

No. 

i 

_ $100.00 

$ 17.00 

$ 83.00 

$ 51.00 

$ 

Loan 

No. 

2 

300.00 

300.00 

22.00 

126.00 

Loan 

No. 

3 . 

200.00 

200.00 

78.00 

Loan 

No. 

4 . 

300.00 

300.00 

69.00 

Loan 

No. 

5 

200.00 

200.00 

36.00 

Loan 

No. 

6 

400.00 

9.00 

391.00 

120.00 

Loan 

No. 

7 

300.00 

255.00 

45.00 

63.00 

Loan 

No. 

8 _ 

_ 200.00 

50.00 

150.00 

42.00 

Loan 

No. 

9 

200.00 

10.00 

190.00 

36.00 

Loan 

No. 

10 

300.00 

300.00 

48.00 

24.00 

Loan 

No. 

11 

. _ 50.00 

50.00 

4.50 

Loan 

No. 

12 

_ 300.00 

300.00 

30.00 

Loan 

No. 

13 

400.00 

400.00 

24.00 

Loan 

No. 

14 

200.00 

200.00 

18.00 

Loan 

No. 

15 

300.00 

300.00 

6.00 

3.00 

$3750.00 

$1091.00 

$2659.00 

$647.50 

$153.00 

MORRIS  NIELSEN.  Chairman. 

Following  is  a copy  of  the  financial  statement  of  the  Student 
Loan  Fund  as  of  June  7th,  when  the  Fund  was  turned  over  to 
me. 

STUDENT  LOAN  FUND  REPORT— 1939 
Receipts 


January  1,  1939,  Cash  on  hand $264.75 

January  7.  1939,  Loan  No.  7 25.00 

January  23,  1939.  Loan  No.  13 6.00 

February  6.  1939.  Loan  No.  9 14.00 

February  13,  1939,  Loan  No.  14 6.00 

February  14.  1939,  Loan  No.  6 12.00 

March  4.  1939.  Loan  No.  7 25.00 

March  10.  1939.  Loan  No.  12 12.00 

April  4,  1939.  Loan  No.  7 25.00 

April  17,  1939,  Loan  No.  8 12.00 

May  15,  1939.  Loan  No.  1 20.00 

June  2.  1939,  Loan  No.  9 10.00 

June  5,  1939,  Loan  No.  7 25.00 


$456.75 


$100.00 
100.00 
255.75 
1.00 

$456.75 

Following  is  the  financial  statement  from  June  7.  1939.  to 
Jan.  1,  1939: 

Receipts 


June  7,  1939.  Cash  on  hand $255.75 

August  16,  1939,  Loan  No.  8 22.00 


Disbursements 

February  1.  1939,  Loan  No.  13 

February  1.  1939.  Loan  No.  15 

June  7,  1939.  Cash — Omaha  Nalt.  Bank 
February,  1939,  Bank  charge 
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August  25,  1939,  Loan  No.  15 6.00 

September  18.  1939.  Loan  No.  7 50.00 

October  4.  1939.  Loan  No.  12 6.00 

October  6.  1939.  Loan  No.  14 6.00 

October  23.  1939.  Loan  No.  13 12.00 

November  22.  1939.  Nebr.  State  Med.  Aux 25.00 

December  30,  1939.  Loan  No.  8 31.00 


$413.75 

Disbursements 

September  22,  1939.  Loan  No.  15 $100.00 

October.  1939.  Bank  charge  .05 

January  1,  1940.  Cash — Omaha  Natl.  Bank 313.70 


$413.75 

MORRIS  NIELSEN.  Chairman. 


REPORT  OF  COMMITTEE  OX  LIBRARY, 
NECROLOGY  AND  RECORDS 

Your  committee  begs  to  make  the  following  re- 
port for  the  year  1939: 

The  board  of  trustees  has  authorized  the  pur- 
chase of  a book  case  to  be  placed  in  the  home  office 
for  preservation  of  books  received  by  the  State 
Medical  Association  from  publishers  for  review  or 
reading  notice.  This  has  been  done. 

Through  the  year  numerous  volumes  have  accu- 
mulated (30  in  number). 

The  board  of  trustees  has  authorized  the  estab- 
lishment of  a lending  library  to  physicians  over  the 
state  who  can  retain  the  volumes  for  a period  of  ten 
days  for  review  or  inspection.  The  books  must 
then  be  returned  to  the  lending  library  for  preserva- 
tion. 

During  the  year  1939  fifty-three  doctors  have 
died.  This  number  includes  one  past  president  and 
ten  active  members  of  the  State  Association. 

Yours  faithfully, 

T.  C.  Moyer,  M.  D., 

C.  W.  M.  Poynter, 

J.  C.  Waddell. 


EDITOR’S  REPORT 

As  in  previous  years  I wish  to  submit  a report  on 
the  editorial  phases  of  the  Journal.  There  have  been 
several  changes  in  make-up  in  the  past  year.  The 
type  was  changed  as  of  January  1,  1939,  to  a bolder 
face,  which  is  an  improvement  upon  the  dull-faced 
type  previously  used. 

An  innovation  which,  in  my  opinion,  is  of  signifi- 
cant improvement  is  the  policy  of  starting  each 
original  article  on  a new  page.  In  additon  to  af- 
fording better  prominence  to  the  individual  paper,  it 
gives  us  a chance  to  include  material  generally 
known  as  “readers”  which  in  many  instances  are  in- 
teresting and  informative  items.  Naturally,  these 
readers  are  obtained  from  unquestionable  sources 
and  are  chosen  with  the  view  to  serve  the  rank  and 
file  of  the  physicians  in  Nebraska. 

“In  This  Issue,”  is  another  feature  which  was 
added  this  year.  It  is  designed  to  create  an  inter- 
est in  the  original  articles  presented  in  a particular 
issue. 

Early  this  fall  the  Committee  on  Medical  and 
Public  Health  Education  held  a meeting  to  discuss 
the  feasibility  of  featuring  articles  on  certain 
months.  Each  sub-committee  of  this  central  com- 
mittee was  assigned  a certain  month  during  which 
time  the  particular  specialty  which  they  represent 
be  discussed  at  meetings  of  county  and  district  medi- 
cal societies  such  papers  also  to  appear  as  original 
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articles  in  the  Journal.  Thus,  the  month  of  Janu- 
ary carried  two  papers  on  pneumonia;  the  February 
number  has  four  papers  on  heart  disease;  the  March 
number  is  to  be  devoted  to  tuberculosis  and  the  April 
number  to  cancer;  May  to  maternal  and  child  health. 
This  system  should  be  of  value  and  every  effort  Mill 
be  made  to  emphasize  this  service  to  our  readers. 

In  the  Editorial  Section  the  principle  is  always 
kept  in  mind  that  topics  of  interest  to  the  members 
of  this  Association  occupy  important  space  featured 
in  ten  point  type  and  presented  in  a manner  that  is 
not  a strain  to  the  eyes  of  the  reader.  The  organi- 
zation of  the  material  to  various  sections  was  start- 
ed the  year  before  last,  and  the  innovation  has 
proven  valuable.  The  Women’s  Auxiliary  has  been 
active  and  has  occupied  more  space  this  year  than 
ever  before.  The  following  tabulation  is  submitted 
for  a summary: 


Number  of  Original  Articles 86 

Number  of  Cuts 127 

Number  of  Editorials 29 

Number  of  inches  in  Original  Articles 5178 

Number  of  inches  in  Editorials 285 

Number  of  inches  in  Announcements 222 

Number  of  inches  in  News  and  Views 183 

Number  of  inches  in  Woman’s  Auxiliary 255 

Number  of  inches  in  State  Department  of  Health 137 

Number  of  inches  in  Tuberculosis  Abstracts 109 

Number  of  inches  in  Deaths.  Marriages.  Births 106 

Number  of  inches  in  Societies 106 

Number  of  inches  in  Press  Comments 140 

Number  of  inches  in  Human  Interest  Tales 126 

Number  of  inches  in  Books 77 

Number  of  inches  in  Miscellaneous  (includes  Association 

matters.  President’s  page.  Speakers’  Bureau,  etc.) 1716 


8640 

Again  I wish  to  express  my  sincere  thanks  to  the  Publication 
Committee  and  to  our  publishers  for  their  helpful  suggestions 
and  perfect  co-operation. 

Respectfully  submitted. 

HERMAN  M.  JAHR.  M.  D..  Editor. 


(STATE)  DEPARTMENT  OF  HEALTH 
Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 

1940  1939 


Febr. 

Jan. 

Total 
to  Date 

Febr. 

Jan. 

Total 
to  Date 

Chicken-pox 

112 

102 

214 

260 

179 

439 

Diphtheria 

7 

13 

20 

15 

14 

29 

Influenza 

8 

13 

21 

0 

1 

1 

Measles 

200 

212 

412 

237 

169 

406 

Meningitis,  C.  S._ 

2 

2 

4 

2 

2 

4 

Poliomyelitis 

0 

0 

0 

0 

3 

3 

Scarlet  fever 

84 

137 

221 

215 

150 

365 

Smallpox 

0 

3 

3 

19 

21 

40 

Tuberculosis 

15 

8 

23 

13 

13 

26 

Typhoid  fever 

__  0 

1 

1 

0 

6 

6 

Whooping  cough  _ 

__  27 

69 

96 

27 

18 

45 

Gonorrhea 

45 

32 

77 

55 

68 

123 

Syphilis 

53 

60 

113 

75 

71 

146 

MORBIDITY 

BY  COUNTIES— DETAILED 

February,  1940 

Chicken-pox 

Kearney 

4 

Adams 

11  Knox 

3 

(Hastings  11) 

Lancaster 

25 

Colfax 

12  (Lincoln  25) 

Douglas  

24  Morrill 

6 

(Omaha  24) 

Phelps 

3 

Hall 

14  Platte 

1 

(Grand  Island  14)  Sarpy  

2 

Johnson 

1 Scotts  Bluff 

6 
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Diphtheria 

Knox 1 

Lancaster 2 

(Lincoln  2) 

Saline  3 

Scotts  Bluff 1 

Influenza 

Pierce  6 

Thurston  2 

Measles 

Adams  2 

(Hastings  2) 

Box  Butte 172 

Douglas  9 

(Omaha  9) 

Dundy 1 

Hall 5 

(Grand  Island  5) 

Lancaster 6 

(Lincoln  6) 

Lincoln  2 

(North  Platte  2) 

Nemaha  1 

Platte  1 

Scotts  Bluff 1 

Meningitis,  C.  S. 

Scotts  Bluff 2 

Scarlet  Fever 

Adams  6 

(Hastings  6) 

Box  Butte 2 

Buffalo 2 

Burt 2 

Butler 1 

Clay  1 

Dawson 1 

Douglas  17 

(Omaha  17) 

Franklin 1 

Hall 1 

(Grand  Island  1) 


Johnson  5 

Kearney  1 

Knox 9 

Lancaster 11 

(Lincoln  11) 

Madison  3 

Merrick 3 

Pawnee 1 

Platte  2 

Richardson  1 

Saline  2 

Scotts  Bluff 2 

Thayer  1 

Wayne  3 

Webster  7 

Tuberculosis 

Buffalo 2 

Custer 1 

Douglas  1 

Furnas  1 

Hamilton  1 

Kimball  1 

Merrick  1 

Richardson  1 

Sheridan 1 

Thurston  4 

Wayne  1 

Whooping  Cough 

Adams  1 

(Hastings  1) 

Douglas  , 5 

(Omaha  5) 

Keith  3 

Lancaster  3 

(Lincoln  3) 

Lincoln  1 

(North  Platte  1) 

Saline  2 

Scotts  Bluff 5 

Stanton 6 

Thurston 1 


TUBERCULOSIS  ABSTRACTS 
April  is  the  month  in  which  tuberculosis  associa- 
tions proclaim  the  importance  of  the  early  diagnosis 
of  tuberculosis.  Through  various  channels  of  pub- 
licity, the  public  is  urged  to  take  heed  of  the  early 
symptoms.  They  are  told  also  about  the  advantage 
of  the  tuberculin  test  and  the  X-ray  as  means  of 
discovering  tuberculosis  even  before  symptoms  ap- 
pear. Physicians  play  their  part  by  meeting  the  de- 
mand for  more  prompt  and  precise  diagnosis.  Dr. 
Sweany,  who  contributes  this  number  of  Abstracts, 
sees  clinical  tuberculosis  through  the  eyes  of  the 
pathologist  familiar  with  end  results.  An  under- 
standing of  what  lies  beneath  the  often  obscure  sig- 
nals of  approaching  tuberculosis  should  be  valuable 
to  the  practitioner  whose  field  of  battle  is  mostly 
in  the  sick-room. 


WHAT  THE  DOCTOR  SHOULD  KNOW 

After  the  tubercle  bacillus  was  discovered,  tuber- 
culosis was  soon  found  to  be  a generalized  or  sys- 
tematic infection  which  only  gradually  becomes  fo- 
calized in  various  organs  as  healing  takes  place. 
During  the  “generalization”  phase  there  may  be  an 
ephemeral  temperature  lasting  from  two  to  ten 


days,  after  which  few  symptoms  occur  until  ad- 
vanced disease  appears.  The  majority  of  primary 
infections  (about  80  per  cent  in  Arherica)  take  place 
in  the  lungs.  The  rate  of  infection  varies  widely  in 
different  countries,  even  in  different  communities, 
but  is  generally  decreasing. 

The  first,  or  primary  infection  in  children  occurs 
as  varying  sized  patches  of  bronchopneumonia  in 
the  lung.  From  the  local  focus  the  bacilli  follow  the 
lymphatic  vessels  and  form  lesions  in  the  various 
lymph  nodes  along  the  course  of  the  lymphatics. 
The  infection  may  finally  reach  the  left  subclavical 
vein  whence  it  travels  to  the  right  side  of  the  heart 
and  becomes  disseminated  in  the  lungs.  The  bacilli 
many  times  pass  through  the  pulmonary  capillaries 
into  the  left  side  of  the  heart  and  from  there  to  the 
general  circulation  to  become  deposited  in  all  or- 
gans of  the  body. 

All  but  an  insignificant  number  of  infections  due 
to  small  dosage  heal,  but  where  there  has  been 
heavy  exposure  the  lesions  heal  in  only  about  75 
per  cent  of  the  cases.  The  lesions  that  do  not  heal 
may  slowly  spread  by  a growth  or  rupture  in  the 
bronchi  or  blood  and  lymph  vessels.  The  infection 
may  also  spread  from  the  lymph  node  lesions  which 
may  overflow  and  rupture.  The  bacilli  may  enter 
the  blood  stream,  get  into  the  general  circulation, 
and  cause  a systematic  dissemination.  The  average 
“latent”  or  “quiescent”  period  from  the  time  of  in- 
fection to  the  appearance  of  clinical  disease  has 
been  found  to  be  ten  years. 

Primary  tubercles  of  adults  on  the  other  hand 
usually  involve  the  lymph  nodes  less,  have  poorer 
capsules,  and  tend  to  localize  more  in  the  upper  lung 
lobes.  Therefore,  the  number  of  protracted  pri- 
mary “sequelar”  lesions  and  exacerbations  in  the 
adults  are  fewer  compared  to  those  frequently  found 
in  the  lymph  nodes  of  children.  For  the  same  rea- 
son a more  rapidly  progressive  pulmonary  process 
is  likely  to  occur  in  the  adults.  In  brief,  when  the 
adult  type  produces  disease  it  proceeds  rapidly  and 
is  confined  largely  to  the  lung  parenchyma.  The 
average  “latent  period”  is  usually  about  three  years. 

After  the  first  infection  there  is  an  acquisition  of 
“allergy”  or  hypersensitiveness  of  the  body  cells  to 
tuberculin.  This  sensitization  of  the  body  cells  is 
shown  by  the  tuberculin  skin  reaction.  A relative 
immunity  also  develops  largely  independent  of  the 
allergy,  although  the  latter  in  moderate  degree  may 
contribute  to  the  resistance  to  infection.  In  exces- 
sive degrees  allergy  may  aggravate  the  infection. 
The  effects  of  these  changes  in  the  basic  nature  of 
the  host  tend  to  cause  a localization  of  the  process 
in  the  body  organs  and  tissues,  most  of  which  occur 
in  the  lungs.  This  organ  localization  only  develops 
gradually  and  is  never  complete  except  in  cases 
that  are  healing. 

The  disease  may  continue  as  a “progressive  pri- 
mary lesion,”  an  “exacerbation  of  a primary  lesion,” 
or  be  a much  less  frequent  “new  infection  from  with- 
out.” 

The  majority  of  “reinfection”  lesions  are  found 
along  the  subapical  bronchi;  the  posterior  upper 
quarter  of  both  lungs  are  the  sites  of  predilection 
in  over  90  per  cent  of  the  early  cases. 

On  the  roentgenogram  the  lesions  appear  as  small 
circumscribed  or  cloudy  flecks  a few  millimeters  in 
diameter. 

The  infection  may  spread  to  the  other  organs  by 
the  blood  or  lymphatic  routes  as  it  usually  does 
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during  or  after  the  primary  infection.  Direct  im- 
plantations of  bacilli  cause  laryngitis,  enteritis,  cys- 
titis. 

Following  in  the  wake  of  the  disease,  non-spe- 
cific “sequelar”  lesions  occur,  including  the  distress- 
ing tracheobronchitis,  bronchiectasis,  bullous  em- 
physema, and  finally  heart  failure  due  to  fibrous  ob- 
literation of  the  pulmonary  capillaries  and  arteri- 
oles. 

Apart  from  the  preceding  conditions  caused  di- 
rectly or  indirectly  by  the  tubercle  bacillus  there  is 
the  whole  gamut  of  diseases  that  may  be  associated 
with  tuberculosis  as  a concomitant  or  associated 
process.  Skill  is  required  to  differentiate  each  one 
from  tuberculosis. 

The  physician,  therefore,  seems  to  be  just  coming 
into  his  own  in  the  diagnosis  and  treatment  of  tuber- 
culosis. The  medical  man  in  the  home  has  the  best 
opportunity  and  is  in  the  majority  of  cases  the  only 
one  to  get  the  disease  under  control  early.  This  is 
a hopeful  trend. 

In  Detroit,  Douglas  has  observed  that  about  75 
per  cent  of  diagnoses  of  tuberculosis  are  made  by 
the  general  practitioners.  Pleyte’s  recent  surveys 
in  Wisconsin  leave  little  doubt  that  the  general  prac- 
titioners can  and  should  play  an  important  role  in 
case-finding.  The  “contacts”  which  made  up  47.2 
per  cent  of  the  group  had  14.4  times  the  infection 
rate  as  that  for  the  state  as  a whole.  The  most  im- 
portant group  of  all  was  the  group  of  cases  submit- 
ted by  the  practitioners  of  the  state  who  have  been 
encouraged  to  send  films  to  the  Wisconsin  Anti-Tu- 
berculosis Association  for  consultation.  This  group 
of  cases  was  made  up  of  patients  who  had  had  a 
contact  with  an  open  case,  were  ill,  or  had  been  or 
were  suspected  of  being  ill.  In  this  group  the  rate 
was  forty  times  the  average  morbidity  rate  for  the 
state. — Henry  C.  Sweany,  M.  D.,  from  the  Research 
Laboratories  of  the  City  of  Chicago  Municipal  Tu- 
berculosis Sanitarium. 


The  value  of  Pyrethrum  in  Scabies  is  well  estab- 
lished through  the  clinical  work  of  Dr.  S.  E.  Sweit- 
zer,  (Scabies,  further  observations  on  its  treatment 
with  Pyrethrum  Ointment,  Journal-Lancet,  Sept. 
1936,  Vol.  LVI,  No.  9,  p.  467.)  who  used  it  on  1213 
cases  at  the  Minneapolis  General  Hospital.  (Reader). 


DEATHS 

Dr.  John  Prentiss  Lord,  Omaha,  died  March  3, 
1940,  at  Coral  Gables,  Florida.  Born  in  Illinois  in 
1860,  graduated  from  Rush  Medical  College  in  1882. 
He  first  practiced  at  Creston,  111., 
and  after  a course  of  post-gradu- 
ate work  in  the  East  settled  in 
Omaha  where  he  devoted  himself 
exclusively  to  surgery  since  1893. 

In  1891  he  was  appointed  to  the 
Chair  of  Anatomy  in  Creighton 
Medical  School,  and  in  1893  he  be- 
came Associate  Professor  of  Sur- 
gery in  the  same  institution,  and 
attending  surgeon  at  St.  Joseph 
Hospital.  He  became  Professor  of 
Surgery  at  Creighton  Medical 
School  in  1898.  In  1913,  with  the 
reorganization  of  the  Omaha  Medi- 
cal College,  when  that  school  be- 
came the  Medical  College  of  the  University  of  Ne- 
braska, Dr.  Lord  was  made  Professor  of  Ortho- 
pedic Surgery.  He  was  Surgeon-in-chief  of  the 
Nebraska  Orthopedic  Hospital  in  Lincoln  from  1905 
to  1917  when  he  entered  the  Army  Medical  Corps 
and  served  at  Ft.  Riley  as  chief  instructor  in  mili- 
tary orthopedic  surgery.  At  the  time  of  his  death 
he  was  Professor  Emeritus  of  Orthopaedic  Surgery 
at  the  University  of  Nebraska  Medical  College. 

Dr.  Lord  was  always  interested  in  organized  medi- 
cal activities.  He  was  president  of  the  Omaha- 
Douglas  County  Medical  Society  in  1899,  the  Ne- 
braska State  Medical  Association  in  1911  and  the 
Western  Surgical  Association  in  1910.  He  was  a 
member  of  the  American  Medical  Association,  Sioux 
Valley  Medical  Association,  of  which  he  was  presi- 
dent in  1921-22;  the  Missouri  Valley  Association, 
president  in  1915;  the  American  Orthopaedic  Asso- 
ciation and  the  National  Medical  Congress  of  Amer- 
can  Railroad  Surgeons;  the  Western  Association  of 
Clinical  Orthopaedic  Surgeons,  and  the  American 
Academy  of  Orthopaedic  Surgeons.  In  1916  he  was 
president  of  the  Central  States  Orthopaedic  Club; 
he  was  chairman  of  the  orthopedic  section  of  the 
American  Medical  Association  in  1930-31.  He  was 
a life  member  of  the  Rochester  Surgeons  Club,  and 
president  of  the  Omaha  Mid-West  Clinical  Society 
in  1935. 
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Dr.  Lord  was  among  the  first  to  make  practical 
application  of  skin  grafting  in  large  bone  cavities, 
and  made  valuable  contribution  to  the  treatment  of 
malignant  diseases  of  bone.  He  made  many  other 
notable  contributions  to  orthopedic  surgery  and  dur- 
ing the  time  in  which  he  practiced  general  surgery 
he  contributed  generously  to  the  literature  in  this 
field,  and  especially  to  intestinal  surgery  pertaining 
to  obstruction.  Ever  a leader  and  an  organizer  he 
was  charter  member  of  the  American  College  of 
Surgeons  and  was  a first  governor  of  Nebraska  to 
represent  this  state  in  the  College.  He  was  instru- 
mental in  the  organization  and  continuation  of  the 
Nebraska  Society  for  Crippled  Children  and  served 
on  its  professional  advisory  council  until  the  time 
of  his  death.  Dr.  Lord  was  only  this  year  made  an 
honorary  member  of  the  Omaha-Douglas  County 
Medical  Society  and  the  Nebraska  State  Medical  As- 
sociation. 

A son,  Prentiss,  and  a daughter  survive. 


Love,  Charles  Ashton,  Sr.,  San  Bernardino,  Calif., 
formerly  of  Beatrice,  died  at  San  Bernardino,  Janu- 
ary 28,  1940,  following  an  automobile  accident.  Dr. 
Love  was  born  in  1860,  graduated  from  National 
University  of  Arts  and  Sciences,  St.  Louis  in  1890; 
practiced  in  Beatrice  until  twelve  years  ago  when 
he  moved  to  California.  Surviving  are  a son,  Dr. 
Charles  A.  Love,  of  San  Bernardino  and  a daughter 
living  in  the  same  city. 

Hoover,  Maurice  A.,  Grand  Island,  retired.  Born 
in  1858,  graduated  from  the  Medical  College  of  In- 
diana in  1881;  for  many  years  practiced  in  Kearney 
then  in  Grand  Island,  retired  two  years  ago  because 
of  ill  health.  The  doctor  died  in  the  Veterans  Hos- 
pital, Lincoln,  on  March  4,  1940.  Surviving  are 
his  wife,  five  daughters  and  one  son. 

Stockman,  James  William,  Red  Cloud.  Born  in 
1873,  graduated  from  Hahnemann  Medical  College 
in  Chicago  in  1903.  The  doctor  came  to  Nebraska 
immediately  after  graduation  and  settled  in  Red 
Cloud  where  he  remained  until  his  death  on  March 
6,  1940.  Besides  his  wife  he  is  survived  by  two 
daughters. 

Collins,  Cornelius  R.,  Omaha,  retired.  Born  in 
1873,  graduate  of  Creighton  University  School  of 
Medicine  in  1900;  died  February  22,  1940.  Survivors 
are  one  sister  and  two  brothers. 

Hall,  Joseph  H.,  Plattsmouth.  Born  in  Indiana  in 
1853,  and  came  to  Plattsmouth  with  his  parents  in 
1864,  graduate  of  Rush  Medical  College  in  1878  and 
Bellevue  Hospital  Medical  College,  New  York  in 
1882.  Dr.  Hall  was  one  of  the  oldest  members  of 
the  profession  in  Nebraska.  He  died  February  29, 
1940.  Surviving  are  a son,  James,  and  a daughter 
living  in  Chicago. 

Pollard,  Julian  Addison,  Springfield,  Mass.,  re- 
tired; born  in  1852,  graduate  of  University  of  Ver- 
mont Medical  College  in  1882.  The  doctor  practiced 
for  several  years  in  Salem,  Nebraska.  Death  oc- 
curred on  or  about  February  28,  1940. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium  on  Tuesday,  February  13,  1940.  The 
meeting  was  called  to  order  by  President  Sage  at 
8:00  p.  m.  The  minutes  of  the  regular  meeting 
of  January  23  and  Council  meeting  of  February  13, 
were  read  by  the  secretary  and  approved  as  read. 

The  application  to  membership  in  the  Society  of 
Dr.  Howard  P.  Benjamin  was  voted  upon  and  it  was 
moved,  seconded  and  passed  that  the  doctor  be 
elected  to  membership. 

Dr.  Sven  Isacson  read  a Resolution  on  the  pass- 
ing of  Dr.  Roy  Andrew  Dodge,  who  died  January  19, 
1940;  Dr.  Rodney  Bliss  read  a Resolution  on  the 
passing  of  Dr.  Arthur  Charles  Stokes  who  died 
January  24,  1940. 

The  scientific  program  was  opened  with  a “Film 
on  Heart  Disease,”  sponsored  by  the  Association 
and  shown  by  Dr.  Frederick  W.  Niehaus. 

4^ 

Dr.  Francis  L.  Simonds  gave  a paper  on  “Low 
Back  Pain  Due  to  Herniation  of  the  Intervertebral 
Disc,”  in  which  he  brought  out  the  cause  and  meth- 
ods of  diagnosis  of  this  condition;  the  injection  of 
lipiodol  or  air  into  the  spinal  canal  being  the  most 
satisfactory  way  of  determining  the  presence  of  her- 
niated disc.  Dr.  Simonds  presented  a series  of  x-ray 
films  showing  filling  defects  of  the  canal  due  to 
herniation  of  the  disc. 

Dr.  E.  A.  Connolly’s  paper  on  “Small  Bowel  Ob- 
struction” included  a discussion  of  the  etiology, 
pathology  and  diagnosis  of  the  condition,  together 
with  case  presentations  by  x-ray  films  illustrating 
types  of  obstruction  encountered  in  a series  of  cases. 

Meeting  adjourned  at  9:50  p.  m. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts 
Auditorium,  Tuesday,  February  27,  1904,  at  8:00 
p.  m.,  President  Sage  presiding. 

The  Secretary  read  the  minutes  of  the  regular 
meeting  of  February  13,  which  were  approved  as 
read. 

The  first  guest  speaker  of  the  evening,  Dr.  Alan 
Richards  Moritz  of  Boston  was  introduced  by  Dean 
W.  M.  C.  Poynter.  His  subject,  “Medicine  and  the 
Administration  of  Justice,”  was  of  unusual  interest 
because  it  is  a phase  of  medical  practice  much  neg- 
lected in  this  country.  Dr.  Moritz  spoke  of  his 
visit  to  European  countries  where  a department  of 
legal  medicine  is  included  in  the  curriculums  of 
pracitcally  every  medical  school.  The  doctor  stress- 
ed the  fact  that  all  postmortems  should  be  done 
by  those  competent  to  do  them;  it  requires  a spe- 
cialized type  of  pathology  rather  than  mere  coroner’s 
duty,  he  stated.  Only  in  this  way  can  expert  medi- 
cal testimony  be  given.  He  spoke  of  the  present 
doctrine  that  protects  against  self-incrimination. 
The  prohibition  of  certain  evidence  under  the  present 
judicial  system  makes  it  impossible  to  render  a just 
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verdict  in  many  cases.  Discussion  by  Drs.  Jahr, 
Koch,  Isacson,  Dunn,  Fouts,  Keegan,  Bliss  and 
Muehlig. 

Dr.  Herbert  Davis  introduced  the  second  guest 
speaker,  Dr.  Sumner  L.  Koch,  Associate  Professor 
of  Surgery,  Northwestern  University  Medical  School, 
Chicago,  and  an  outstanding  figure  in  the  field  of 
infections,  especially  those  of  the  hand.  “What  is 
good  first  aid  treatment?”  were  the  opening  re- 
marks of  Dr.  Koch’s  subject,  “Management  of  Sur- 
gical Wounds.”  The  application  of  a sterile  dress- 
ing over  an  open  wound,  a pressure  bandage  to 
stop  bleeding,  and  a splint,  is  the  procedure  to  be 
followed,  and  if  the  patient  is  taken  to  the  hospital 
where  proper  care  can  be  given  within  two  hours 
after  the  injury,  there  is  every  assurance  of  un- 
complicated healing  of  the  injury  by  primary  union, 
the  doctor  stated.  The  treatment  given  such  cases 
at  Cook  County  and  Passavant  Hospitals  was  de- 
scribed by  Dr.  Koch.  The  first  step  is  a careful  ex- 
amination of  the  patient  to  determine  as  accurately 
as  possible  the  extent  of  injury,  not  of  the  wTound 
but  of  the  patient.  He  spoke  of  the  inadvisability 
of  probing  an  open  wound.  In  the  operating  room, 
the  surrounding  surface  of  the  injury  is  first  washed 
very  carefully  with  soap  and  soft  cotton,  and  then 
the  wound  itself  is  cleansed.  Since  the  uncovered 
nose  and  mouth  constitute  the  greatest  menace  so 
far  as  infection  is  concerned,  it  is  compulsory  for 
every  person  in  the  operating  room  to  wear  a 
mask.  Dr.  Koch’s  talk  was  supplemented  by  slides 
showing  the  procedure  followed,  and  photographs  of 
various  cases  showing  wound  at  time  of  injury,  and 
after  healing  had  taken  place. 

One  hundred  thirty  persons  attended  the  meet- 
ing, and  at  the  close  of  the  meeting  all  were  invited 
to  the  Medical  Arts  Tea  Room  where  the  ladies 
of  the  Auxiliary  served  a luncheon. 

Meeting  adjourned  at  10  p.  m. 


Thirty  members  were  present  at  the  regular  meet- 
ing of  the  Lancaster  County  Medical  Society  held 
February  20,  1940.  Dr.  E.  S.  Wegner  in  the  chair 
Minutes  of  the  last  meeting  approved  as  read. 

Mr.  Donald  Bavis,  of  the  City  Health  Department, 
presented  a sound  movie  on  “Blood  and  Urine  Al- 
cohol Determination.” 

The  second  paper,  “Menus,  Diets,  and  Nutrition,” 
was  read  by  Dr.  Miles  J.  Breuer.  He  presented  an 
examination  of  present  day  menus  in  the  light  of 
scientific  knowledge.  Confucius  said,  in  the  person 
of  Dr.  Breuer,  “He  who  eats  substitute  for  meat 
becomes  a substitute  for  man.”  In  discussing  the 
paper  Drs.  L.  E.  Haentzschel  and  P.  A.  Royal  asked 
a few  questions  as  to  the  adequacy  of  hospital  diets. 

At  the  business  meeting  Dr.  Robert  J.  Stein  was 
accepted  to  membership  by  vote  of  the  members. 
Announcement  was  made  concerning  the  lecture  to 
be  given  by  Eve  Curie,  Thursday,  February  22nd. 
Dr.  Alan  Moritz,  Chairman  of  Forensic  Medicine, 
Harvard  University,  who  has  just  returned  after 
two  years’  study  in  Europe,  will  speak  Wednesday 


Nebr.  S.  M.  Jour. 
April,  1940 

noon,  February  28,  1940,  in  the  society’s  lecture 
room. 

Meeting  adjourned  9:30  p.  m. 


A special  meeting  of  the  Lancaster  County  Medi- 
cal Society  was  held  February  29,  1940,  in  the  audi- 
torium, Dr.  E.  S.  Wegner,  president,  in  the  chair. 

The  guest  speaker  was  Dr.  Alan  Moritz,  Chairman 
of  Forensic  Medicine,  Harvard  University,  who  has 
just  returned  from  Europe  after  two  years’  study 
in  the  capitols  of  the  various  countries. 

Seventy-five  members  and  guests  were  present. 

Meeting  adjourned  9:10  p.  m. 


At  the  regular  meeting  of  the  Lancaster  County 
Medical  Society  March  5,  1940,  sixty  members  were 
present.  The  president,  Dr.  E.  S.  Wegner,  presided. 
Minutes  of  the  last  meeting  were  approved  as  read. 

Dr.  V.  J.  Reynolds  presented  a paper  “Clinical 
Study  of  Vitamins  A and  D in  Pregnancy.”  He 
concluded  from  the  study  of  a large  group  of  preg- 
nant women  that  Vitamins  A and  D gave  rather 
negative  results  as  compared  to  a control  group. 
Dr.  H.  S.  Morgan  agreed  that  the  profession  has 
been  somewhat  deceived  by  detail  men  selling  these 
products.  Dr.  R.  E.  Garlinghouse  complimented  the 
essayist.  Dr.  E.  M.  Hansen  bespoke  his  approval. 

“Surgery  of  Pulmonary  Tuberculosis”  was  the 
title  of  a paper  read  by  Dr.  H.  H.  Everett.  He  said 
that  collapse  therapy  was  the  greatest  step  forward 
in  treating  pulmonary  tuberculosis  since  the  advent 
of  sanatoriums.  Dr.  O.  A.  Reinhard  opened  the  dis- 
cussion saying  the  hospitalization  of  these  cases  was 
rather  long.  Dr.  C.  H.  Arnold  complimented  Dr. 
Everett  on  the  clear  manner  of  his  presentation  and 
the  fine  cases  of  thoracoplasties  which  were  shown. 
Dr.  G.  W.  Covey  said  the  review  of  these  32  cases 
brought  to  mind  the  expense  to  the  patient.  Dr. 
Allan  Campbell  told  of  the  refill  station  maintained 
here  by  the  City  Health  Department  and  mentioned 
some  of  the  cases  now  under  control  due  to  pneumo- 
thorax. 

At  the  business  meeting  Dr.  Paul  Marx  was  ap- 
proved by  unanimous  vote  of  the  members. 

Meeting  adjourned  9:00  p.  m. 


The  Madison  Six  County  Medical  Society  met 
Tuesday,  February  20,  in  the  Hotel  Norfolk,  Nor- 
folk, Dr.  Lucien  Stark  in  charge.  The  program 
consisted  of  a symposium  on  heart  disease:  (1)  A 
Brief  Review  of  Heart  Psysiology,  with  films,  Dr. 
Lucien  Stark;  (2)  Rheumatic  Heart  Disease,  Dr.  F. 
W.  Neuhaus,  Omaha.  Dinner  was  at  7:00  o’clock. 


The  Madison  Six  County  Medical  Society  met 
Tuesday,  March  19,  in  the  Hotel  Norfolk,  dinner  at 
7.  The  scientific  program  consisted  of:  (1)  Chronic 
Gonorrhea,  Dr.  A.  D.  Munger,  Lincoln;  (2)  Nebras- 
ka’s Venereal  Disease  Control  Program,  Dr.  R.  A. 
Frary  of  the  State  Health  Department. 

(Continued  on  page  164) 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Dr.  A.  L.  Miller,  Kimball President 

Dr.  Clayton  Andrews.  Lincoln President-elect 

Dr.  G.  E.  Peters,  Randolph Vice-president 
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Dr.  H.  R.  Miner,  Falls  City 1 Vice-president 
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.Speaker  of  House  of  Delegates 


COMMITTEES 


N ON-SCIENTIFIC 
COMMITTEES 
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J.  W.  Duncan Omaha 
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William  Shearer,  Ch. Omaha 
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Maternal  and  Child  Health 
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Venereal  Disease 
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Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Ch Omaha 

J.  M.  Willis McCook 
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E.  E.  Koebbe Columbus 

Charles  Way Wahoo 
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ardson. 
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Cooper.  Scottsbluff.  Counties: 
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Morrill,  Kimball,  Cheyenne.  Sioux, 
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Burt  (5) J.  G.  Allen,  Craig Harry  W.  Benson.  Oakland 

Butler  (6) D.  E.  Burdick,  David  City O.  C.  Kreymborg,  Brainard 

Cass  (2) R.  R.  Andersen,  Nehawka C.  J.  Formanack,  Murdock 

Ced. -Dix. -Dak. -Th. -Wayne  (4)  George  Hess.  Wayne G.  E.  Peters,  Randolph 

Cheyenne-Kimball-Deuel  (12) .Hull  A.  Cook,  Sidney B.  H.  Grimm.  Sidney 

Clay  (7) H.  L.  McLeay,  Edgar J.  O.  Latte,  Clay  Center 

Colfax  (5) G.  L.  Teply,  Howells W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley J.  E.  Bowman.  Broken  Bow 

Dawson  (9) C.  H.  Sheets,  Cozad Ray  S.  Wycoff,  Lexington 

Dodge  (5) B.  V.  Kenney,  Dodge A.  J.  Merrick,  Fremont 

Fillmore  (7) W.  S.  Wiggins,  Exeter V.  V.  Smrha,  Milligan 

Franklin  (10) F.  L.  Baker,  Hildreth D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell John  N.  Round,  Ord 

Gage  (3) W.  W.  Waddell,  Beatrice A.  R.  Bryant,  Beatrice 

Garden-Keith-Perkins  (11) H.  A.  Blackstone,  Lewellen S.  M.  Weyer,  Ogallala 

Hall  (9) Carl  Sherfey,  Grand  Island Howard  Royer.  Grand  Island 

Hamilton  (6) E.  A.  Steen  burg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  O.  Bartlett.  Alma 

Holt  and  Northwest  (8) R.  E.  Kriz,  Lynch J.  P.  Brown,  O’Neill 

Howard  (9) P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  B.  Kantor,  Fairbury G.  W.  Ainlay,  Fairbury 

Johnson  (3) G.  J.  Rubelman,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) E.  S.  Wegner,  Lincoln E.  E.  Angle,  Lincoln 

Lincoln  (11) T.  J.  Kerr.  North  Platte G.  F.  Waltemath.  No.  Platte 

Madison-Six  (4) B.  R.  Farner,  Norfolk W.  I.  Devers,  Pierce 

Merrick  (5) A.  D.  Brown,  Central  City A.  A.  Enos,  Central  City 

Nance  (5) K.  F.  McDermott,  Fullerton H.  E.  King,  Fullerton 

Nemaha  (3) F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

Northwest  Nebraska  (8) M.  F.  Anderson,  Hay  Springs E.  G.  DeFlon,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) Earl  C.  Sage,  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) D.  D.  Stonecypher,  Nebr.  City C.  R.  Williams,  Syracuse 

Pawnee  (3) Paul  J.  Flory,  Pawnee  City L.  D.  Harman,  Pawnee  City 

Phelps  (10) Ed.  Shaughnessy,  Beaver  City W.  A.  Shreck.  Holdrege 

Platte  (5) R.  J.  O’Donnell,  Columbus R.  C.  Anderson,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola W.  N.  Blome,  Stromsburg 

Richardson  (3) J.  M.  Greene,  Falls  City C.  L.  Hustead,  Falls  City 

Saline  (7) M.  A.  Mack,  Crete Rodney  K.  Johnson.  Friend 

Saunders  (6) Mason  E.  Lathrop,  Wahoo Frank  Tornholm,  Wahoo 

Scotts  Bluff  (12) Ted  E.  Riddell,  Scottsbluff P.  Q.  Baker,  Scottsbluff 

Seward  (6) J.  E.  Meisenbach,  Staplehurst James  G.  Muir,  Milford 

Southwest  Nebraska  (10) B.  I.  Mills,  Maywood D.  H.  Morgan,  McCook 

Thayer  (7) F.  A.  Mountford.  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) R.  R.  Donley,  Blair Morris  Nielsen,  Blair 

Webster  (10) 1.  A.  Pace.  Guide  Rock S.  H.  O’Neill.  Blue  Hill 

York  (6) J.  W.  Neville,  York R.  E.  Karrer.  York 
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SOCIETIES 

(Continued  from  page  162) 

Tri-County  Medical  Society  (Dodge,  Washington, 
Burt)  met  at  Hotel  Pathfinder,  Fremont,  February 
26,  dinner  at  7 p.  m.  The  program  consisted  of  a 
discussion  by  Dr.  R.  L.  Traynor  of  Omaha  on  Rheu- 
matic Heart  Disease.  It  was  decided  in  the  busi- 
ness session  that  Dodge  County  will  sponsor  a tu- 
berculosis survey.  A committee  composed  of  Dr. 
C.  Heine,  Hooper,  and  Drs.  R.  T.  Van  Metre,  H.  N. 
Morrow1,  Grant  Reeder  of  Fremont,  is  to  work  with 
Dr.  E.  A.  Rogers  of  the  State  Health  Department. 


Four  County  Medical  Society  met  at  Old  Tues- 
day evening,  March  5,  dinner  in  Thorne’s  Cafe,  at 
6 p.  m.  The  scientific  program  consisted  of  a dis- 
cussion on  heart  disease  by  Dr.  Emil  Johnson  of 
Grand  Island.  Dr.  J.  G.  Kruml  of  Ord  w’as  in  charge 
of  arrangements. 


Dawson  County  Medical  Society  met  in  Cozad 
February  14,  dinner  at  7 p.  m.  in  the  Dixie  Inn.  The 
scientific  program  consisted  of  a paper  on  the 
“Treatment  of  Heart  Disease,”  by  Dr.  J.  E.  Meyers 
of  Columbus. 


Clay  County  Medical  Society  met  February  22. 
The  following  physicians  were  elected  for  the  com- 
ing year:  president,  Dr.  H.  L.  McLeay,  Edgar;  vice- 
president,  Dr.  H.  H.  Seely,  Harvard;  and  treasurer, 
Dr.  J.  0.  Latta,  Clay  Center. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  B.  Charles  Pease,  Table  Rock,  has  located  at 
Diller. 

Dr.  Sylvester  Pawol,  Omaha,  has  moved  to  Clovis, 
New  Mexico. 

Dr.  J.  A.  Hodam,  Excelsior  Springs,  Mo.,  has  lo- 
cated at  Filley. 

Dr.  Marie  Simonsen  is  now  on  the  staff  of  the 
Ingleside  Hospital. 

Dr.  C.  C.  Pelikan,  Overton,  has  become  associated 
w’ith  the  Lincoln  Clinic. 

Dr.  J.  G.  Brazer,  Ann  Arbor,  Mich.,  is  now  associ- 
ated w’ith  Dr.  F.  J.  Murray,  Omaha. 

Dr.  M.  L.  Minthorn,  Veterans  Hospital,  Lincoln, 
has  been  transferred  to  Washington,  D.  C. 

Our  sympathy  goes  to  Dr.  and  Mrs.  Joseph  Lon- 
go,  Omaha,  on  the  death  of  their  son  in  February. 

Dr.  L.  A.  Johnson,  Tilden,  has  accepted  an  ap- 
pointment in  the  United  States  Army  Medical  Corps. 

Dr.  R.  W.  Karrer  who  has  been  practicing  medi- 
cine at  Deadwood,  South  Dakota,  is  now  located  at 
Minatare. 

Dr.  and  Mrs.  M.  B.  Wilcox  have  just  returned 
from  a four  months’  trip  in  the  south  and  will  make 
their  home  at  Kearney. 

(Continued  on  page  xx) 
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Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  for  Profit 

Announces  Continuous  Courses 

SURGERV — Two  Weeks  Intensive  Course  in 
Surgical  Technique  with  practice  on  living 
tissue  every  two  weeks.  General  Courses  One, 
Two,  Three  and  Six  Months;  Clinical  Course; 
Special  Courses. 

YIEDICINE — Two  Weeks  Intensive  Course  start- 
ing' June  3,  1940.  Two  Weeks  Course  Gastro- 
Enterology  starting  June  17,  1940.  Two  Weeks 
Personal  Course  Electrocardiography  and 
Heart  Disease  starting  August  5,  1940. 

FRACTURES  <V  TRAUMATIC  SURGERY — Ten 
Day  Intensive  Course  starting  April  22,  1940. 
Informal  Course  every  week. 

GYNECOLOGY — Two  Weeks  Course  June  17, 
1940.  One  Week  Personal  Course  Vaginal  Ap- 
proach to  Pelvic  Surgery,  April  8,  1940. 

OBSTETRICS— Two  Weeks  Course  June  3,  1940. 
Informal  Course  every  week. 

OTOLARYNGOLOGY' — Two  Weeks  Course  start- 
ing April  8,  1940.  Informal  Course  every 

week. 

OPHTHALMOLOGY' — Two  Weeks  Course  start- 
ing April  22,  1940.  Informal  Course  every 
week. 

CY  STOSCOPY' — Ten  Day  Practical  Course  rotary 
every  two  weeks.  One  Month  and  Two  Weeks 
Courses  in  Urology  every  two  weeks. 

ROENTGENOLOGY' — Special  Courses  X-ray  In- 
terpretation, Fluoroscopy,  Deep  X-ray  Ther- 
apy every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine,  Surgery  and  the  Specialties. 

Teaching  Faculty: 

Attending  Staff  of  Cook  County  Hospital 
Address 

REGISTRAR 

427  Honore  Street,  Chicago,  Illinois 
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SILVER  PICRATE 

HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  § BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 
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(Continued  from  page  164) 

The  Journal  is  glad  to  hear  of  the  return  of  Dr. 
H.  R.  Miner,  Falls  City,  to  his  duties,  fully  recovered 
from  his  recent  serious  illness. 

Dr.  J.  H.  Millhouse,  who  recently  completed  a 
postgraduate  course  at  Tulane  University,  New  Or- 
leans, has  opened  his  office  at  North  Platte. 

The  relief  work  of  Dr.  Olga  Stastny,  Omaha,  in 
Greece  18  years  ago,  was  dramatized  on  the  “Gal- 
lant American  Women”  series  broadcast  by  NBC, 
in  March. 

Dr.  George  B.  Salter  has  been  placed  in  command 
of  Norfolk’s  newly-organized  Company  B of  the 
110th  Medical  regiment.  Dr.  Charles  Ingham  is  sec- 
ond in  command. 


Dr.  W.  R.  Boyer,  Pawnee  City,  went  to  Chicago  in 
February  to  attend  a national  meeting  of  the  board 
of  medical  examiners  as  a delegate  from  the  Ne- 
braska state  board. 

Dr.  M.  Grodinsky,  Omaha,  spoke  before  the  mem- 
bers of  the  Nu-Med  Society  at  Lincoln,  on  March  6. 
His  subject  was  the  development  of  anatomy  as  a 
science  and  its  connection  with  medicine. 


The  muscular  diseases,  myotonia  (muscular  tense- 
ness) and  myasthenia  (muscular  weakness),  are  due 
to  abnormal  transmission  of  the  nerve  impulse  fac- 
tor in  muscle  movement,  A.  M.  Harvey,  M.  D.,  Lon- 
don, England,  states  in  The  Journal  of  the  American 
Medical  Association  for  April  22. 
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Plastic  Repair  Following  Removal  of  Neoplasms 

About  the  Head* 

FREDERICK  A.  FIGI,  M.  D. 

Division  on  Laryngology,  Oral  and  Plastic  Surgery, 

The  Mayo  Clinic,  Rochester,  Minnesota 


Deformity  of  varying  degree  often  follows 
the  removal  of  extensive  tumors  about  the 
head.  This  is  more  likely  to  occur  and  is 
prone  to  be  more  severe  in  cases  in  which 
the  neoplasm  is  malignant,  although  con- 
siderable disfigurement  at  times  results 
from  the  removal  of  benign  growths.  Proper 
treatment  of  early  lesions,  even  if  they  are 
malignant,  is  not  likely  to  produce  apprecia- 
ble change  in  the  patient’s  features,  but 
thorough  eradication  of  extensive  tumors 
frequently  causes  a severe  degree  of  deform- 
ity regardless  of  the  type  of  treatment  em- 
ployed. The  use  of  escharotics  generally  re- 
sults in  greater  disfigurement  than  do  sur- 
gical measures  or  radiation  because  the  de- 
structive process  is  less  readily  controlled. 
Some  of  the  most  severe  deformities  that 
have  come  under  my  observation  have  been 
owing  to  therapy  of  this  type.  In  many  in- 
stances, moreover,  caustic  paste  had  been 
applied  by  laymen  and  for  conditions  that 
probably  were  of  only  minor  consequence. 
The  deformity  following  the  removal  of  tu- 
mors about  the  face  often  is  so  pronounced 
that  the  patient  is  unable  to  earn  a living 
and  is  practically  rendered  a social  outcast. 
Restoration  of  the  lost  tissues  and  correction 
of  the  distortion  accordingly  is  of  the  utmost 
importance  and  the  problem  presented  fre- 
quently taxes  the  ingenuity  of  the  plastic 
surgeon. 

Although  it  is  impossible  arbitrarily  to  es- 
tablish set  rules  to  be  followed  in  the  repair 
of  defects  resulting  from  the  removal  of  neo- 
plasms, certain  generalizations  can  be  made. 

♦Read  before  the  meeting  of  the  Nebraska  Eye,  Ear,  Nose 
and  Throat  Society,  Lincoln,  Nebraska,  April  25,  1938. 


Obviously  it  is  unwise  to  undertake  exten- 
sive reconstruction  as  long  as  any  of  the 
pathologic  process  remains  unless  this  can 
be  removed  by  wide  excision.  Elderly  and 
debilitated  individuals  should  not  be  sub- 
jected to  major  plastic  procedures,  for  obvi- 
ous reasons.  At  times,  it  is  justifiable  to  re- 
move foul  ulcerated  carcinoma  of  the  face, 
even  when  the  glands  are  inoperable,  al- 
though radiation  as  a rule  is  preferable  in 
such  cases.  Minor  plastic  repair  also  may  be 
carried  out  in  these  cases,  if  necessary.  If 
possible,  it  is  of  decided  advantage  to  delay 
reparative  work  until  healing  is  complete  so 
that  the  operation  may  be  performed  in  a 
clean  field. 

Many  defects  about  the  face  and  neck  can 
be  corrected  very  satisfactorily  by  widely 
undercutting  the  adjacent  normal  tissues 
and  sliding  them  into  proper  position.  How- 
ever, deformities  of  appreciable  extent  are 
likely  to  require  skin  grafting,  the  use  of 
pedicled  flaps  or  a combination  of  these  pro- 
cedures. 

The  opportune  time  for  repair  of  defects 
resulting  from  the  removal  of  malignant 
tumors  about  the  head  and  especially  about 
the  face  and  mouth  is  an  important  consid- 
eration. It  varies  with  the  activity,  previ- 
ous treatment,  situation  and  extent  of  the 
lesion  and  with  the  age  and  general  condition 
of  the  patient.  Most  recurrences  of  malig- 
nant lesions  in  this  situation  develop  within 
six  months  to  a year  following  their  removal 
although  they  may  not  become  evident  for 
two  years  or  even  longer.  Accordingly,  in 
most  instances,  when  the  tumor  has  been  of 
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a low  grade  of  malignancy,  repair  is  justifi- 
able after  the  patient  has  been  free  from  evi- 
dence of  the  disease  for  six  or  eight  months. 
In  cases  of  more  active  growths  and  especial- 
ly among  young  individuals,  reconstruction 
is  better  delayed  for  at  least  a year.  During 
this  time  the  sequestrum  will  have  separat- 
ed, the  margins  of  the  wound  healed  and  the 
inflammatory  reaction  subsided.  Some  sur- 
geons prefer  to  carry  out  immediate  repair 
of  defects  following  removal  of  malignant 
growths,  even  in  cases  in  which  the  bone  has 
been  involved.  Although  reconstruction  oft- 
en is  accomplished  more  readily  at  that  time 
than  at  a later  time  because  there  is  no  scar- 
ring to  contend  with,  the  practice  is  very 
likely  to  result  in  disappointment  because  re- 
currence is  certain  to  develop  in  a high  per- 
centage of  cases.  A return  of  the  growth 
beneath  the  grafted  tissues  will  not  be  recog- 
nized as  promptly  as  when  the  wound  is  left 
open  and  more  extensive  sacrifice  of  tissues 
then  will  be  necessary,  if  the  condition  is  not 
actually  inoperable.  (Fig.  1). 


Free  full-thickness  skin  grafts  afford  a 
very  satisfactory  means  of  repairing  defects 
on  some  parts  of  the  face  and  scalp  follow- 
ing the  removal  of  benign  lesions  and  super- 
ficial malignant  lesions  of  low  grade.  They 
must  be  applied  directly  to  soft  tissues  hav- 
ing an  adequate  blood  supply  and  in  regions 
where  complete  immobilization  and  steriliza- 
tion are  possible.  They  are  not  satisfactory 
for  use  over  exposed  bone  and  cartilage  or  in 
regions  where  such  structures  are  covered 


by  only  a thin  layer  of  scar  tissue.  Although 
the  technic  of  their  application  is  exacting, 
excellent  results  can  be  secured  writh  the  ex- 
ercise of  care  in  a high  percentage  of  cases. 
When  they  are  used  on  the  cheek,  it  is  well 
to  insure  firm  contact  between  the  graft  and 
its  bed  by  preliminary  fixation  of  the  mandi- 
ble with  interdental  wiring  or,  in  case  the 
patient  is  edentulous,  by  the  application  of  a 
snug  four-tailed  head  bandage  immediately 
after  the  operation.  On  numerous  occasions 
attention  has  been  called  to  the  necessity  of 
complete  hemostasis,  accurate  application, 
having  the  graft  under  normal  skin  tension 
and  firm  pressure  for  a period  of  ten  days 
to  two  weeks,  but  the  importance  of  these 
requirements  cannot  be  overemphasized. 

The  most  reliable  method  of  maintaining 
firm  contact  between  the  graft  and  its  bed  is 
by  leaving  the  sutures  about  the  border  of 
the  graft  long,  and  tying  them  tightly  over 
a firm  gauze  dressing  or  sea  sponge.  This 
is  supplemented  with  adhesive  strips  to 


make  additional  pressure  and,  if  feasible,  a 
bandage  is  applied  over  the  wThole.  Unless 
evidence  of  acute  infection  develops,  the 
dressing  is  not  changed  until  the  end  of  ten 
days.  Any  blebs  present  at  that  time  are 
expressed  and  a firm  dressing  again  is  ap- 
plied. Subsequent  change  of  dressings  is 
done  at  intervals  of  one  to  three  days  de- 
pending on  the  condition  of  the  graft.  The 
sutures  are  removed  on  the  twelfth  to  the 
fourteenth  day.  Removal  of  the  dressings 


Fig.  l.  Fibrosarcoma  of  chin,  grade  3:  (at  before  operation;  Ibl  scarred  defect  of  chin  after  electrocoagulation  and  irradia- 
tion of  fibrosarcoma  ; (cl  repair  of  defect  with  cartilage  implant  and  with  flap  from  submental  region. 
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must  be  carried  out  with  extreme  care  as  the 
most  superficial  layer  of  epidermis,  the 
stratum  corenum,  is  often  adherent  to  the 
gauze  and  may  come  away  with  it.  Loss  of 
this  protective  covering  before  the  end  of 
approximately  two  to  two  and  a half  weeks 
often  will  result  in  necrosis  of  the  remaining 
layers  of  the  graft  below  this.  About  the 
face  these  free  grafts  are  often  very  useful 
and  not  only  save  weeks  by  hastening  the 
process  of  healing  but  produce  most  gratify- 
ing cosmetic  results,  especially  among  pa- 
tients who  have  thin  skin.  Unfortunately, 
at  times,  an  unsightly  brownish  pigmenta- 
tion develops  in  these  free  grafts  and  tends 
to  spoil  what  otherwise  would  be  a satisfac- 
tory cosmetic  result.  The  cause  of  this  is 
not  known  but,  once  it  develops,  it  is  very 
persistant  and  may  be  permanent  (Fig.  2). 


neoplasm  has  been  removed  completely,  for 
the  margins  of  the  growth  rpay  be  imper- 
ceptible on  gross  examination.  A lesion  of 
basal-cell  epithelioma  recently  excised  from 
the  forehead  of  a woman,  aged  forty  years, 
was  thought  to  have  been  taken  away  with  a 
margin  of  normal  tissue  2 to  3 mm.  in  width 
on  either  side.  Immediate  microscopic  ex- 
amination of  fresh  frozen  sections  showed 
the  epithelioma  extending  directly  to  the 
margins  of  the  specimen.  Therefore,  a strip 
of  tissue  about  3 mm.  in  width  was  removed 
along  either  margin  of  the  wound.  The 
malignant  process  was  found  extending 
through  them  and  also  through  another  pair 
of  similar  strips  taken  from  the  borders  of 
the  wound.  It  was  not  until  a third  pair  of 
such  specimens  had  been  excised  that  the  tis- 
sue was  free  of  the  neoplasm. 


Fig.  2.  Large  benign  tumor  of  the  scalp  ; patient  aged  fifteen  years.  The  tumor  measured  12  by  22  cm.,  (a)  before  oper- 
ation ; (b)  tumor  of  the  scalp  after  removal;  microscopically  it  proved  to  be  a fibrous  mole;  (c)  shaved  skin  graft  covering  wound 
on  the  scalp. 


It  is  justifiable  to  cover  immediately  with 
a skin  graft  the  area  from  which  basal-cell 
epithelioma  or  squamous-cell  epithelioma  of 
low  grade  has  been  removed,  provided  that 
the  lesion  is  not  attached  to  the  bone.  Im- 
mediate skin  grafting  is  highly  inadvisable, 
however,  following  excision  of  active  carci- 
nomas. About  the  forehead  and  scalp  this 
procedure  often  shortens  the  process  of  heal- 
ing by  weeks  or  even  months  as  cutaneous 
lesions  in  this  situation  are  prone  to  remain 
movable  for  a long  time  and  frequently  the 
margins  of  the  wound  cannot  be  approximat- 
ed following  their  excision.  The  tissue  ex- 
cised always  should  be  subjected  to  micro- 
scopic examination  to  make  sure  that  the 


When  defects  of  the  scalp  expose  the  bone, 
repair  necessitates  special  consideration.  A 
free  skin  graft  cannot  be  utilized  and  a pedi- 
cled  flap  can  be  used  successfully  only  when 
the  bone  has  been  freshly  denuded  and  its 
area  is  of  limited  extent.  Separation  of  the 
sequestrum  following  cauterization  of  carci- 
noma attached  to  the  skull  requires  a num- 
ber of  months.  Much  time  can  be  saved  by 
drilling  numerous  small  holes  through  the 
outer  table  of  the  bone  through  which  buds 
of  granulation  tissue  extend  quite  promptly 
and  spread  out  to  cover  the  denuded  area.  A 
pedicled  flap  then  can  be  applied  to  the  sur- 
face. As  a rule  this  flap  is  turned  in  from 
the  adjacent  scalp  and  a skin  graft  is  used  to 
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cover  the  area  from  which  the  flap  is  taken. 
Temporarily  covering  an  area  of  freshly  de- 
nuded skull  with  a pedicled  flap  from  the 
scalp  will  permit  the  development  of  a layer 
of  soft  tissue  over  the  bone  to  which  a free 
skin  graft  can  be  applied  successfully  after 
the  flap  is  returned  to  its  original  position. 
This  latter  procedure  was  employed  in  a case 
in  which  a lesion  of  recurrent  fibrosarcoma 
of  the  forehead  was  removed.  Roentgeno- 
logic examination  made  prior  to  operation 
gave  evidence  of  a defect  in  the  skull  direct- 
ly underlying  the  tumor.  On  removing  the 
growth,  however,  the  bone  appeared  to  be 
intact.  Craniotomy  was  done,  a large  rec- 
tangular portion  of  frontal  bone  being  re- 
moved. As  this  was  elevated,  the  defect  on 
its  under  surface  was  found  to  be  owing  to 
an  exceptionally  large  pacchionian  body.  The 
bone,  therefore,  was  replaced  immediately 
and  a double  pedicled  flap  from  across  the 
vertex  of  the  skull  was  brought  forward  to 
cover  it.  After  this  had  been  in  place  for 
two  weeks,  it  was  dissected  free  leaving  its 
deeper  portion  in  place  while  the  remainder 
of  the  flap  was  returned  to  its  original  posi- 
tion. A full  thickness  skin  graft  then  was 
applied  successfully  to  the  forehead. 

The  problem  of  repair  following  the  re- 
moval of  lesions  about  the  mouth  varies 
greatly  in  different  cases  depending  on  the 
situation,  extent  and  activity  of  the  growth 
and  the  age  and  general  condition  of  the  pa- 
tient. Precancerous  lesions,  such  as  thick- 
ened regions  of  leukoplakia  and  keratosis,  in 
this  situation  are  best  removed  by  superfi- 
cial excision  or  shaving.  This  consists  of 
excising  sharply  an  elliptical  piece  of  mucous 
membrane  and  submucous  tissue  of  the  lip. 
The  anterior  edge  of  the  wound  should  ex- 
tend along  the  vermilion  border  of  the  lip. 
The  posterior  margin,  which  is  well  wide  of 
the  pathologic  tissue,  is  then  undercut  wide- 
ly and  sutured  to  the  anterior  cutaneous 
edge,  thereby  furnishing  a new  vermilion 
border  for  the  lip.  The  resultant  scar  being 
in  the  same  position  as  the  normal  mucocu- 
taneous border  is  very  inconspicuous.  If 
the  growth  appears  malignant  clinically,  it  is 
excised  by  removing  a wedge  from  the  lip 
and  the  wound  is  closed  primarily.  As  the 
majority  of  carcinomas  originating  on  the 
lower  lip  are  of  a low  grade  of  malignancy, 
immediate  closure  of  the  wound  is  permis- 
sible. Even  if  it  is  necessary  to  sacrifice  the 
entire  lower  lip,  immediate  reconstruction 
can  be  carried  out  readily. 


Various  operative  procedures  have  been 
devised  for  this  purpose.  One  of  the  simpl- 
est and  most  satisfactory  of  these,  both  as 
regards  removal  of  the  malignant  process 
and  the  appearance  and  function  of  the  re- 
constructed lip,  is  excision  of  the  growth 
with  a wide  “V”.  Following  primary  clos- 
ure of  the  wound,  an  incision  is  made  lateral- 
ly into  the  cheeks  through  the  angle  of  the 
mouth  on  either  side  and  an  inverted  wedge 
is  removed  from  the  cheek  just  lateral  to  the 
upper  lip.  By  reversing  the  procedure,  the 
upper  lip  may  be  reconstructed  in  the  same 
manner,  although,  as  a rule,  it  is  less  satis- 
factory from  a cosmetic  standpoint  because 
of  the  fixation  of  the  tissues  about  the  nose 
and  the  greater  prominence  of  the  scarring 
resulting  from  removal  of  a wedge  from  ei- 
ther side  of  the  lower  lip. 

Delayed  closure  of  wounds  of  the  lip  is  us- 
ually necessary  only  in  cases  in  which  the 
growth  involves  the  mandible  or  superior 
maxilla  secondarily  or  when  it  is  highly  mal- 
ignant. Although  immediate  repair  is  de- 
sirable in  these  cases,  it  should  never  be 
done  unless  the  lesion  can  be  removed  to- 
gether with  an  adequate  margin  of  normal 
tissue.  This  is  practically  impossible  in 
cases  in  which  carcinoma  has  invaded  the 
bone,  unless  resection  of  a segment  of  the 
jaw  was  carried  out.  When  primary  closure 
of  the  wound  is  planned,  the  surgeon  often 
tends  to  remove  a narrower  margin  of  nor- 
mal tissue  than  is  consistent  with  safety  be- 
cause sacrifice  of  more  tissue  increases  the 
difficulty  of  repair. 

Delayed  closure  often  can  be  effected  in  a 
single  stage  by  means  of  the  procedure  de- 
scribed above,  that  is,  paring  the  margins  of 
the  defect  and  directly  approximating  them 
and  then  bringing  in  tissue  from  the  cheeks 
after  incising  laterally  through  the  angles  of 
the  mouth.  A flap  from  the  opposite  lip 
may  be  employed,  especially  when  the  defect 
is  situated  laterally ; flaps  from  the  forehead, 
chest  or  back  may  be  employed  as  described 
for  the  closure  of  defects  of  the  cheek. 

When  a segment  of  the  mandible  is  ex- 
cised or  sequestration  of  the  full  thickness 
of  a portion  of  the  jaw  results  from  electro- 
coagulation, a bone  graft  will  be  required  lat- 
er in  order  to  reestablish  continuity.  The 
graft  usually  is  best  secured  from  the  iliac 
crest  but  no  attempt  at  bone  grafting  should 
be  made  for  some  months  after  repair  of  the 
soft  tissues  has  been  completed. 
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Tumors  involving  the  inner  surface  of  the 
cheeks,  as  a rule,  are  best  treated  with  elec- 
trocoagulation. The  resultant  scarring  may 
produce  partial  or  complete  ankylosis  be- 
cause often  it  obliterates  the  buccal  folds 
and  directly  unites  the  alveolar  processes. 
Correction  of  this  condition  necessitates  re- 
storing the  lost  lining  which  is  accomplished 
best  with  a shaved  skin  graft  applied  over 
dental  compound.  When  these  malignant  le- 
sions extend  deeply  and  infiltrate  the  overly- 
ing skin,  perforation  of  the  cheek  always  oc- 
curs following  removal.  Although  such  de- 
fects, at  times,  can  be  closed  primarily,  if 
they  are  small  and  the  lesion  has  been  of  low 
grade,  in  most  instances  delayed  closure  is 
necessary.  Closure  of  these  perforations  in 
the  cheeks  as  well  as  in  the  lips  may  then  be 
possible  in  a single  stage  provided  that  the 
opening  is  not  too  large  and  the  scarring  in- 


Perforation  of  the  cheek  frequently  results 
from  the  intensive  electrocoagulation  and 
radiation  necessary  to  eradicate  tumors  of 
the  antrum  that  have  eroded  through  the 
anterior  bony  wall.  At  times  these  open- 
ings are  very  large  and  open  directly  into  the 
nose  and  mouth  as  well  as  into  the  antrum. 
Repair  is  best  carried  out  with  either  a flap 
from  the  forehead  or  thorax  as  in  the  case 
of  perforations  lower  in  the  cheek. 

At  times,  owing  to  the  destructive  process, 
the  lower  orbital  border  and  even  the  malar 
prominence  become  sequestrated  in  these 
cases.  These  structures  are  restored  by  bur- 
rowing between  the  layers  of  the  flap  on  the 
upper  part  of  the  cheek  through  a small  lat- 
eral incision  and  inserting  either  a bone 
graft  from  the  iliac  crest  or  a graft  of  pre- 
served costal  cartilage.  The  latter  material 


Fig.  3.  Extensive  recurring  epithelioma  of  lower  lip  and  right  cheek,  grade  2 plus ; (a)  after  repeated  treatments  with 

roentgen  rays  ; (b)  defect  in  the  lips  and  cheek  after  excision  of  the  epithelioma  by  cautery,  electrocoagulation  and  irradiation. 
Dissection  of  the  regional  lymphatic  vessels  and  nodes  has  also  been  carried  out;  (c)  results  of  repair  of  the  defect  with  a tubed 
flap  from  the  thorax. 


side  the  mouth  is  not  too  widespread.  Oth- 
erwise a lined  flap  from  the  forehead  or  a 
tubed  flap  from  the  thorax  furnishes  the 
most  satisfactory  repair.  A full-thickness 
skin  graft  affords  the  best  lining  for  such 
flaps.  The  forehead-scalp  flap  recently 
brought  out  by  Blair  is  very  useful  for  this 
purpose  and  permits  of  repair  in  a minimal 
period  of  time.  The  tubed  chest  flap  pos- 
sesses the  decided  advantage  of  producing 
no  additional  scarring  about  the  face  but  it 
consumes  much  more  time  (Fig.  3). 


is  especially  useful  because  the  patient  is 
spared  the  discomfort  and  inconvenience  of 
the  additional  wound  on  the  hip  and  it  can 
be  shaped  more  readily  than  bone. 

Procedures  for  repair  of  nasal  losses  de- 
pend on  the  situation  and  extent  of  the  de- 
fect. Full-thickness  skin  grafts  can  be  used 
in  this  situation  when  there  has  been  de- 
struction of  only  a portion  of  the  cutaneous 
nasal  covering.  However,  it  is  usually  inad- 
visable to  attempt  to  cover  the  entire  nose 
with  a free  skin  graft  at  one  time,  because 
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of  the  difficulty  of  maintaining  adequate 
pressure,  accurate  apposition  and  sterility. 
Most  nasal  losses  resulting  from  the  remov- 
al of  neoplasms  expose  the  bone  or  cartilage, 
if  they  do  not  actually  perforate  these  struc- 
tures. It  is  therefore  necessary  to  use  a pedi- 
cled  flap  for  repair  in  most  cases.  When  the 
defect  is  in  the  tip  or  the  ala,  a small  flap 
from  the  nose  itself,  a flap  extending  along 
the  fold  between  the  cheek  and  lip  or  one 
from  the  side  of  the  neck  may  be  utilized. 
For  larger  defects  and  for  complete  rhino- 
plasty, forehead  flaps  are  most  satisfactory 
as  the  color  and  texture  of  the  skin  is  more 
like  that  of  the  normal  nose  than  is  that  from 
a distant  portion  of  the  body.  Among  women, 
the  scar  and  graft  on  the  forehead  replacing 
the  flap  are  concealed  readily  by  the  hair- 


of  the  eye  may  result  from  exposure  subse- 
quent to  the  operation  in  cases  in  which  it 
has  been  necessary  to  sacrifice  an  appreci- 
able part  of  one  or  both  eyelids  but  protect- 
ing the  globe  from  undue  drying  and  possible 
trauma  by  having  the  patient  wear  a Buller 
shield  usually  will  obviate  this. 

When  a lesion  on  the  margin  of  the  eye- 
lid is  not  too  extensive,  it  is  possible  to  ex- 
cise it  with  a “V”  shaped  incision  as  in  the 
case  of  epithelioma  of  the  lip.  The  defect  in 
the  lid  is  then  sutured  primarily.  In  many 
of  these  cases,  the  postoperative  scar  is  very 
inconspicuous  and  the  eyelid  appears  perfect- 
ly normal.  Small  defects  in  the  lids  result- 
ing from  the  removal  of  carcinoma  some  time 
previously  at  times  may  be  closed  in  the 


Fig.  4.  Extensive  capillary  and  cavernous  angioma  left  frontotemporal  region  and  upper  eyelid.  The  lesion  had  been  en- 
larging progressively ; (a)  before  operation  ; (b)  result  after  removal  of  the  tumor,  the  hair  being  held  back  to  expose  the  scar 
and  full  thickness  skin  graft ; (c)  result  with  hair  dressed  down  over  the  scar  and  with  the  skin  graft  and  eyebrow  marked  with 
pencil. 


dress.  Among  men,  the  scarring  on  the  fore- 
head is  likely  to  be  prominent  unless  the  skin 
is  unusually  thin.  Although  flaps  from  the 
thorax  and  arm,  at  times,  are  useful  for  nasal 
repair,  especially  if  there  are  other  losses 
about  the  face  to  be  cared  for,  the  longer 
time  required  and  the  difference  in  the  color 
and  texture  of  the  skin  render  them  less 
satisfactory  than  those  from  the  forehead. 

The  removal  of  tumors  from  the  up- 
per portion  of  the  cheeks  and  from  the  eye- 
lids often  is  followed  by  defects  in  the  lids  or 
by  ectropion.  Care  must  be  exercised  during 
the  operation  to  guard  against  injury  to  the 
cornea,  although  when  the  lesion  extends  to 
the  globe,  this  may  occur  in  spite  of  all  pre- 
caution. Ulceration  of  the  cornea  and  loss 


same  manner.  More  frequently,  however,  it 
is  necessary  to  incise  through  the  outer  can- 
thus  and  bring  in  tissue  from  the  temporal 
region  for  repair.  Ectropion  of  the  eyelids 
when  not  pronounced  often  can  be  corrected 
by  making  an  oblique  incision  below  the  in- 
ner canthus,  extending  it  downward  and  lat- 
erally. The  skin  on  the  superior  lateral  bor- 
der of  this  is  freed  widely  and  this  border  is 
advanced  upward  and  mesially  as  the  wound 
is  closed.  When  marked  ectropion  is  pres- 
ent, it  is  necessary  to  free  the  everted  lid,  ex- 
cise the  scar  tissue  that  is  producing  traction 
and  apply  a thick  shaved  or  full  thickness 
skin  graft.  The  latter  is  preferable  and  is 
best  taken  from  the  mastoid  region  or  the 
mesial  aspect  of  the  upper  ai'm  where  the 
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skin  is  thin.  In  applying  this  it  is  well  to 
extend  it  well  up  mesial  to  the  inner  canthus 
or  lateral  to  the  outer  canthus  so  that  trac- 
tion of  the  scar  along  its  upper  border  will 
assist  in  maintaining  the  eyelid  in  its  proper 
position.  Complete  loss  of  an  eyelid  usually 
can  be  restored  most  satisfactorily  by  bring- 
ing in  a lined  flap  from  the  temporal  or 
frontal  region  (Fig.  4). 

Loss  of  a large  portion  of  the  external  ear 
is  a calamity  regardless  of  its  cause,  as  satis- 
factory restoration  is  extremely  difficult  and, 
at  times,  is  impossible.  Defects  involving 
only  a small  part  of  the  auricle  can  be  re- 
paired readily  and,  in  most  instances  ren- 
dered inconspicuous.  Usually  this  is  accom- 
plished best  with  a lined  flap  from  the  mas- 
toid region.  When  the  entire  ear  or  the 
greater  part  of  it  has  been  lost  as  a result  of 
an  accident  or  has  been  sacrificed  in  the  re- 
moval of  a neoplasm  from  an  elderly  individ- 
ual, it  is  rarely  justifiable  to  attempt  re- 
construction. The  patient  will  be  happier 
and  the  defect  will  be  less  conspicuous  with  a 
prosthesis  that  can  be  worn  whenever  the  oc- 
casion demands.  The  reasons  for  this  are 
the  great  length  of  time  required  for  rebuild- 
ing the  auricle  and  the  difficulty  of  properly 
thinning  out  and  shaping  the  rebuilt  struc- 
ture. Among  younger  persons,  on  the  other 
hand,  it  is  preferable  to  undertake  plastic  re- 
construction for,  with  persistence  and  pa- 
tience, an  acceptable  cosmetic  result  can  be 
obtained.  Various  procedures  have  been  ad- 
vocated for  this  purpose.  One  of  the  most 
satisfactory  has  been  the  use  of  a lined  flap 


from  the  mastoid  region  into  which  struts  of 
costal  cartilage  have  been  implanted.  This 
forms  the  body  of  the  auricle,  whereas  a long 
slender  tubed  flap  from  the  base  of  the  neck 
joined  to  its  periphery  furnishes  the  helix 
and  lobe.  Recently,  Gillies  and  Kilner  in  Lon- 
don independently  have  been  using  maternal 
auricular  cartilage  inserted  beneath  a flap  in 
the  mastoid  region  in  cases  of  congenital  ab- 
sence of  the  auricle,  with  gratifying  results. 
This  same  procedure  might  well  be  applied  to 
repair  the  loss  resulting  from  trauma  or  the 
removal  of  neoplasms. 

SUMMARY 

Deformities  resulting  from  the  removal  of 
tumors  about  the  head  as  a rule  can  be  cor- 
rected satisfactorily  by  means  of  plastic  re- 
pair. In  many  cases  of  benign  or  low  grade 
malignant  neoplasms  that  do  not  involve  the 
bone,  the  operative  defect  can  be  repaired 
immediatelv.  When  malignant  tumors  are 
active,  however,  or  when  there  is  fixation  to 
the  bone,  reconstruction  should  be  delayed 
until  the  likelihood  of  recurrence  has  passed ; 
this  usually  necessitates  waiting  for  nine  to 
twelve  months.  The  type  of  plastic  proce- 
dure to  be  carried  out  in  a given  case  will 
depend  on  the  situation  and  extent  of  the  de- 
fect and  on  the  age  and  general  condition  of 
the  patient. 
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Cotton  Thread  for  Stitching  Wounds 

Regular  cotton  thread  is  a satisfactory 
material  for  the  suturing  or  stitching  of  sur- 
gical wounds,  William  H.  Meade,  M.D.,  and 
Alton  Ochsner,  M.  D.,  New  Orleans,  report  in 

The  Journal  of  the  American  Medical  Association. 

After  sterilizing  it  by  boiling  or  under 
steam  pressure  they  used  cotton  thread  in 
196  operations.  Uncomplicated  healing  of 
the  wounds  occurred  in  191  instances. 

In  discussing  the  relative  value  and 
strength  of  cotton  as  compared  to  other  su- 
tures. Drs.  Meade  and  Ochsner  state : “When 
boiled  for  twenty  minutes,  cotton  thread  in- 
creases 10  per  cent  in  tensile  strength, 
whereas  silk  changes  but  little.  When  placed 
in  tissue  it  loses  only  10  per  cent  of  its  ten- 


sile or  maximum  stretching  strength  in  four- 
teen days,  whereas  catgut  loses  from  50  to 
70  pei'  cent  and  silk  35  per  cent. 

“Because  of  its  availability  and  the  ease 
with  which  it  can  be  sterilized,  cotton  thread 
would  be  a very  satisfactory  suture  in  field 
hospitals  in  wartime.” 


The  present  spectacle  of  vitamin  adver- 
tising running  riot  in  newspapers  and  maga- 
zines and  via  radio  emphasize  the  importance 
of  the  physician  as  a controlling  agent  in  the 
use  of  vitamin  products.  Mead  Johnson  & 
Company  feel  that  vitamin  therapy,  like  in- 
fant feeding,  should  be  in  the  hands  of  the 
medical  profession,  and  consequently  refrain 
from  exploiting  vitamins  to  the  public. 


Infant  Mortality 

DR.  R.  H.  LODER,  M.  D. 

Director  of  the  Division  of  Maternal  and  Child  Health 
Nebraska  (State)  Health  Department,  Lincoln 


For  ten  years  Nebraska  has  had  an  aver- 
age of  25,215  births  each  annum  and  1185 
infants  died  annually  before  becoming  one 
year  of  age  during  that  same  period.  Thus 
1/11  of  the  babies  born  during  a year  will  die 
before  becoming  a year  old.  In  addition  there 
have  been  689  stillbirths  a year,  the  latter 


The  life  of  an  infant  in  any  home  is  pre- 
cious. 

Premature  births  cause  1/3  of  the  total 
yearly  infant  deaths  in  Nebraska,  and  most 
of  these  occur  within  the  first  day  and  only 
a very  few  days  later  than  the  first  week  of 
life. 


Year 

Popu- 

lation 

Total 

Deaths 

1928 

*1,408.000 

13,662 

1929 

*1,420,000 

13,374 

1930 

1,377,000 

13,280 

1931 

*1,384,000 

12,905 

1932  _ 

*1,388,000 

12,923 

1933  

*1,392.000 

12,925 

1934  - _ 

*1,395,000 

13,372 

1935 

*1,364,000 

13,179 

1936 

*1,364,000 

13,756 

1937  

*1,364,000 

13,200 

10-yr.  Avg. 

1,385,000 

13,228 

* Others- 

— esimated. 

NATALITY  STATISTICS 
1928  - 1937 
Table  I 


Total 

Rate  Per  M 
Population 

Maternal 

Births 

Death 

Birth 

Deaths 

28,029 

9.7 

19.9 

161 

26,591 

9.4 

18.7 

152 

27,006 

9.6 

19.6 

146 

26,610 

9.3 

19.2 

140 

25,160 

9.3 

18.1 

127 

24,187 

9.3 

17.4 

102 

25,087 

9.6 

18.0 

137 

23,326 

9.7 

17.1 

134 

23,799 

10.1 

17.4 

122 

22,356 

9.7 

16.3 

88 

Rate  Per  M Live 


Infant 

Still 

Births 

Deaths 

Births 

Mat. 

Int. 

S.B. 

1,484 

893 

5.8 

52.9 

31.8 

30.1 

1,374 

801 

5.7 

51.6 

1,331 

748 

5.4 

49.2 

27.6 

1,298 

768 

5.3 

48.8 

28.9 

1,089 

696 

5.0 

43.2 

27.6 

1,190 

644 

4.2 

49.2 

26.6 

1,139 

644 

5.4 

45.1 

25.7 

958 

648 

5.8 

41.1 

27.8 

1,053 

534 

5.1 

44.2 

22.4 

937 

520 

3.9 

42.1 

23.4 

1,186 

689 

5.2 

47.0 

27.2 

25,215  9.6  17.2  131 

Compiled  by  Division  of  MCH. 


number  not  being  included  in  the  live  birth, 
or  infant  mortality  figure. 

We  lost  1875  possible  citizens  each  year 
from  infant  deaths  plus  stillbirths  and  since 
our  birth  rate  has  decreased  from  19.9  per 
1000  population  in  1928  to  16.4  in  1938,  the 
babies  born  must  be  protected  from  hazards 
of  life  insofar  as  possible,  either  from  mis- 
fortune at  birth  or  dangers  of  communicable 
disease. 

CHIEF  CAUSES  OF  INFANT  DEATHS 
1928  - 1937  Nebraska 
Table  II 
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1928  _ 

1484 

467 

168 

124 

95 

99 

66 

89 

376 

1929  _ 

1374 

401 

175 

131 

107 

63 

34 

67 

396 

1930  _ 

1331 

435 

160 

119 

128 

42 

73 

84 

295 

1931  _ 

1298 

410 

155 

103 

116 

60 

63 

81 

310 

1932  _ 
5 Yr. 

1089 

379 

103 

66 

91 

63 

83 

45 

259 

Ave.  _ 

1315 

418 

152 

109 

106 

65 

64 

73 

327 

1933  _ 

1190 

408 

105 

114 

99 

74 

71 

48 

271 

1934  _ 

1139 

385 

138 

77 

82 

55 

72 

64 

266 

1935  . 

958 

332 

113 

86 

76 

32 

46 

43 

230 

1936  _ 

1053 

342 

140 

64 

90 

48 

65 

54 

250 

1937  _ 
5 Yr. 

933 

328 

104 

88 

60 

32 

47 

42 

230 

Ave.  _ 
10  Yr. 

1054 

359 

120 

86 

81 

48 

60 

50 

249 

Ave.  _ 
172 

1185 

389 

136 

97 

94 

57 

62 

62 

288 

Congenital  heart  lesions  and  other  mal- 
formations probably  may  not  be  greatly  ef- 
fected by  medical  efforts,  but  we  can  prevent 
premature  deaths  by  use  of  simple  inexpen- 
sive infant  incubators  throughout  the  state. 

Bronchopneumonia  comes  third  next  in 
importance  as  cause  of  infant  deaths.  The 
attack  here  must  be  on  all  communicable  dis- 
eases in  early  infancy.  Measles  can  be  pre- 
vented by  avoiding  exposure  of  susceptibles, 
and  by  administering  immune  globulin  or  im- 
mune serum ; whooping  cough  by  inoculation ; 
and  care  must  be  taken  to  protect  the  child 
against  all  exposure  to  adults  and  children 
with  “colds,”  “flu,”  and  “grippe.” 

Injury  at  birth  is  fourth  as  cause  of  in- 
fant deaths.  This  is  an  obstetrical  problem 
and  one  to  be  solved  by  the  continual  efforts 
in  understanding  the  circumstances  contrib- 
uting to  this  development  during  the  birth 
process  and  knowing  what  procedure  to  take 
to  protect  both  mother  and  child  from  catas- 
trophe. 

Diarrhea  and  Enteritis  is  fifth  in  line. 
There  is  still  need  for  improvement  in  milk 
supplies  to  Nebraska  babies — improperly  pre- 
pared and  contaminated  unpasteurized  milk 
predetermines  a high  death  rate  from  diar- 
rhea and  enteritis  in  bottle  fed  infants.  Un- 
sanitary home  conditions  must  be  corrected 
also. 
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Other  causes — About  1/10  of  infant  deaths  importance  in  an  attack  on  infant  deaths,  ex- 
are  in  this  group,  but  over  forty  different  cept  that  communicable  diseases  must  al- 
conditions  and  infections  are  responsible  for  ways  be  eliminated  as  a cause  so  far  as  pos- 
these  291  deaths  and  thus  are  not  of  primary  sible. 
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The  American  Medical  Golfing  Associa- 
tion’s Twenty-Sixth  Annual  Tournament 
will  be  held  at  Winged  Foot  Golf  Club,  Mam- 
aroneck,  New  York,  Monday,  June  10,  1940. 
Winged  Foot  has  two  famous  championship 
courses  and  a beautiful  club-house. 

Some  250,  out  of  the  1,360  Fellows  of  the 
A.  M.  G.  A.,  are  expected  to  take  part  at 
Winged  Foot  in  the  36-hole  competition. 
Each  contestant  will  play  both  courses.  The 
hours  for  teeing  off  are  from  7 :00  a.  m.  to 
2:00  p.  m. 

The  sixty  prizes,  in  the  nine  Events,  will 


be  distributed  after  the  banquet  at  the  club- 
house at  7:00  p.  m. 

Officers  of  the  A.  M.  G.  A.  for  1940  are 
George  Washington  Hall,  M.  D.,  Chicago, 
President;  D.  H.  Houston,  M.  D.,  Seattle, 
First  Vice  President;  Grayson  Carroll,  M.  D., 
St.  Louis,  Second  Vice  President;  Bill  Burns, 
Secretary,  2020  Olds  Tower,  Lansing,  Mich. 

The  New  York  Golf  Committee  is  com- 
posed of  James  Craig  Joyner,  M.  D.,  Chair- 
man, 718  Park  Avenue,  New  York;  Edwin  G. 
Zabriskie,  M.  D.,  Charlton  Wallace,  M.  D., 
Orrin  Page  Wightman,  M.  D.,  and  Asa  Lig- 
gett Lincoln,  M.  D. 


Care  of  the  Premature  Infant 

E.  W.  ZEMAN,  M.  D. 

Omaha,  Nebr. 

From  the  Newborn  Service,  Pediatric  Dept., 
University  of  Nebraska  Medical  College 


We  commonly  consider  as  premature,  in- 
fants weighing-  less  than  5.5  pounds  (2500 
grams)  at  birth  or  those  born  at  less  than 
thirty-six  weeks  gestation.  Some  full-term 
infants  weigh  less  than  2500  grams  at  birth 
and  some  infants  born  at  less  than  thirty-six 
weeks  of  gestation  weigh  more  than  2500 
grams.  However,  in  general  prematurely 
born  infants  and  immature  full-term  infants 
require  special  treatment  if  they  are  to  make 
satisfactory  progress.  In  the  following  para- 
graphs premature  will  refer  to  both  prema- 
turely born  and  immature  full-term  infants. 

RECEPTION 

Premature  birth  must  always  be  regarded 
as  an  emergency  condition.  Preparedness  at 
the  time  of  delivery  often  means  the  differ- 
ence between  life  and  death.  As  soon  as  a 
pregnant  woman  falls  into  premature  labor 
preparation  for  the  delivery  and  reception  of 
the  infant  should  be  made  ready. 

A receptacle  for  the  infant  should  be  pre- 
pared and  heated.  If  an  incubator  is  avail- 
able the  heating  and  humidifying  units 
should  be  turned  on ; where  an  incubator  is 
not  available  a substitute  is  necessary.  This 
may  be  a well  insulated  box  or  crib  heated 
with  light  bulbs  or  hot  water  bottles.  The 
unit  for  reception  of  the  infant  should  be  at  a 
temperature  of  98  to  100  degrees  Farhenheit, 
then  the  temperature  varied  to  maintain  the 
infant’s  body  temperature  between  98  and 
100  degrees  Farhenheit  rectally.  The  rela- 
tive humidity  of  the  infant’s  environment 
should  be  between  55%  and  65%.  Extreme 
caution  must  be  used  to  prevent  undue  chill- 
ing and  exposure  of  the  delicate  organism. 

RESUSCITATION 

Resuscitation  of  premature  infants  is  one 
of  the  most  difficult  phases  to  be  considered 
in  their  care.  A recent  survey  of  premature 
infants  born  at  the  University  Hospital 
shows  that  72%  of  the  deaths  occur  during 
the  resuscitation  period,  that  is,  the  first 
forty-eight  hours.  It  is  felt  by  most  investi- 
gators that  the  shock  methods  of  resuscita- 
tion, i.  e.,  slapping,  swinging  by  the  feet,  hot 
and  cold  tubs,  etc.,  are  to  be  condemned 

One  of  the  first  considerations  is  to  estab- 
lish and  maintain  open  air  passages.  Usual- 
ly this  may  be  done  by  having  the  head  in  a 


dependent  position  and  gently  stroking  the 
trachea  followed  by  a gentle  aspiration  of  the 
mouth  and  pharynx  with  a soft  rubber  bulb 
syringe.  Where  this  is  not  successful  trhch- 
eal  aspiration  followed  by  insufflation  with 
gas  may  be  necessary.  Flagg(1>  warns  that 
instrumentation  of  the  larynx  should  be  done 
only  under  direct  vision  in  order  to  avoid 
trauma.  In  the  still  more  deeply  asphyxiat- 
ed infants  further  measures  may  be  neces- 
sary. Martinez(2>  has  used  the  E.  and  J.  Re- 
suscitator  with  good  success  in  the  severe 
asphyxias.  Heyman(3)  reports  a large  series 
in  which  he  used  the  Drinker  Respirator  suc- 
cessfully. These  latter  methods  have  many 
good  points  but  such  elaborate  equipment 
and  the  necessary  trained  personnel  are  not 
generally  available.  Where  such  mechanical 
devices  are  unavailable  simpler  methods  must 
be  used.  The  trachea  may  be  catheterized 
blindly,  mucus  aspirated,  the  tube  removed, 
cleaned,  reinserted,  and  a gas  introduced  into 
the  bronchi.  One  must  keep  in  mind  the 
possibility  of  severe  trauma  to  the  larynx  in 
using  this  method.  The  choice  of  gas  to  be 
insufflated  into  the  tracheal  tree  is  debat- 
able. Yandell  Henderson (4)  recommends  a 
mixture  of  carbon  dioxide  and  oxygen. 
Krafka<5),  Eastman* 6),  and  others  have  at- 
tempted to  show  that  carbon  dioxide  is  ac- 
tually contraindicated  in  asphyxia  of  the 
newborn  and  that  pure  oxygen  is  superior. 
On  our  service  we  have  seen  infants  improve 
when  pure  oxygen  was  substituted  for  a car- 
bon dioxide-oxygen  mixture. 

The  drugs  commonly  used  as  respiratory 
stimulants  are  not  clearly  indicated  in  as- 
phyxia of  the  new-born.  However,  most 
men  feel  that  they  do  no  harm  and  therefore 
it  is  probably  wise  to  use  them. 

FLUIDS  AND  FEEDING 

The  maintenance  of  adequate  fluid  intake 
is  of  paramount  importance  in  the  care  of 
premature  infants  since  their  reserve  is 
so  limited.  We  feel  that  these  infants 
should  be  given  complete  rest  for  sixteen 
hours.  During  this  period  the  infant  is  giv- 
en an  opportunity  to  stabilize  his  heart  and 
respiratory  action  and  temperature  control. 
Hess(7)  has  demonstrated  that  premature  in- 
fants’ stomachs  may  have  a capacity  as  low 
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as  8 c.  c.  Therefore,  we  believe  that  at  the 
end  of  a sixteen  hour  rest  period  the  infant 
should  be  given  a small  amount  of  sterile 
water.  This  amount  should  vary  from  seven 
to  fifteen  c.  c.  depending  upon  the  size  of  the 
infant.  This  water  should  be  given  every  two 
hours  in  gradually  increasing  amounts.  Since 
the  premature  infant’s  gastro-intestinal 
tract  is  notoriously  unstable  and  liable  to  seri- 
ous disturbances,  feeding  must  be  begun  cau- 
tiously both  as  to  quantity  and  type  of  food 
used.  Ladd(8)  as  early  as  1915  demonstrat- 
ed that  the  higher  unsaturated  fats  such  as 
olive  oil  were  absorbed  best  by  the  premature 
intestinal  tract.  Twidell(9),  et  al  and  Stoes- 
ser<10)  further  demonstrated  the  value  of  ol- 
ive oil  over  butter  fat  in  the  premature  diet. 
Breast  milk  has  long  been  believed  to  be  the 
best  food  available.  Tow(11>  challenges  this 
statement  and  suggests  that  breast  milk  may 
not  provide  sufficient  protein  or  carbohy- 
drates for  the  rapidly  growing  premature. 
With  this  idea  in  mind  he  studied  a series  of 
prematures  in  which  he  used  cow’s  milk  mod- 
ified by  the  addition  of  rather  large  amounts 
of  calcium  caseinate  and  carbohydrates.  His 
results  were  uniformly  good.  Stoesser(10) 
demonstrated  that  the  addition  of  calcium 
caseinate  to  human  breast  milk  was  advan- 
tageous. It  has  been  our  experience  that 
the  feeding  of  choice  is  boiled  breast  milk 
with  2%  added  calcium  caseinate  (Casec) 
and  second  choice  is  a skimmed  milk-olive  oil 
mixture  (Olac).  We  have  found  that  either 
of  these  formulae  is  well  tolerated  by  the  in- 
fants and  that  a satisfactory  weight  gain  is 
made.  There  are  undoubtedly  other  similar 
preparations  which  are  satisfactory. 

Starting  with  the  second  twenty-four  hour 
period  of  life,  feedings  should  be  begun.  As 
in  the  case  of  water,  the  initial  amount  must 
be  small  and  increased  gradually.  As  the 
quantity  per  feeding  is  increased  the  amounts 
of  water  must  be  decreased  proportionately 
in  order  not  to  over-tax  the  gastro-intestinal 
tract. 

We  have  found  two  further  procedures  of 
value  in  preventing  a marked  initial  weight 
loss.  The  first  is  the  injection  of  whole  ci- 
trated  blood,  deep  subcutaneously  over  the 
scapulae.  This  blood  need  not  be  matched 
or  typed  but  should  be  Wassermann  negative. 
Heyman(3>  and  Hess(7)  believe  that  this  pro- 
cedure is  of  benefit  in  the  prevention  of  in- 
tra-cranial  hemorrhage.  We  believe  that 
this  blood  should  be  given  in  the  first  twen- 
ty-four hours  in  amounts  varying  from  fif- 
teen to  thirty  c.  c.  depending  on  the  size  of 


the  infant.  Recent  investigation  indicates 
that  vitamin  K may  be  of  value  in  intra-cran- 
ial  hemorrhage. 

In  the  second  twenty-four  hour  period  we 
recommend  subcutaneous  injection  of  from 
100  to  150  c.  c.  of  Ringer’s  or  Hartman’s  so- 
lution. The  giving  of  the  blood  and  Ringer’s 
or  Hartman’s  solution  is  of  definite  benefit 
during  this  first  forty-eight  hour  period 
when  the  infant  tolerates  so  little  fluid  by 
mouth.  We  have  further  noted  definite 
benefit  in  repetition  of  one  or  both  of  these 
procedures  in  the  case  of  infants  who  later 
begin  to  lose  weight  or  remain  stationary  in 
weight  over  a period  of  several  days  when  no 
apparent  cause  can  be  found. 

METHODS  OF  FEEDING 

There  are  three  chief  methods  of  feeding. 
They  are: 

1.  The  bottle  method 

2.  Breck  Feeder  or  medicine  dropper 
method 

3.  Gavage. 

Gavage  is  the  method  of  choice  in  all  weak 
infants.  However,  it  must  be  carried  out 
with  caution  in  order  to  avoid  aspiration 
pneumonia.  The  Breck  Feeder  or  medicine 
dropper  is  much  simpler  to  use  in  general, 
but  if  the  infant  is  not  swallowing  readily 
there  may  be  a tendency  to  fill  the  mouth 
and  pharynx  with  formula  and  thus  cause  as- 
piration into  the  lungs.  The  more  vigorous 
prematures  will,  of  course,  take  their  feed- 
ings from  a bottle  through  a nipple. 
When  using  this  type  of  feeding  one  must 
bear  in  mind  the  factor  of  fatigue  and  guard 
against  over-taxing  the  infant’s  limited 
strength  and  endurance.  No  premature 
should  ever  be  discharged  from  the  hospital 
until  he  is  able  to  take  his  feedings  well,  ei- 
ther from  the  breast  of  the  mother  or  from  a 
bottle  and  nipple. 

CARE  OF  THE  SKIN 

Caution  must  be  used  in  the  handling  of 
the  delicate  skin  of  the  premature  infant  if 
one  is  to  avoid  abrasions,  impetigo  and  other 
skin  infections.  The  infant  should  not  be 
disturbed  for  the  first  sixteen  hours  as  stat- 
ed above  except  to  keep  the  air  passages 
open.  At  the  end  of  that  time  the  heavier 
vernix  caseosa  may  be  removed  from  the 
folds ; the  remainder  of  the  vernix  is  not  dis- 
turbed. At  the  end  of  twenty-four  hours  the 
face  and  scalp  may  be  cleansed  with  sterile 
water;  the  buttocks  and  genitai  region  may 
be  cleansed  with  warm  sterile  water  when- 
ever they  become  soiled.  At  the  end  of  a 
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week  the  infant  may  be  given  an  oil  bath  and 
on  every  second  day  thereafter  a soap  and 
water  bath.  It  is  not  necessary  that  these 
infants  receive  a bath  daily.  Oil  baths  may 
be  substituted  for  soap  and  wrater  if  the  skin 
becomes  dry. 

VITAMINS 

The  premature  infant  rapidly  depletes  the 
Vitamin  C stored  in  his  body.  Because  of 
the  relatively  rapid  growth  of  the  premature 
he  is  prone  to  develop  rickets.  For  these 
reasons  on  the  tenth  day  it  is  advisable  to  be- 
gin anti-scorbutic  and  anti-rachitic  measures. 
Strained  orange  juice  one  c.  c.  should  be  giv- 
en daily  and  this  gradually  increased  to  two 
teaspoonfuls  twice  daily.  Some  form  of  Vita- 
amin  D should  be  started  at  the  same  time. 
(We  have  found  Oleum  Percomorphum  50% 
given  five  drops  twice  a day  and  increased 
to  ten  drops  twdce  a day  very  satisfactory). 
After  the  infant  is  a month  or  more  old  it 
may  be  necessary  to  further  change  the  vita- 
min intake.  Ascorbic  acid  may  be  substitut- 
ed for  orange  juice  but  one  should  keep  in 
mind  that  ascorbic  acid  is  not  a complete  sub- 
stitute for  orange  juice. 

GASTROINTESTINAL  DISTURBANCES 

One  of  the  most  frequent  symptoms  in 
premature  feeding  is  vomiting.  When  it  oc- 
curs one  must  rule  out  infections,  obstruc- 
tions of  the  gastro-intestinal  tract,  and  other 
diseases.  Empirically  it  is  wise  to  omit  feed- 
ings for  from  six  to  twelve  hours  and  give 
either  subcutaneous  injections  of  Ringer’s 
solution  or  normal  Saline.  At  the  end  of  this 
period  one  can  usually  begin  feeding  by 
mouth  but  in  reduced  quantity,  which  may 
again  be  gradually  increased. 

Diarrhea  is  an  alarming  symptom  in  a pre- 
mature infant.  Everything  by  mouth  must 
be  stopped  immediately.  All  fluids  must  be 
given  either  intravenously  or  subcutaneous- 
ly until  the  diarrhea  has  ceased  or  at  least 
diminished.  Although  paregoric  is  con- 
demned by  some  investigators  we  have  felt 
that  it  is  a valuable  aid  in  the  control  of 
these  diarrheas.  We  have  used  it  in  doses 
of  from  ten  to  fifteen  minims  as  often  as 
once  per  hour.  When  the  diarrhea  has  sub- 
sided sterile  water  in  small  amounts  should 
be  the  first  substance  offered  by  mouth;  if 
this  is  tolerated  human  breast  milk  boiled 
down  to  one-half  to  two-thirds  of  its  original 
volume  may  be  offered.  Casec  or  protein 
milk  may  be  offered.  The  baby  may  then 
gradually  go  back  to  its  original  feeding. 

In  either  diarrhea  or  vomiting,  the  orange 


juice  and  anti-rachitic  substance  should  be 
omitted,  then  added  when  the  condition  is 
under  control. 

ANEMIA 

Premature  infants  regularly  develop  ane- 
mia of  varying  intensity  during  the  first 
year.  The  decrease  in  hemoglobin  and  red 
blood  cells  reaches  a maximum  usually  dur- 
ing the  second  month  of  life;  from  then  on 
there  is  a very  slight  rise  throughout  the 
first  year.  Merritt  and  Davidson ( 12  > demon- 
strated that  after  the  anemia  has  once  de- 
veloped iron  has  no  effect;  however,  if  iron 
is  given  from  shortly  after  birth  it  tends  to 
ameliorate  but  does  not  completely  prevent 
it.  In  our  own  experience  iron  and  amonium 
citrates,  ferrous  sulphate,  a copper  and  fer- 
rous pyrophosphate  combination,  and  liver 
extract  and  ferrous  sulphate  combination,  all 
given  orally  from  shortly  after  birth 
throughout  the  first  year  of  life,  had  no 
demonstrable  effect  on  the  anemia.  It  is  our 
belief  that  either  premature  infants  are  un- 
able to  utilize  iron  given  orally  or  there  is 
some  factor  other  than  iron  deficiency  re- 
sponsible for  this  anemia.  Further  studies 
along  these  lines  are  indicated. 

SUMMARY 

In  summarizing  we  can  say  that  the  cardi- 
nal points  in  the  care  of  the  premature  in- 
fant are: 

1.  Reception  and  Resuscitation. 

2.  Maintenance  of  adequate  fluid  and  food 
intake. 

3.  Care  of  the  skin. 

4.  The  unsolved  problem  of  anemia. 

5.  Conscientious  intelligent  care  by  the 
nurse  or  mother. 
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Premature  Infant  Mortality 

R.  H.  LODER,  M.  D.* 

Lincoln,  Nebr. 


Premature  infant  deaths  averaged  for  the 
years  1935  to  1938,  53.6%  of  the  total  infant 
deaths  under  one  month  for  each  year.  This 
corresponds  very  closely  to  the  national  fig- 
ures; that  is,  that  premature  infant  deaths 
are  46%  of  the  total  deaths  under  one  year 
of  age.  There  were  only  148  premature 
infant  deaths  and  407  infant  deaths  under 
one  year  of  age  for  the  first  six  months  of 
1939.  Important  to  note  is  the  fact  that  the 
reduction  in  the  premature  infant  death  rate 
has  been  but  2.6  deaths  per  1,000  live  births. 
We  can  plainly  see  the  need  for  concentrat- 
ing our  efforts  on  lowering  the  number  of 
deaths  in  these  two  specific  categories. 

Fifty  per  cent  of  infant  deaths  under  one 
month  are  caused  by  prematurity.  In  the 
neighborhood  of  50%  or  more  of  the  deaths 
under  one  year  occur  in  infants  under  one 
month  of  age. 


Note  that  from  1929  to  1935  a reduction 
in  rate  of  10.5  infant  deaths  under  one  year 
per  1,000  live  births  occurred.  Likewise,  in 
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Deaths 


1929  26,591  401  820 

1930  27,006  435  862 

1931  26,610  410  823 

1932  25,f60  379  759 

1933  24,187  408  796 

5 yr.  Avg._23,911  407  812 

1934  25,087  387  750 

1935  23,326  332  617 

1936  23,799  342  666 

1937  22,256  328  586 

1938  22,402  290  543 


5 yr.  Avg._23,374  336  632 
10  yr.  Avg._23,642  371  722 
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the  four-year  period — 1935-1938 — there  was 
a reduction  of  exactly  five  infant  deaths  un- 
der one  year  of  age  per  1,000  live  births. 
Again  this  points  out  that  our  attack  must 
be  upon  infant  deaths  below  one  month  of 


age. 


A study  of  the  accompanying  chart  on  in- 

♦Director  of  Division  of  Maternal  and  Child  Health.  The  Ne- 
braska (State)  Department  of  Health. 


fant  mortality  rate  trends  very  graphically 
illustrates  this  definite  lowering  of  infant 
deaths  under  one  year ; a rapid  decline  in  in- 
fant deaths  under  one  month  of  age,  but 
premature  infant  deaths  show  a very  slight 
decline. 

Medical  men  throughout  the  state  will  re- 
call that  in  August,  1'938,  the  Division  of 
Maternal  and  Child  Health,  Nebraska  (State) 
Department  of  Health,  in  cooperation  with 
the  N.  S.  M.  A.,  and  its  pediatric  society  con- 
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1939*  32  22  32  17  29  16  27  34  20  22  26  25  302 

*Provisional  Figures. 


structed  and  delivered  a simple,  inexpensive, 
completely  enclosed  thermostatically  con- 
trolled infant  incubator — operated  by  a small 
wattage  electric  bulb  to  supply  the  heat  and 
provided  with  a small  copper  pan  for  sup- 
plying humidity. 

Each  county  in  the  state  has  been  supplied 
and  one  is  stationed  at  each  of  the  medical 
schools  in  Omaha  to  provide  demonstration 
opportunities  to  medical  students  of  today. 
The  two  primary  functions  to  be  fulfilled  by 
this  instrument  were: 

First,  prove  effectiveness  of  infant  incu- 
bators in  lowering  premature  infant  mortal- 
ity. 

Second,  stimulate  further  the  utilization 
and  availability  of  such  aids  by  the  medical 
profession  at  large,  particularly  in  sparse 
rural  areas. 

That  the  second  function  has  been  served 
is  evident  from  the  fact  that  a number  of 
these  simple  incubators  have  been  purchased 
and  placed  in  use  by  several  private  physi- 
cians, and  one  community  in  western  Ne- 
braska, where  premature  birth  is  a rather 
frequent  occurrence  among  the  beet  and  po- 
tato field  workers,  made  an  appeal  for  three 
incubators  to  be  supplied  by  community  sub- 
scription. 

An  enterprising  local  club  sponsoi'ed  the 
activity  and  a local  merchandising  concern 
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started  it  off  by  developing  an  attractive 
window  display  of  the  incubator  and  perti- 
nent baby  equipment — needless  to  say,  the 
community  is  responding  to  the  call  and  has 
as  a result  become  more  interested  in  health 
needs  of  that  area.  The  first  function  is  not 
so  easily  evaluated. 

Premature  birth  accounts  for  approxi- 
mately 50%  of  all  deaths  under  one  month. 
The  exact  total  of  premature  births  occurring 
in  Nebraska  is  not  easily  determined,  nor  is 
there  definite  dependable  information  on  it 
at  present.  But  there  was  an  average  of  389 


downward  as  the  years  proceed  and  as  the 
incubators  are  utilized  more  with  greater 
skill  in  their  operation.  However,  improved 
supportive  management  of  the  premature 
with  physicians  meticulously  explaining  to 
parent  or  nurse  the  procedures  in  caring  for 
them  will  aid  in  saving  more  lives. 

It  is  interesting  to  note  that  Nebraska  in 
1938  tied  with  Connecticut,  with  36  infant 
deaths  per  1,000  live  births  for  the  two  low- 
est rates  in  the  United  States.  Connecticut 
is  a state  with  very  small  area  and  a very 
highly  concentrated  and  industrial  popula- 


premature  infant  deaths  for  the  period  1928- 
1937  yearly.  In  1938  to  December  31st,  there 
were  290,  and  a similar  period  of  1939  re- 
veals 302  premature  deaths.  A glance  at  the 
trend  chart  on  infant  mortality  reveals  little 
decline  in  premature  mortality.  The  incu- 
bators have  been  in  operation  for  27  months 
or  five  quarters.  During  this  time  we  have 
recorded  215  prematures  being  placed  in 
them.  Of  this  number  139  or  64.7%  sur- 
vived and  76  or  35.3%  died.  This  is  almost 
a direct  reversal  of  the  estimated  mortality 
among  poorly  treated  prematures  (approxi- 
mately 75%).  Thus,  even  though  the  pres- 
ent rate  trend  does  not  indicate  a definite 
decline  in  premature  deaths  with  the  first 
year  of  operating  the  incubators,  the  above 
figures  do  portend  a probable  definite  trend 


tion,  but  she  has  approximately  the  same 
estimated  population  (1,811,097  — 1939), 
same  number  of  births  (about  22,500)  year- 
ly- 

With  a maternal  mortality  rate  of  26  per 
10,000  live  births,  Connecticut  is  the  lowest 
in  the  U.  S.,  while  we  are  13th.  Even  with 
a greatly  concentrated  population  of  indus- 
trial nature  her  infant  mortality  rate  ties 
with  ours  for  the  lowest.  Does  Nebraska 
have  a job  to  do  in  lowering  Infant  and  Ma- 
ternal Mortality  ? 


“Make  the  sanatorium  the  first  resort  of 
the  tuberculous,  not  the  last,”  H.  E.  Dear- 
holt,  M.  D. 


Low  Back  and  Sciatic  Pain  Caused  by 
Intervertebral  Disc  Herniation* 

J.  JAY  KEEGAN,  M.  D.  and  ALISTER  I.  FINLAYSON,  M.  D. 
Omaha,  Nebraska 


Low  back  pain  and  sciatic  pain  are  two  of 
the  commonest  symptoms  met  in  the  general 
practice  of  medicine  and  are  treated  with 
varying  interpretation  and  success.  It  is 
now  well  established  that  intervertebral  disc 
herniation  is  a common  cause  of  this  com- 
bined syndrome, (l)  (2)  (3>  (4)  and  this  should 
be  recognized  in  diagnosis  and  treatment. 
Many  factors  are  involved  in  this  problem, 
as  location  of  pathology,  relation  to  strain  or 
injury,  evidence  of  nerve  root  involvement, 
degree  and  duration  of  disability,  and  eco- 
nomic status.  Better  definition  is  needed  to 
separate  the  herniated  intervertebral  disc 
cases,  in  which  lipiodol  myelograms  are  indi- 
cated and  intraspinal  surgery  warranted, 
from  other  similar  syndromes.  The  fol- 
lowing discussion  is  based  upon  observation 
of  over  100  cases  of  low  back  and  sciatic 
pain  during  the  past  three  years,  referred 
for  suspected  herniated  disc,  and  operation 
by  laminectomy  on  forty  of  these  cases. 
(Chart  1)  (Plate  1). 

CHART  1 

Summary  of  Data  From  Series  of  40  Cases  Operated 
by  Laminectomy  for  Herniated  Intervertebral  Disc. 


Sex:  Male  65%,  Female  35%. 

Age:  20  to  30  years 17.5% 

30  to  40  years 37.5% 

40  to  50  years 32.5% 

50  to  60  years 12.5% 

30  to  50  years 70  % 

Back  strain 70  % 

Ankle  jerk  reduced 50  % 

Sensation  reduced 55  % 

Motor  power  reduced 27.5% 

Sphincter  reduced  7.5% 

Spinal  fluid  block 10  % 

Definite  herniated  disc 60  % 

Thickened  ligamentum  flavum  plus  disc 

protrusion  25  % 

No  definite  pathology  15  % 

Recovery:  90  to  100% 57.5% 

80  to  90%  17.5% 

50%  10  % 

Failure  15  % 


The  characteristic  clinical  history  of  a case 
of  herniated  intervertebral  disc  begins  with 
a sudden  onset  while  lifting,  with  sensation 
of  a snap  or  slip  in  the  low  back  and  immedi- 
ate pain  and  disability  in  this  region.  Some 
time  thereafter  “sciatic”  pain  develops  in 
one  leg,  described  as  deep-seated  pain  begin- 

*Read  before  the  Annual  Assembly  of  the  Nebraska  State 
Medical  Association  in  Lincoln,  April  27,  1938. 


ning  in  the  buttock,  radiating  down  the  pos- 
terior thigh,  postero-lateral  calf  and  ankle, 
occasionally  to  the  lateral  and  upper  surface 
of  the  foot.  Bending  forward  increases  the 
pain  and  may  cause  a tingling  sensation  in 
the  foot.  The  condition  improves  with  rest 
in  bed  and  immobilization.  Resumption  of 
work  may  be  possible  within  two  or  three 
weeks,  with  some  back  protection.  However, 
recurrent  similar  or  worse  attacks  develop, 
often  under  slight  lifting  or  twisting  strain, 
until  finally  chronic  disability  is  established. 
On  examination  the  patient  is  found  to  stand 
with  his  trunk  thrust  forward  and  to  one 
side,  with  most  of  his  weight  on  the  better 
leg.  The  normal  lumbar  lordosis  is  flattened 
and  all  movements  of  the  lumbar  spine  are 
markedly  restricted  by  involuntary  protec- 
tive muscle  spasm.  The  patient  gets  in  and 
out  of  a chair  or  bed  cautiously,  tends  to  sup- 
port and  lift  his  trunk  weight  with  his  arms. 
He  cannot  stoop  to  pick  things  off  the  floor 
or  lace  his  shoes.  Pain  and  tenderness  are 
located  to  one  side  of  the  lumbosacral  junc- 
tion, the  ankle  jerk  on  that  side  is  reduced  or 
absent  and  there  is  a variable  area  of  reduced 
sensation  to  pain  over  the  lateral  calf  and 
ankle  region. 

History  and  physical  findings  of  this  char- 
acter suggest  strongly  that  there  has  been  a 
posterior  herniation  of  the  central  nucleus 
pulposus  of  the  4th  or  5th  lumbar  interverte- 
bral disc  into  the  spinal  canal,  compressing  a 
sciatic  nerve  root,  and  further  neurologic 
study  is  warranted  to  establish  the  diagnosis. 
The  next  step  is  low  spinal  puncture,  mano- 
metric  tests  for  possible  spinal  fluid  block 
and  serologic  tests  of  the  fluid.  Increased 
spinal  fluid  protein  gives  evidence  of  intra- 
spinal pathology.  The  final  step  in  diag- 
nosis is  intraspinal  injection  of  a gas  or  oil, 
(lipiodol),  to  outline  the  lumbar  subarach- 
noid space  in  roentgenograms,  (myelograms) 
and  demonstrate  an  intraspinal  tumor  which 
causes  a filling  defect  in  the  gas  or  oil  shad- 
ow. (Plate  1).  A positive  finding  warrants 
the  recommendation  of  laminectomy  for  re- 
moval of  this  protruded  fibro-cartilaginous 
intraspinal  mass,  with  promise  of  prompt 
postoperative  relief.  The  following  case  his- 
tory illustrates  most  of  the  characteristic 
features  above  outlined. 
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Case  No.  7.  (Plate  1.)  H.  B.,  University  of  Ne- 
braska Hospital,  No.  58286,  white  female,  age  32 
years.  Aching  pain  developed  gradually  during 
May,  1936,  in  her  left  gluteal  and  posterior  thigh 
regions  after  sitting  or  standing  for  some  time.  This 
was  increased  by  bending  her  thigh  or  trunk  for- 
ward and  was  relieved  by  salicylates  and  lessened 
activity  after  a few  months.  More  severe  pain  re- 
curred in  December,  1936,  which  caused  her  to  limp 
and  was  relieved  only  by  lying  down.  X-rays  of  her 
spine  were  negative.  A corset  gave  considerable  re- 


of  the  4th  lumbar  disc.  (Plate  1,  No.  7)  Spinal  fluid 
protein  was  normal.  Left  4th  and  5th  lumbar  hemi- 
laminectomy was  done  October  9th,  1937,  and  dis- 
closed a firm  oval  extradural  tumor  beneath  the  left 
5th  lumbar  nerve  root,  the  nerve  appearing  flatten- 
ed as  it  was  stretched  across  this  tumor.  The  nerve 
was  retracted,  the  ovei  lying  thinned  ligament  split, 
somewhat  soft  but  adherent  fibrocartilaginous  mass 
removed,  with  remaining  opening  seen  leading  into 
the  4th  intervertebral  space.  The  dura  was  opened 
and  oil  removed,  then  closed.  Postoperative  re- 


Plate  1 : Tracings  of  lipiodol  myelograms  in  selected  cases  of  low  back  and  sciatic 

pain.  Arrow  indicates  diagnostic  defect  in  oil  shadow. 


lief  for  a time,  but  dull  aching  developed  over  her 
left  lumbosacral  region  and  radiated  down  her  left 
posterior  thigh,  with  tingling  sensation  in  her  left 
lateral  ankle  and  foot  when  she  would  sit  up  in  bed. 
She  could  not  stoop  to  put  on  her  shoes  and  walked 
with  a marked  protective  limp  and  scoliosis.  Ortho- 
pedic treatment  was  tried,  first  traction  in  bed  which 
made  the  pain  worse.  Her  tonsils  were  removed. 
Psychoneurotic  suspicion  was  investigated.  Hip 
spica  cast  gave  no  relief.  Spinal  fusion  operation 
was  considered,  but  neurologic  examination  showed 
an  absent  left  ankle  jerk  and  intraspinal  lipiodol 
was  recommended.  This  demonstrated  a definite  but 
not  large  defect  in  the  left  oblique  view  at  the  level 


covery  was  rapid,  she  could  move  freely  in  bed  with- 
out pain  after  the  first  week,  and  in  two  weeks  was 
up  and  walking  without  pain,  limp  or  scoliosis.  Re- 
cent report  November,  1939,  indicates  that  she  has 
remained  entirely  well. 

The  anatomy  and  pathology  of  herniated 
intervertebral  disc  is  interesting,  as  it  ex- 
plains many  commonly  observed  phenomena 
associated  with  low  back  and  sciatic  pain. 
The  commonest  site  of  the  lesion  is  in  the 
low  lumbar  region,  where  combined  weight 
and  postural  strain  are  greatest.  The  onset 
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of  symptoms  is  often,  (60%  to  70%  ),  direct- 
ly related  to  a lifting  or  falling  strain  in  the 
forward  bending  position.  This  tends  to 
compress  the  anterior  portion  of  the  inter- 
vertebral disc  and  forces  the  soft  central  nu- 
cleus pulposus  of  the  disc  backwards  toward 
the  spinal  canal.  There  the  weakest  portions 
of  the  longitudinal  intervertebral  ligaments 
are  laterally  situated,  beneath  the  nerve 
roots  as  they  enter  the  intervertebral  for- 
aminae,  so  that  a herniating  protrusion  of 
the  disc  presses  directly  upon  a nerve  root  of 
one  side.  There  may  be  herniation  at  other 
places  in  the  spinal  canal  or  into  the  bodies 
of  the  vertebrae,  where  nerve  root  compres- 
sion does  not  occur.  The  size  and  extension 
of  this  herniated  disc  or  nucleus  pulposus 
varies  greatly.  At  times  there  seems  to  be 
a gradually  increasing  protrusion  beginning 
without  traumatic  episode,  as  in  Case  No.  1, 
with  periods  of  partial  remission.  At  other 
times  a sudden  snap  is  felt  in  the  low  back, 
as  though  something  slipped  out,  and  imme- 
diately there  is  completely  disabling  pain, 
often  radiating  with  a tingling  sensation 
down  the  sciatic  nerve  distribution.  In  such 
a case  one  can  imagine  a sudden  herniation 
of  the  nucleus  pulposus,  which  may  likewise 
be  partly  reduced  by  rest  or  traction  and  re- 
cur suddenly  again  under  very  ordinary  for- 
ward bending  strain. 

Evidence  of  spinal  nerve  root  involvement 
is  most  important  in  identifying  this  condi- 
tion. First  is  the  common  sciatic  radiation 
of  the  pain  commonly  called  “sciatica,”  for 
many  years  explained  rather  vaguely  as  sci- 
atic neuritis  and  treated  by  rest  and  removal 
of  foci  of  infection  or  nerve  injections.  This 
unilateral  sciatic  radiation  is  due  to  the  most 
common  location  of  the  herniation  on  one 
side  of  the  4th  or  5th  lumbar  intervertebral 
disc  beneath  the  5th  lumbar  and  1st  sacral 
nerve  roots.  These  nerve  roots  carry  senso- 
ry impulses  from  an  area  on  the  lower  lateral 
aspect  of  the  leg  and  ankle  and  dorsum  of 
the  foot,  contribute  largely  to  the  tendo- 
achilles  reflex  or  ankle-jerk,  and  supply  mo- 
tor innervation  to  the  peroneus  muscles,  lat- 
eral elevators  of  the  foot  and  toes.  Conse- 
quently the  early  objective  neurologic  signs 
are  reduction  of  sensation  in  this  nerve  root 
area  and  reduction  or  loss  of  the  ankle  jerk, 
with  finally  lateral  toe  drop  in  some  cases. 
If  any  of  these  neurologic  signs  are  present 
in  a patient  with  low  back  and  sciatic  pain, 
that  case  should  be  considered  a probable 
herniated  intervertebral  disc. 


Conservative  treatment  should  first  be 
tried  as  there  is  a tendency  to  remission  of 
disabling  symptoms  under  rest  and  fixation 
by  strapping,  belts,  braces,  casts  or  traction. 
The  length  of  time  this  should  be  continued 
is  open  to  discussion.  Disability  which  per- 
sists two  or  three  months  under  conserva- 
tive treatment  should  raise  considerable 
question  concerning  the  correctness  of  diag- 
nosis and  treatment.  The  case  with  char- 
acteristic history  and  neurologic  signs  of  her- 
niated disc  perhaps  should  not  be  allowed  to 
go  that  long  without  recommendation  of 
lumbar  myelograms  and  operation  for  more 
satisfactory  relief.  The  following  case  il- 
lustrates a permanent  total  disability  status 
promptly  relieved  by  laminectomy. 

Case  No.  17  (Plate  1).  J.  S.  L.,  white  male,  age 
47  years,  Clarkson  Memorial  Hospital,  No.  63892. 
This  man,  a city  fireman,  strained  his  back  while 
fighting  a fire,  September  12th,  1937.  Pain  in  his 
back  rapidly  increased  and  within  two  hours  he  was 
barely  able  to  rise  from  a chair.  His  back  was  taped 
and  he  gradually  improved.  One  month  later  sharp 
stabbing  pain  developed  and  extended  down  his  right 
leg  along  the  posterior  thigh  and  outer  calf,  with 
finally  a burning  sensation  in  his  great  toe.  He  be- 
came rapidly  worse,  was  unable  to  get  out  of  bed 
and  remained  in  bed  eleven  weeks  under  conserva- 
tive treatment  consisting  of  rest,  immobilization  and 
traction.  Medically  he  was  given  foreign  protein 
injections,  Vitamin  B,  salicylates,  sulfanilamide  and 
fever  therapy  with  little  benefit.  He  was  finally 
placed  on  a permanent  total  disability  status,  re- 
ceiving $60  a month  pension,  but  still  sought  relief 
and  desired  to  work. 

Neurologic  examination  in  May,  1938,  showed  no 
loss  of  ankle  jerk  nor  sensory  loss  but  the  history 
was  so  suggestive  of  herniated  intervertebral  disc 
and  the  disability  so  great  that  intraspinal  lipiodol 
injection  was  done.  This  revealed  a definite  intra- 
spinal defect  in  the  roentgenographic  oil  shadow  at 
the  level  of  the  4th  lumbar  intervertebral  disc,  right 
side.  (Plate  1,  No.  17)  Right  5th  lumbar  hemila- 
minectomy was  done  May  16th,  1938,  and  a typical 
herniated  nucleus  pulposus  was  found  and  removed 
from  beneath  the  right  5th  lumbar  nerve  root.  On 
the  first  postoperative  day  the  patient  reported  that 
all  of  his  old  leg  pain  was  gone,  he  was  up  on  the 
12th  day  and  dismissed  walking  with  no  pain  on  the 
14th  day.  He  returned  to  regular  work  two  months 
after  operation  and  has  had  no  pain  nor  disability 
since. 

There  are  many  variations  from  these 
rather  typical  cases,  dependent  upon  the  lo- 
cation, size  and  duration  of  the  herniated  in- 
traspinal tumor.  Differential  diagnosis  from 
lumbago,  sacroiliac  strain,  true  sciatic  neur- 
itis, congenital  spine  defects,  hypertrophic 
osteoarthritis,  spondylolisthesis,  vertebral 
fractures,  and  tumors  involving  the  verte- 
brae or  nerve  roots  is  often  difficult  and 
must  be  considered  carefully.  A few  points 
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should  be  emphasized.  Cases  of  lumbago  or 
true  myofascitis  should  have  definite  muscle 
tenderness  at  rest ; likewise  true  sciatic  neur- 
itis should  show  definite  tenderness  over  a 
considerable  length  of  the  sciatic  nerve; 
sacroiliac  strain,  a much  abused  term,  is 
often  blamed  for  sciatic  pain,  but  this  joint 
has  no  intimate  relation  to  the  sciatic  nerve. 
Spina  bifida  occulta  occurs  occasionally  and 
causes  sciatic  pain,  but  this  usually  is  bilat- 
eral and  associated  with  bladder  disturb- 
ance. The  divided  first  sacral  spine  oc- 
curs more  frequently,  in  10%  or  15%  of 
routine  roentgenograms  without  symptoms. 
It  is  questionable  if  this  bone  abnormality 
is  significant  in  causing  sciatic  pain,  for 
the  underlying  caudal  nerves  are  not  in- 
volved in  this  minor  defect.  Such  an  ab- 
. normality  may  have  some  relation  to  a 
structurally  weak  back.  Sacralization  of  a 
5th  lumbar  transverse  process  is  a similar 
fairly  common  abnormality  which  may  pro- 
duce lumbosacral  symptoms  but  not  likely 
typical  radiating  sciatic  pain.  Osteoarthritis 
of  the  lumbar  spine,  a common  finding  in  in- 
dividuals past  40  years  of  age,  should  not  be 
accepted  too  readily  as  the  cause  of  all  back 
symptoms,  particularly  those  of  sudden  on- 
set with  sciatic  radiation.  Spondylolisthesis 
or  forward  slipping  of  the  5th  lumbar  verte- 
bra on  the  secrum  should  always  be  ruled 
out  by  good  x-rays.  Compression  fractures 
of  vertebrae  or  transverse  processes  are 
more  common  than  thought,  and  should  be 
ruled  out  by  careful  x-ray  study  of  the  spine. 
Tumor  of  a nerve  root  in  the  cauda  equina 
may  simulate  the  herniated  disc  syndrome 
but  is  more  liable  to  produce  complete  block 
of  the  spinal  canal  at  a higher  level  than  the 
common  low  lumbar  herniated  disc  lesion; 
tumors  involving  the  lumbar  vertebrae,  usu- 
ally secondary  to  pelvic  tumors,  are  more 
likely  to  cause  bilateral  sciatic  pain  and 
should  be  ruled  out  by  pelvic  or  rectal  exami- 
nation and  x-rays. 

A troublesome  question  in  connection  with 
these  herniated  disc  cases  is  the  compensa- 
tion disability  status.  While  there  is  an  un- 
questioned relation  of  direct  strain  or  injury 
in  the  causation  of  this  lesion  in  a consider- 
able number  of  cases,  60%  to  70%,  the  onset 
may  be  insidious  and  not  definitely  related  to 
strain.  There  undoubtedly  often  are  pre- 
disposing structural  factors  in  these  backs, 
or  old  injury  which  started  the  trouble  years 
before.  Overemphasis  of  traumatic  and  com- 
pensation status  is  not  desirable,  for  many 


minor  back  symptoms  develop  under  heavy 
labor  and  recover  promptly  under  rest  and 
slight  subsequent  back  protection. 

Intraspinal  injection  of  lipiodol  should  not 
be  recommended  until  conservative  measures 
have  failed  to  give  relief  and  serious  disabili- 
ty exists.  Although  lipiodol  is  now  available 
as  a reasonably  safe  non-irritating  radio- 
opaque oil  which  may  be  left  indefinitely 
within  the  spinal  canal  without  producing 
symptoms,  its  continued  presence  there  is 
undesirable  and  occasionally  seems  to  in- 
crease sciatic  or  caudal  nerve  root  irritation. 
For  this  reason  air  or  oxygen  has  been  used 
instead  of  oil,  but  does  not  give  as  reliable 
information.  Occasionally  it  may  be  war- 
ranted to  proceed  surgically  without  a mye- 
logram when  the  symptoms  are  quite  char- 
acteristic of  a herniated  disc.  It  is  hoped 
that  some  better  absorbable  material  will  be 
found  for  these  desirable  myelograms.  Even 
a good  lipiodol  myelogram  does  not  always 
solve  the  problem  of  diagnosis.  Question- 
able or  false  defects  may  be  found  and  lead 
to  negative  surgical  exploration.  In  such 
cases  thickening  of  the  ligamentum  flavum 
between  laminae  may  be  interpreted  as  the 
cause  of  nerve  root  compression,  but  this 
pathology  is  not  as  certain  as  herniated  in- 
tervertebral disc.  However,  the  following 
case  represents  a definite  finding  of  thick- 
ened ligamentum  flavum  causing  low  back 
and  sciatic  pain  relieved  by  laminectomy. 

Case  No.  21.  (Plate  1)  Mr.  H.  H.,  age  41  years. 
Immanuel  Hospital,  No.  65778.  History  of  variable 
and  recurrent  low  back  pain  radiating  down  left  but- 
tock and  posterior  thigh,  increased  by  coughing  or 
walking,  of  9 years  duration.  Many  different  treat- 
ments, no  significant  relief,  final  total  disability. 
Tendo  achillis  reflexes  normal,  straight  left  leg  rais- 
ing limited.  Intraspinal  lipiodol  showed  a defect  at 
left  third  lumbar  intervertebral  disc  level.  Lamin- 
ectomy exposed  no  herniated  disc  but  instead  a defi- 
nite rounded  thickening  of  the  third  lumbar  liga- 
mentum flavum  which  was  removed,  with  prompt 
complete  relief  from  old  sciatic  pain.  The  patient 
walked  in  two  weeks  with  no  pain  or  limp  and  re- 
turned to  work  in  two  months. 

The  most  difficult  cases  to  interpret  are 
those  with  rather  characteristic  severe  syn- 
drome without  lipiodol  intraspinal  defect. 
In  desperation,  a wide  exploratory  laminec- 
tomy has  been  done  on  some  of  these  cases 
with  negative  findings,  but  followed  by  unac- 
countable relief.  The  following  case  is  an 
example. 

Case  No.  21.  P.  H.,  female,  age  30  years.  Metho- 
dist Hospital,  No.  120100.  Auto  accident  September, 
1937,  bruised  right  hip,  no  immediate  back  pain. 
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Five  days  later  developed  severe  pain  in  right 
gluteal  region  which  gradually  radiated  down  back 
of  right  thigh,  calf  and  ankle,  completely  disabled. 
Conservative  treatment,  traction  and  cast  tried  sev- 
eral months,  no  relief.  Reflexes  and  spinal  fluid 
negative.  Intraspinal  lipiodol  showed  no  defect,  but 
pain  became  much  worse  after  oil  injection,  requir- 
ing morphine.  Exploratory  laminectomy  June  24, 
1938,  3rd,  4th  and  5th  lumbar,  was  negative,  except 
for  questionable  irregularity  and  thickening  of  liga- 
mentum  flavum,  between  right  4th  and  5th  laminae. 
Rather  stormy  recovery  but  patient  relieved  of  her 
old  pain  and  has  remained  well  and  active,  going 
through  a recent  pregnancy  without  trouble. 

The  operation  of  laminectomy  for  removal 
of  one  of  these  disc  tumors  requires  familiar- 
ity with  intraspinal  surgery,  as  it  involves  a 
rather  difficult  and  sometimes  extensive  ex- 
posure of  the  cauda  equina,  protection  of  the 
involved  nerve  roots  and  control  of  the  hy- 
drodynamics of  the  cerebrospinal  fluid  when 
the  dura  is  opened.  When  the  disc  tumor  is 
accurately  localized  by  lipiodol  roentgeno- 
grams, removal  of  one  lamina  often  is  ade- 
quate for  exposure,  preserving  the  spines, 
laminae  and  muscle  attachments  of  the  other 
side  and  not  disturbing  the  articular  facets. 
Such  a hemilaminectomy  does  not  signifi- 
cantly weaken  the  back  and  requires  no  pro- 
tective support  afterwards.  It  is  even 
claimed  by  some  that  the  scar  tissue  after 
laminectomy  aids  in  back  fixation.  Much 
more  extensive  bilateral  laminectomies  have 
been  done  for  years  in  spinal  cord  surgery 
with  rare  necessity  for  later  support'.  For 
these  reasons  it  seems  unwarranted  to  sub- 
ject these  patients  to  spinal  fusion  opera- 
tions after  laminectomy,  until  there  is  some 
demonstrated  necessity.  It  is  doubtful  if 
the  few  cases  requiring  a spinal  fusion  can 
be  selected  beforehand  without  subiecting  a 
considerable  number  to  unnecessary  fusion 
operation.  Another  important  factor  in  the 
decision  against  an  immediate  spinal  fusion 
is  the  prolonged  hospitalization  and  disability 
period  required  after  such  an  operation — us- 
ually totaling  six  months.  With  simple 
hemilaminectomy  and  successful  removal  of 
a disc  tumor  from  beneath  the  5th  lumbar 
nerve  root,  the  patient  often  reports  the  next 
morning  that  his  old  pain  is  gone  and  he  can 
move  freely  in  bed.  Within  two  weeks  he 
can  be  allowed  up  without  necessity  for  sup- 
port. He  may  return  to  light  work  in  one 
month  and  regular  work  in  two  months  from 
the  time  of  the  operation. 

A few  additional  cases  which  show  inter- 
esting variations  from  the  typical  herniated 
disc  syndrome  are  presented,  both  to  illus- 


trate the  difficulties  of  diagnosis  and  to 
place  such  unusual  cases  on  record. 

Case  No.  8 (Plate  1)  Unusual  unilateral  caudal 
anesthesia  with  bladder  disturbance,  complete  spinal 
canal  block  by  herniated  disc.  Mrs.  H.  A.,  age  39. 
Cla.kson  Hospital,  No.  62017.  Developed  left  low 
back  and  gluteal  pain  in  spring  of  1937  while  work- 
ing in  her  garden,  eight  months  later  severe  right 
sciatic  pain.  Teeth  were  removed.  Numbness  ap- 
peared in  right  side  of  anus  and  vulva,  difficulty 
emptying  her  bowels  and  finally  urine  retention. 
There  was  complete  anesthesia  of  right  4th  and  5th 
sacral  nerve  segments,  relaxed  anal  sphincter,  no 
other  motor,  sensory  or  reflex  disturbance,  ankle 
jerks  present,  spinal  fluid  negative.  Intraspinal  lipi- 
odol showed  almost  complete  obstruction  of  the 
spinal  canal  at  the  5th  lumbar  disc  level,  with  great- 
er defect  on  the  right  side.  Laminectomy  exposed 
a large  extradural  fibrocartilaginous  mass  on  the 
right  side  at  the  level  of  the  5th  lumbar  disc,  which 
almost  extruded  itself  when  uncovered.  Recovery 
rapid,  able  to  void  urine  first  day  postoperative,  free 
from  pain  within  a few  days,  able  to  be  up  walking 
in  two  weeks.  The  right  sacral  numbness  has  dis- 
appeared very  slowly.  Explanation  of  this  perculiar 
unilateral  sacral  numbness  is  that  the  lesion  was  itn- 
usually  low  and  held  to  one  side  by  extradural  fi- 
brous tissue. 

Case  No.  6.  (Plate  1)  Progressive  leg  weakness, 
narrowed  intervertebral  disc,  spinal  fluid  block,  com- 
pletely extruded  nucleus  pulposus  dorsal  to  dura.  F. 
B.,  female,  age  46  years.  Methodist  Hospital,  No. 
121370.  Developed  continuous  low  back  pain  with 
bilateral  sciatic  radiation  following  back  strain.  Four 
days  later  her  left  foot  dragged  when  walking,  leg 
weakness  increased,  involving  right  foot,  until  she 
could  not  walk,  unable  to  move  left  foot  five  weeks 
after  onset.  No  numbness  nor  bladder  disturbance. 
Both  ankle  jerks  absent.  Low  spinal  fluid  straw 
colored,  high  protein,  no  pressure  response  to  jugu- 
lar compression.  X-rays  showed  narrowing  of  4th 
lumbar  intervertebral  disc  and  hypertrophic  osteo- 
arthritis. Intraspinal  lipiodol  did  not  descend  below 
the  4th  lumbar  disc  level,  showing  complete  block. 
Laminectomy  October  6,  1937,  revealed  a fibrocarti- 
laginous mass  posterior  to  dura,  continuous  by  a 
strand  on  the  left  side  with  the  4th  lumbar  disc 
wheie  an  opening  could  be  seen  leading  into  the 
inte  vertebral  space.  This  evidently  was  a complete 
he  niated  nucleus  puposus  which  had  passed  around 
the  dura  to  the  dorsal  side  and  completely  blocked 
tho  spinal  canal.  Recovery  was  fairly  rapid,  re- 
turn of  left  foot  movement  in  10  days,  up  and  walk- 
ing in  17  days,  with  no  significant  pain.  Patient 
has  remained  well  and  returned  to  school  teaching. 

Case  No.  26.  (Plate  1).  Mr.  J.  S.,  age  48  years. 
Methodist  Hospital,  No.  126196.  Presented  an  ex- 
tensive hypertrophic  osteoarthritis  of  the  spine  with 
low  back  and  sciatic  pain,  thought  due  to  the  bone 
pathology  but  completely  relieved  by  removal  of  a 
herniated  right  5th  lumbar  intervertebral  disc.  This 
man,  doing  heavy  labor,  fell  down  a flight  of  stairs 
and  injured  his  right  hip.  Local  pain  increased  and 
caused  him  to  quit  work.  His  hips  were  strapped 
with  some  relief  but  pain  continued  and  after  two 
months  began  to  extend  down  his  right  leg  in  sudden 
attacks,  causing  this  leg  to  collapse  under  him  and 
at  other  times  with  some  limp.  Neurologic  examina- 
tion was  negative  and  conservative  rest  and  brace 
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support  were  tried.  Similar  pain  and  disability  con- 
tinued during  the  following  year,  able  to  do  only 
light  work,  could  not  stoop  and  severe  pain  often 
extended  down  his  right  leg  on  slight  movement. 
His  right  ankle  jerk  was  found  greatly  reduced  at 
this  time  and  intraspinal  lipiodol  injection  was  rec- 
ommended, although  an  extreme  hypertrophic  osteo- 
arthritis of  his  spine  was  present  in  the  thoraco- 
lumbar region.  The  myelograms  showed  a definite 
defect  in  the  oil  shadow  at  the  level  of  the  right  5th 
intervertebral  disc.  Laminectomy  exposed  a small 
herniated  disc  cartilage  at  this  site  which  was  re- 
moved. He  left  the  hospital  in  two  weeks  with  little 
pain  and  one  month  later  was  able  to  walk  with  no 
pain  or  limp  and  returned  to  regular  work  two 
months  after  operation,  with  no  back  support  and  no 
back  symptoms  in  spite  of  his  extreme  osteoarthritis 
of  the  spine. 

Case  No.  29.  (Plate  1)  Mr.  H.  H.,  age  47  years. 
Methodist  Hospital  No.  126842,  developed  recurrence 
of  herniated  nucleus  pulposus  after  first  operative 
removal  of  all  projecting  tissue,  also  secondary  cau- 
dal nerve  compression  and  sphincter  paralysis.  This 
man,  a roof  worker,  first  developed  variable  numb- 
ness of  left  great  toe.  This  continued  for  two  years 
and  then  left  sciatic  pain  appeared,  for  which  caudal 
novocain-saline  injection  was  done  without  improve- 
ment. Neurologic  examination  showed  greatly  re- 
duced left  ankle  jerk,  reduced  sensation  on  the  later- 
al left  leg  and  some  weakness  of  left  peronei  mus- 
cles. Lipiodol  myelogram  showed  a left  5th  lum- 
bar intervertebral  disc  defect,  with  a very  narrow 
canal  at  this  level.  Laminectomy  disclosed  a fairly 
large  herniated  nucleus  pulposus  at  this  level  which 
was  completely  removed.  After  operation  he  voided 
without  difficulty  but  on  the  second  day  was  unable 
to  void  and  saddle  shaped  caudal  hypesthesia  was 
found,  which  progressed  rapidly  to  complete  caudal 
anesthesia.  After  two  weeks  with  no  recovery,  the 
wound  was  re-opened  and  another  portion  of  the 
nucleus  pulposus  was  found  herniated  and  packed 
into  the  spinal  canal,  compressing  the  sacral  nerves. 
This  tissue  was  removed  and  since  then  there  has 
been  a very  slow  partial  recovery  of  caudal  sensa- 
tion, with  return  of  bladder  function.  This  compli- 
cation emphasizes  the  necessity  of  removing  at  the 
first  operation  the  portion  of  the  nucleus  pulposus 
remaining  within  the  disc  as  it  may  later  herniate 
through  the  disc  opening.  Earlier  exploration,  as 
soon  as  caudal  hypesthesia  appeared,  might  have 
saved  this  man  a slow  and  still  incomplete  sacral 
nerve  recovery.  His  sciatic  pain  and  disability  are 
relieved. 

Case  No.  40.  (Plate  1)  Neurofibroma  of  a caudal 
nerve  simulating  herniated  disc.  Miss  L.  H.,  age  17 
years,  University  Hospital,  No.  62097,  gradually  de- 
veloped dull  ache  in  posterior  and  lateral  left  leg. 
Later  this  pain  became  sharper,  after  a few  months 
constant,  aggravated  by  exercise,  sneezing,  com- 


pletely disabled,  using  a crutch.  There  was  reduced 
sensation  over  lateral  left  calf  and  ankle,  reduced 
left  tendo  achillis  reflex,  limited  left  straight  leg 
raising,  no  motor  paralysis.  Spinal  fluid  was  straw 
colored,  protein  high — slow  jugular  pressure  re- 
sponse. Low  intraspinal  lipiodol  showed  nearly  com- 
plete block  above  at  the  level  of  the  second  lumbar 
disc.  Laminectomy  exposed  a rounded  neurofibroma 
of  a left  caudal  nerve,  removed  completely,  with 
complete  recovery  in  two  weeks.  This  case  illustrates 
the  necessity  of  consideration  of  other  causes  of  sci- 
atic pain  in  diagnosis  and  surgery. 

SUMMARY 

Herniated  intervertebral  disc  is  a fairly 
common  cause  of  low  back  and  sciatic  pain. 

Diagnosis  depends  upon  an  awareness  of 
this  frequency,  observation  of  neurologic 
signs  and  lumbar  myelograms. 

Conservative  treatment  should  always  be 
tried  before  recommending  myelograms  or 
laminectomy. 

Pain  and  disability  persisting  beyond  two 
or  three  months  warrants  intraspinal  study 
and  operation. 

Limited  hemilaminectomy  often  is  ade- 
quate for  removal  of  a herniated  disc  and  is 
not  a serious  nor  disabling  operation. 

Relief  from  pain  and  disability  is  prompt 
after  operation,  usually  without  the  need  of 
back  support. 

Spinal  fusion  occasionally  is  indicated  in 
these  backs  for  additional  fixation,  but  can 
more  conservatively  be  postponed  until  the 
need  is  established  some  time  after  laminec- 
tomy. 
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The  possibility  of  local  irritation  from  epinephrine, 
often  inhaled  as  treatment  for  asthma,  must  be  care- 
fully considered  before  prescribing  the  drug,  J.  V. 
Galgiani,  M.  D.,  William  Dick,  M.  D.,  M.  L.  Tainter, 
M.  D.,  San  Francisco,  and  Frederick  Proescher,  M. 
D.,  San  Jose,  Calif.,  warn  in  The  Journal  of  the 
American  Medical  Association  for  May  13.  They 


report  a case  of  irritation  of  the  mucous  membrane 
of  the  windpipe  due  to  a 1 per  cent  solution  of 
epinephrine,  inhaled  by  a tuberculosis  patient.  They 
advise  physicians  to  determine  whether  thQ  undesir- 
able effects  will  be  great  enough  in  the  individual 
patient  to  outweigh  the  convenience  of  taking  the 
drug  by  inhalation  rather  than  by  injection. 


Tuberculosis  Survey — A Three- Year  Resume 

E.  A.  ROGERS,  M.  D. 

Lincoln,  Nebr. 


In  June,  1936,  the  State  Medical  Associa- 
tion announced  in  the  Journal  that  plans 
were  being  made  for  a state-wide  survey  of 
human  tuberculosis.  To  date  such  a survey 
has  been  completed  in  five  counties. 

York  county  was  the  first  to  accomplish 
a county-wide  case-finding  survey.  Funds 
for  the  work  were  raised  almost  entirely 
within  the  county.  With  these  funds  skin- 
testing clinics  were  set  up  in  which  the  local 
physicians  gave  tuberculin  tests  to  school 
pupils,  known  contacts  of  cases  and  other  in- 
terested persons.  X-ray  plates  of  positive 
reactors  were  made  at  local  laboratories,  the 
survey  fund  being  used  to  pay  for  such  work 
where  necessary. 

The  success  of  the  York  county  survey 
prompted  the  Unicameral  legislature  in  1937 
to  provide  funds  with  which  to  assist  other 
counties  in  conducting  a similar  program. 
Administration  of  the  State  Survey  of  Hu- 
man Tuberculosis  was  delegated  to  the  State 
Planning  Board.  It  was  thought  that  the 
statistical  information  they  would  thus  ob- 
tain might  be  useful  to  the  Board  of  Control. 
The  State  Medical  Association,  the  (State) 
Department  of  Health,  and  the  Nebraska 
State  Tuberculosis  Association  were  named 
as  cooperating  agencies. 

In  the  1937  to  1939  biennium  the  Planning 
Board  Survey  completed  their  program  in 
Phelps,  Dundy,  and  Hitchcock  counties  and 
started  in  Buffalo  county.  After  completing 
the  Kearney  school  system,  the  work  was 
discontinued. 

The  Unicameral  in  1939  again  provided 
funds  for  the  Survey  of  Human  Tuberculo- 
sis, but  the  administration  was  placed  in  the 
hands  of  the  (State)  Department  of  Health. 
A special  division  was  created  to  carry  on 
this  work,  utilizing  specially-trained  profes- 
sional personnel  and  with  the  tuberculosis 
committee  of  the  State  Medical  Association 
acting  as  an  advisory  committee. 

In  the  Health  Department  Survey  special 
emphasis  is  placed  on  the  epidemiology  of 
tuberculosis.  Every  effort  is  made  to  dis- 
cover where  the  positive  reactor  contacted 
the  disease,  so  that  activity  may  be  detected 
and  treatment,  isolation,  and  education  ini- 
tiated. Follow-up  in  cooperation  with  the 


family  and  the  family  physician  is  developed 
as  fully  as  possible. 

The  work  of  skin  testing  and  x-raying 
was  resumed  in  Buffalo  county  in  September, 
1939.  The  local  physicians  gave  and  read 
the  skin  tests  and  took  the  x-rays.  They 
were  reimbursed  according  to  a fee  schedule 
recommended  by  the  County  Medical  Society. 
Altogether  twenty-five  separate  skin-testing 
clinics  were  set  up  in  fourteen  different 
communities.  Persons  of  all  ages  were 
tested,  with  a special  effort  being  made  to 
secure  the  examination  of  all  the  contacts  of 
known  cases  and  of  known  positive  reactors. 

The  results  of  the  survey  in  Buffalo  coun- 
ty are  interesting  when  compared  with  the 
findings  in  the  four  previously  surveyed 
counties  (York,  Phelps,  Dundy,  and  Hitch- 
cock). The  combined  population  of  these 
four  counties  is  39,379  of  which  9,665  were 
tested  or  24.5  per  cent  of  the  total.  Buffalo 
county  has  a population  of  24,338  of  which 
5,813  were  tested  or  23.9  per  cent;  so  that 
the  findings  are  quite  comparable. 

In  Buffalo  county  the  percentage  of  posi- 
tive reactors  was  11.3%.  The  average  for 
the  four  other  counties  was  26.5%,  so  Buf- 
falo county  has  less  than  half  the  incidence 
of  tuberculous  infection  found  in  the  other 
counties.  It  would  be  expected,  therefore, 
that  fewer  active  cases  would  be  found.  How- 
ever, through  the  survey  six  active  cases 
were  discovered  in  Buffalo  county,  one  for 
every  110  positive  reactors,  as  compared 
with  a total  of  eight  for  the  four  previously 
surveyed  counties,  representing  one  for  every 
320  positive  reactors.  This  indicates  the 
value  of  intensive  case-finding  efforts  by 
trained  professional  personnel,  working  in 
close  cooperation  with  family  physicians. 

All  but  one  of  the  six  cases  found  in  Buf- 
falo county  have  been  in  the  early  stages 
of  the  disease,  therefore  most  amenable  to 
treatment.  And  of  course  early  detection  of 
activity  means  that  effective  measures  can 
be  taken  to  prevent  the  disease  from  spread- 
ing to  others. 

It  is  also  interesting  to  note  that  in  five 
months  of  testing  throughout  the  whole  of 
Buffalo  county  3,689  persons  of  all  ages  have 
been  tested  through  the  (State)  Health  De- 
partment Survey,  which  number  is  31.3  per 
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cent  as  many  as  were  previously  tested  in 
York,  Phelps,  Dundy,  and  Hitchcock  coun- 
ties and  in  the  Kearney  schools  in  Buffalo 
county.  This  indicates  the  importance  not 
only  from  the  standpoint  of  efficiency,  but 
also  from  the  standpoint  of  economy  of  util- 
izing trained  professional  personnel  for  the 
conduct  of  a scientific  activity. 

The  (State)  Department  of  Health  will 
continue  to  assist  counties  in  doing  county- 
wide case-finding  surveys  during  the  current 
biennium.  Plans  have  just  been  completed 
for  surveying  Dodge  county.  Subsequent 
counties  will  be  chosen  for  the  survey  ac- 
cording to  the  priority  of  their  request.  The 
requirements  which  must  be  met  locally  are: 
(1)  a request  from  the  County  Medical  So- 
ciety for  the  survey,  (2)  provision  of  funds 
from  tax  or  other  sources  to  assist  in  meet- 
ing the  costs  of  the  survey,  and  (3)  county 
should  be  fairly  representative  of  conditions 
throughout  the  state  as  a whole. 


Editorial  Note:  The  following  communication  was 
received  from  the  President  of  the  Buffalo  County 
Medical  Society: 


I understand  that  a summary  of  the  re- 
cently completed  Tuberculosis  survey  of  Buf- 
falo county  will  be  published  in  one  of  the 
future  issues.  At  a recent  meeting  of  the 
local  county  society  the  survey  was  dis- 
cussed and  am  giving  the  expressions  to  you 
if  you  care  to  have  them. 

1.  From  an  educational  standpoint  the 
Survey  was  excellent. 

2.  The  Survey  personnel  worked  in  close 
cooperation  with  the  local  physicians,  and 
thereby  secured  the  examination  of  those 
people  who  needed  it  the  most,  and  were  fi- 
nancially unable  to  get  this  type  of  service, 
otherwise. 

3.  Of  the  six  active  cases  found  in  the 
Survey,  five  were  in  an  early  stage  and  could 
be  treated  successfully,  and  under  the  obser- 
vation of  their  family  physician. 

4.  Cooperation  between  the  Survey  per- 
sonnel, and  the  local  physicians  was  excellent, 
and  this  we  feel  is  very  necessary  to  help 
make  these  Surveys  a success. 

Royal  F.  Jester,  M.  D. 


IN  THIS  ISSUE 


NEOPLASMS  about  the  face  and  head 
are  always  disfiguring,  not  to  mention  the 
tragedy  of  neoplasms  in  general.  Dr.  Figi 
two  years  ago  delivered  a paper  on  plastic  re- 
pairs before  the  Nebraska  Eye,  Ear,  Nose 
and  Throat  Society.  This  paper  appears  on 
page  165 

INFANT  MORTALITY  is  of  general  inter- 
est to  every  physician.  The  problem  becomes 
of  special  interest  when  it  concerns  a locale 
in  which  we  are  particularly  concerned.  Dr. 
Loder  analyzes  the  infant  mortality  problem 
on  page  . 172 

THE  care  of  the  premature  involves  cer- 
tain principles.  These  are  discussed  by  Dr. 
Zeman  on  page 174 

AND  the  problem  of  prematurity  by  Dr. 
Loder  on  page  177 


LOW  BACK  pain  due  to  herniation  of  the 
intervertebral  disc  is  a condition  recently  dis- 
covered. Dr.  Keegan  and  his  former  assist- 
ant, Dr.  Allister  Finlayson,  discuss  this  sub- 
ject on  page  179 

NEBRASKA  has  distinguished  herself  in 
her  excellent  study  of  tuberculosis.  Three 
years  ago  the  study  in  York  received  national 
notice.  Dr.  E.  A.  Rogers  in  this  issue  ana- 
lyzes the  tuberculosis  survey  over  a three- 
year  period  on  page  185 

THE  conclusion  of  Dr.  Hunt’s  excellent  ar- 
ticle on  cancer  of  the  lip  is  presented  on 

page  187 

HEMP  POLLEN  sensitivity  is  a curious 
phenomenon  generally  not  sufficiently  ap- 
preciated. Drs.  E.  S.  Maloney  and  M.  H. 
Brodkey  discuss  this  subject  on  page 190 


Do  you  know  of  any  patients  who  have  suffered  ill  effects  from  the  use  of  drugs  containing  desiccated 
thyroid?  See  Announcements  on  page  195. 


Cancer  of  the  Lip 

A Consideration  of  Its  Prophylaxis,  Diagnosis 
and  Treatment 


HOWARD  B.  HUNT,  M.  A.,  M.  D. 

Omaha,  Nebr. 

From  the  Tumor  Clinic  and  Department  of  Radiology,  University  of  Nebraska  College  of  Medicine 

and  Nebraska  Methodist  Episcopal  Hospital 


(Continued  from  April  issue) 


TREATMENT  OF  METASTASES 
Metastases  from  cancer  of  the  lip  occur 
first  in  the  submaxillary  and  submental 
nodes  in  nearly  all  cases.  It  is  exceedingly 
rare  that  metastases  are  evident  in  the  cervi- 
cal nodes  without  gross  involvement  of  the 
structures  in  the  suprahyoid  triangles. 

Distribution  of  metastases  in  537  cases  of 
cancer  of  the  lip  was  analyzed  by  Broders. 
Nodes  were  resected  in  87%  and  metastases 
found  in  23%  of  cases  thus  resected  as  fol- 


lows: 

Submaxillary  nodes 88% 

Submental  nodes 25% 

Submaxillary  gland 22% 

Cervical  nodes 25% 


Ext.  jugular 63% 

Ant.  cervical  21% 

Super,  deep  cerv. 8% 

Infer,  deep  cerv. 8% 

Mandible  6% 

Liver  1% 

Lung  1 % 


Cancers  arising  at  the  corners  of  the  mouth 
tend  to  metastasize  unusually  early.  En- 
largement of  lymph  nodes  suggests  meta- 
stases but  frequently  is  due  to  inflammation 
secondary  to  ulceration  and  infection  in  the 
cancer  on  the  lip.  In  our  experience,  meta- 
stases are  present  in  about  25  per  cent  of 
patients  with  palpably  enlarged  but  movable 
nodes.  About  10  per  cent  of  patients  show- 


Fig:.  5a.  G.  S..  56944.  Age  80.  Rapidly  developing  papillary  carcinoma,  grade  3.  involving  entire  lower  lip.  Lesion 
treated  by  ablation,  deep  x-ray  and  intersitital  radium,  deep  x-ray  to  nodes. 

Fig.  5b.  G.  S.  Complete  eradication  of  cancer  with  no  evident  metastases.  No  plastic  repair  indicated.  Died  sud- 
denly on  December  12.  1938  from  “heart  attack.” 
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ing  no  initial  adenopathy  will  subsequently 
develop  metastases  according  to  Duffy. 

The  treatment  of  metastases  from  cancer 
of  the  lip  is  an  individual  problem.  The  add- 
ed prospects  of  cure  must  be  balanced 
against  the  losses  from  operative  mortality, 
distress  and  mutilation  by  the  procedures. 
Broders  reports  five  year  cures  after  thor- 
ough surgical  resection  to  be  as  follows  in 
relation  to  metastases: 

Five-year 

Survivals 


Cancer  of  lip  without  metastases 90% 

Submavillary  node  on  one  side 33%% 

Bilateral  submaxillary  or  cervical  nodes 1% 


A' suprahyoid  dissection  with  removal  of 
lymph  nodes  and  submaxillary  salivary 
glands  carries  a negligible  mortality  and 


sterilizing  metastatic  nodes  in  selected  cases. 
Deep  x-ray  therapy  alone  will  produce  fibro- 
sis along  the  lymphatics  thereby  hampering 
the  establishment  and  spread  of  metastases. 
The  percentage  of  cases  showing  metastases 
subsequent  to  control  of  local  lesion  is  re- 
duced about  one  half  by  prophylactic  deep 
x-ray  therapy  according  to  Widmann.  The 
destruction  by  radiotherapy  of  metastases 
established  in  lymph  nodes  from  cancer  of 
the  lip  usually  requires  a combination  of 
deep  x-ray  therapy  and  interstitial  radium. 

The  treatment  of  metastases  will  be  con- 
sidered according  to  the  stage  and  grade  of 
the  lesion.  The  (grade  1,  stage  1)  very 
slowly  growing,  small,  well  localized  cancer 
requires  treatment  of  only  the  primary  le- 


Fig.  6a.  J.  I\,  Rr.  5055.  Age  65.  Extensive  grade  3 to  4 cancer  of  the  entire  lower  lip.  recurrent  three  years 
following  inadequate  x-ray  therapy.  Lip  treated  by  radium  in  surface  mould  and  interstitial  needles,  x-ray  therapy  over 
nodes. 

Fig.  6b.  Control  of  cancer  with  good  preservation  of  lip  and  no  metastases  after  five  years. 


yields  cures  in  about  one  third  of  the  earli- 
est metastases  making  the  procedure  well 
worthwhile  in  selected  cases.  A block  dis- 
section with  removal  of  all  lymphatics  and 
adjacent  connective  tissues  from  the  mandi- 
ble down  to  the  clavicle  carries  a mortality 
of  5 per  cent  and  yields  not  over  1 per  cent 
five  year  survivals.  Therefore,  surgical  re- 
section of  nodes  is  not  warranted  when  there 
is  definite  evidence  of  metastases  below  the 
hyoid. 

X-ray  and  radium  therapy  are  of  value  in 
retarding  extension  of  metastases,  in  decreas- 
ing the  size  of  metastatic  masses,  and  in 


sion.  The  (grade  2 and  3.  stage  1)  moder- 
ately malignant,  apparently  localized  lesion 
justifies  prophylactic  deep  x-ray  therapy  and 
monthly  follow-up  by  the  local  physician  for 
evidence  of  metastases.  Dissection  of  lymph 
nodes  from  the  suprahyoid  region  of  the 
same  side  is  justified  in  case  metastases  are 
probable  and  when  follow-up  is  impractical. 
The  rare  (grade  4)  extremely  highly  malig- 
nant carcinoma  of  the  lip  should  be  treated 
entirely  by  radiotherapy  including  the  local 
lesion  and  submaxillary  and  cervical  nodes 
regardless  of  the  apparent  stage  (fig.  6). 

Lesions  over  2 cm.  in  size  or  those  associ- 
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ated  with  masses  in  the  submaxillary  or  sub- 
mental  regions  (stage  2 and  early  3)  require 
suprahyoid  dissection  and  removal  of  lymph 
nodes,  submaxillary  glands  and  adjacent  con- 
nective tissues.  In  case  the  mass  is  adher- 
ent over  bone,  the  periosteum  should  be  re- 
moved and  the  adjacent  bone  fulgurated. 
Unexpected  areas  of  deep  soft  tissue  inva- 
sion warrant  local  implantation  of  radium 
needles  at  the  time  of  operation.  Metastatic 
lesions  which  are  bilateral  and  fixed  (stage 
3)  are  better  treated  by  deep  x-ray  therapy 
fortified  with  interstitial  radium  although 
not  over  5 to  10  per  cent  of  these  lesions  can 
be  controlled.  The  far  advanced  (stage  4) 
lesions  are  treated  palliatively  by  drugs  to 
relieve  pain,  by  small  to  moderate  doses  of 
deep  x-ray  therapy  to  shrink  masses  and 


ettes,  hot  pipes,  etc.  (c)  relief  from  irritation 
by  sharp,  jagged  or  overhanging  teeth,  and 
(d)  eradication  of  leukoplakia  and  papil- 
lomas. 

3.  The  primary  lesion  of  cancer  on  the 
lip  can  be  controlled  by  radiotherapy  or  sur- 
gery. Radiotherapy  is  generally  preferred 
by  us  due  to  its  simplicity,  a better  cosmetic 
result  and  less  interference  with  function. 
Resection  and  plastic  repair  is  advised  for 
the  ulcerating,  destructive  cancer  and  the 
rare  radioresistant  lesion. 

Systematic  follow-up  is  an  essential  part 
of  proper  care. 

4.  Metastasis  occurs  first  to  the  submax- 
illary and  submental  lymph  nodes  and  sub- 
maxillary salivary  glands,  with  later  exten- 
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Fig.  7 Surface  anatomy  of  the  lateral  region  of  the  neck  showing  distribution  of  lymph  nodes  and  routes  of  meta- 
stases from  the  lip  (adapted  from  Callander). 

Fig.  8 Systematic  follow-up  is  essential.  Cancer  on  lip  cured  locally  3 years  ago.  Patient  noted  enlarging  lumps 
below  jaw  after  two  years,  but  he  neglected  to  again  see  physician  until  one  year  later  when  metastases  were  uncon- 
trollable. 


lessen  infection.  Ligation  of  the  external 
carotid  is  occasionally  done  to  control  bleed- 
ing. Death  may  result  from  inability  to 
swallow,  bronchopneumonia,  sepsis  and  cach- 
exia or  a merciful  hemorrhage. 

SUMMARY 

1.  Any  “crack,”  “fever  blister”  or  unex- 
plained “sore,”  especially  if  on  the  lower  lip 
of  a man,  which  does  not  heal  within  four 
weeks  must  be  considered  cancer  until  proved 
otherwise  by  biopsy  or  darkfield  examina- 
tion. Cancer  and  syphilis  can  coexist. 

2.  The  incidence  of  cancer  of  the  lip  can 
be  reduced  by  (a)  protection  against  sun- 
burn, (b)  avoidance  of  burns  by  short  cigar- 


sion  to  the  cervical  nodes,  mandible  and  ad- 
jacent structures. 

5.  The  treatment  of  metastases  is  an  indi- 
vidual problem.  The  indicated  management 
depends  primarily  on  the  stage  and  secon- 
darily on  the  grade  of  the  cancer  as  detailed 
in  the  paper. 

6.  The  prospects  of  a “five  year  cure”  are 
90  to  95  per  cent  without  apparent  meta- 
stases, 33V3  per  cent  with  an  early  single 
focus  of  metastasis  in  the  suprahyoid  struc- 
tures and  only  1 per  cent  after  metastases 
are  present  in  the  cervical  lymph  nodes.  The 
importance  of  early  correct  diagnosis  and 
adequate  treatment  are  obvious. 

(Bibliography  in  Reprints) 


Hemp  Pollen  Sensitivity  in  Omaha 

E.  S.  MALONEY,  M.  D.,  M.  H.  BRODKEY,  M.  D. 
From  the  Department  of  Allergy,  Creighton  University, 
School  of  Medicine,  Omaha,  Nebr. 


Among  the  peculiar  features  of  the  hay 
fever  problem  in  Omaha  and  its  surround- 
ing area  is  the  unusual  amount  of  hemp  pol- 
len in  the  air  during  the  grass  and  weed  pol- 
linating seasons.  This  concentration  of  hemp 
pollen  is  not  a usual  finding  in  pollen  surveys 
of  other  cities  and  areas  of  the  United 
States,  even  though  the  hemp  plant  is  dis- 
tributed widely  throughout  this  country. 
However,  around  Omaha  the  concentration 
of  the  pollen  has  been  great  enough  that 
many  of  our  hay  fever  sufferers  have  be- 
come sensitive  to  the  pollen  of  cannabis 
sativa,  or  the  American  variety  of  hemp. 

Cannabis  sativa  is  the  source  of  the  nar- 
cotic hashish  or  marihuana.  It  is  a tall,  slen- 
der, unbranched  plant,  having  deeply  lobed 
leaves,  some  opposite  and  some  alternate  to 
each  other.  The  staminate  flowers  (male) 
and  the  pistillate  flowers  (female)  are  on 
different  plants.  The  drug  marihuana  con- 
sists of  the  pistillate  flowers  and  the  leaves 
to  some  extent.  Hemp  pollen  is  collected 
from  the  staminate  flowers.  The  pollen 
granule  is  smooth,  very  light  in  color,  and 
irregularly  diamond  shaped  when  dry. 

Recognition  of  the  high  concentration  of 
hemp  pollen  around  Omaha  has  been  made 
by  various  observers  in  the  past.  Its  im- 
portance as  an  offender  in  hay  fever,  how- 
ever, was  not  great.  In  the  last  several 
years  definite  recognition  was  given  to  its 
role  in  hay  fever  by  those  practicing  allergy 
in  Omaha.  In  1982  it  was  present  to  7,%  in 
fall  pollen  countsn).  Durham(2),  in  a study 
of  the  pollen  concentrations  of  the  air  in 
1938,  found  the  lower  air  of  eastern  Nebras- 
ka to  be  heavily  loaded  with  hemp  pollen. 
The  total  count  of  hemp  pollen  grains  on  at- 
mospheric slides  in  1938  was  900  as  com- 
pared to  5.240  for  ragweed.  This  figures  out 
to  about  17%,  Cole<3),  in  a pollen  survey 
in  Ames,  Iowa,  in  1938,  mentions  the  finding 
of  hemp  pollen  in  large  quantities  both  in 
town  and  in  open  country.  It  is  so  prevalent 
in  certain  sections  of  Iowa,  that  she  con- 
cludes that  hemp  should  be  used  routinely 
in  skin  tests.  The  explanation  regarding  the 
prevalence  of  hemp  pollen  around  Omaha  is 
a matter  of  local  history.  A string  factory 
needing  raw  materials  brought  in  hemp  in 
about  1889(4).  From  Fremont,  Nebraska, 


where  it  was  introduced,  it  has  grown  wild 
over  this  section  of  the  state. 

We  have  felt  that  the  incidence  of  hemp 
sensitivity  ranged  above  20%  in  Omaha  and 
vicinity.  This  percentage  has  been  confirmed 
from  our  own  figures  and  from  the  prescrip- 
tions containing  hemp  returned  after  being 
filled  by  a large  drug  house  in  the  rpiddle- 
west.(2). 

The  following  figures  give  the  results  of 
one  hundred  and  nineteen  scratch  tests: 

INCIDENCE  OF  SKIN  TESTS 
(SCRATCH  METHOD)  TO  HEMP  POLLEN 

Positive  to  Percentage 

Positive  to  hemp  and  other  No  reaction  positive 

hemp  only  pollen  to  hemp  to  hemp 

11  17  91  22 

All  of  these  cases  reacting  to  hemp, 
whether  to  hemp  alone  or  to  hemp  combined, 
had  their  onsets  at  the  earliest  July  1,  and 
the  latest  August  15.  The  majority  ex- 
pressed svmptoms  as  starting  just  before 
the  middle  of  July.  The  pollination  period 
of  hemp  extends  from  early  July,  through 
August,  and  terminates  about  the  middle  of 
September. 

In  1938,  before  hemp  licenses  were  re- 
quired in  order  to  skin  test  patients,  many 
physicians  in  this  community,  who  had  no 
stock  of  pollen  extracts  for  skin  testing  on 
hand,  purchased  dollar  pollen  diagnostic  sets. 
From  the  prescriptions*24  returned  for  fill- 
ing in  1938  after  scratch  tests  had  been 
made  by  these  men,  thirteen  out  of  fifty  re- 
viewed prescriptions  contained  hemp  in  per- 
centages varying  from  10%  to  100%.  Three 
asked  for  50%  hemp.  One  asked  for  100% 
hemp.  Fourteen  out  of  fifty  known  prescrip- 
tions in  1939  included  hemp.  During  1939, 
because  of  the  hemp  law,  some  of  the  test- 
ing sets  did  not  contain  hemp.  These  figures 
also  show  a minimum  of  20%  hemp  sensitiv- 
ity. 

Hemp  sensitivity  alone  (100%  hemp)  in 
our  own  cases  and  in  the  known  cases  of 
other  Omaha  physicians  is  not  an  infrequent 
occurrence.  In  three  years  we  have  isolated 
eleven  pui'e  hemp  pollen  sensitivity  cases. 
All  have  their  onsets  in  July.  There  is  no 
flare-up  of  their  hay  fever  symptoms  August 
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15,  the  usual  time  of  onset  of  ragweed  pol- 
lination. With  these  cases  in  particular,  we 
have  noticed  that  allergic  reactions,  local  and 
general,  are  very  common  both  in  skin  test- 
ing and  in  desensitization  treatment  in  spite 
of  all  care  and  precautions  taken.  We  have 
listed  several  cases  to  show  the  usual  his- 
tory in  pure  hemp  sensitivity  cases. 

Case  No.  1 — A practicing  physician  in  Omaha,  age 
36,  developed  hay  fever  symptoms  for  the  first  time 
July  15,  1939.  She  had  never  been  in  Omaha  dur- 
ing summer  months  previously,  although  she  had 
her  medical  education  in  one  of  the  Omaha  Medical 
Schools.  There  had  been  no  previous  allergic  symp- 
toms during  the  months  of  July  to  September. 
Since  1936,  during  the  two  middle  weeks  in  May,  she 
had  developed  some  nasal  symptoms  and  some 
wheezing  when  exposed  to  lilacs.  She  had  lived  in 
a small  town  until  1920,  and  up  to  this  time  she  had 
observed  that  contact  with  the  hemp  plant  caused 
redness  and  itching  of  her  skin.  From  1920,  there 
was  no  intimate  contact  with  the  plant,  the  doctor 
living  in  schools  or  hospitals.  An  observation  made 
while  in  a state  hospital  in  Michigan  was  the  ap- 
pearance of  burning  eyes  in  the  presence  of  a mari- 
huana smoker. 

July  15,  1939,  started  her  first  severe  season  of 
sneezing  and  burning  eyes.  Walking  close  to  plants 
increased  the  symptoms,  and  brought  on  redness  and 
general  itching  of  the  skin.  Scratch  tests  to  all 
possible  pollen  offenders  in  this  community  gave  all 
negative  reactions,  except  a severe  local  reaction  to 
hemp.  In  several  hours  following  the  scratches, 
generalized  allergic  symptoms  appeared,  with  short- 
ness of  breath,  redness  of  skin,  and  edema  of  the 
eyelids  and  lips.  The  patient  began  desensitization 
with  100%  hemp  pollen  extract  this  season. 

Within  the  last  one  month  she  has  developed  urti- 
carial symptoms  without  apparent  cause,  and  is  now 
being  observed  and  treated  for  this  state.  For  a 
while  histaminase  checked  the  urticaria. 

Case  No.  2 — A housewife,  age  45,  has  had  hay 
fever  for  fifteen  to  sixteen  years.  Its  onset  takes 


place  about  July  1,  with  regularity  each  year.  Rag- 
weed pollination  time,  August  15»’  does  no  flare  up 
her  symptoms.  She  has  lived  either  in  Omaha  or  in 
a small  town  near  Omaha  all  her  life,  having  had  no 
change  in  residence  during  the  summer  months. 
She  was  first  studied  and  treated  with  100%  hemp 
pollen  in  1938.  Having  shown  definite  relief  of  her 
symptoms  with  treatment,  hemp  pollen  extract  was 
again  used  this  year1,  this  time  with  only  moderate 
relief.  Local  and  general  reactions  during  treat- 
ment have  appeared  on  occasions.  Scratch  tests 
with  all  possible  offending  pollen  around  Omaha,  re- 
peated in  the  past  month,  show  all  to  be  negative, 
except  the  hemp  reaction. 

SUMMARY 

1.  Eleven  cases  of  pure  hemp  pollen  sensi- 
tivity were  found  in  our  group  of  119  tested 
cases.  There  are  an  equal,  or  perhaps  even 
a greater,  number  of  these  cases  from  our 
conversations  with  other  allergists  of  Oma- 
ha. 

2.  Hay  fever  due  to  the  pollen  of  hemp  as 
shown  by  positive  scratch  tests,  ranges  above 
20%  in  Omaha  and  vicinity. 

3.  Skin  testing  with  hemp  and  desensitiza- 
tion to  hemp  must  be  done  with  care,  as  gen- 
eral allergic  reactions  occur  readily. 

4.  Hemp  should  be  used  in  skin  testing 
routinely. 
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What  every  woman  doesn’t  know  is  that 
psychology  is  more  important  than  flavoring 
in  persuading  children  to  take  cod  liver  oil. 
Some  mothers  fail  to  realize,  so  great  is  their 
own  distaste  for  cod  liver  oil,  that  most 
babies  will  not  only  take  the  oil  if  properly 
given  but  will  actually  enjoy  it.  Proof  of 
this  is  seen  in  orphanages  and  pediatric  hos- 
pitals where  cod  liver  oil  is  administered  as 
a food  in  a matter  of  fact  manner,  with  the 
result  that  refusals  are  rarely  encountered. 

The  mother  who  wrinkles  her  nose  and 
“makes  a face”  of  disgust  as  she  measures 
out  cod  liver  oil  is  almost  certain  to  set  the 
pattern  for  similar  behavior  on  the  part  of 
her  baby. 

Most  babies  can  be  taught  to  take  the  pure 


oil  if,  as  Eliot  points  out,  the  mother  looks 
on  it  with  favor  and  no  unpleasant  associa- 
tions are  attached  to  it.  If  the  mother  her- 
self takes  some  of  the  oil,  the  child  is  further 
encouraged. 

The  dose  of  cod  liver  oil  may  be  followed 
by  orange  juice,  but  if  administered  at  an 
early  age,  usually  no  vehicle  is  required.  The 
oil  should  not  be  mixed  with  the  milk  or  the 
cereal  feeding  unless  allowance  is  made  for 
the  oil  which  clings  to  the  bottle  or  the  bowl. 

On  account  of  its  higher  potency  in  Vita- 
mins A and  D,  Mead’s  Cod  Liver  Oil  Fortified 
With  Percomorph  Liver  Oil  may  be  given  in 
one-third  the  ordinary  cod  liver  oil  dosage, 
and  is  particularly  desirable  in  cases  of  fat 
intolerance.— Adv. 
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THE  FEDERAL  HOSPITAL  PROGRAM 

It  appears  reasonably  certain  that  the  Fed- 
eral Government  will  go  through  with  its 
plan  to  build  hospitals  in  some  of  the  areas 
scattered  over  the  various  parts  of  the 
United  States.  That  many  such  hospitals  as 
are  proposed  will  fill  a definite  need  in  some 
of  the  communities  there  is  no  doubt.  The 
American  Medical  Association,  through  its 
representatives,  has  approved  a hospital 
building  program  consistent  with  the  needs 
of  the  individual  communities.  Building 
programs,  especially  where  the  Federal  Gov- 
ernment furnishes  the  wherewithal,  usually 
attract  civic  attention.  Politicians  are  tra- 
ditionally notorious  for  their  efforts  to  pro- 
vide buildings  through  federal  funds  not  in- 
frequently on  the  basis  of  local  pressure 
exerted  regardless  of  community  needs. 

Thus  the  hospital  program  is  in  danger  of 
being  carried  to  communities  with  the  great- 
est influence  rather  than  with  actual  neces- 
sity for  additional  hospital  beds.  Nebraska 
is  fortunate  insofar  as  medical  and  hospital 


facilities  are  fully  available  to  the  inhabi- 
tants of  the  state.  It  is  true  that  some  few 
counties  do  not  at  present  have  a resident 
physician,  but  none  of  these  counties  is  so 
far  removed  from  a physician  that  the  popu- 
lace would  suffer  any  danger  from  such 
wants.  The  fact  is  that  these  counties  are 
not  now  able  to  support  a physician.  That 
the  maintenance  of  an  elaborately  equipped 
hospital  is  beyond  their  reach  should  be  self- 
evident.  Physicians  serving  these  communi- 
ties may  be  reached  with  ease  and  compara- 
tive comfort  within  an  hour’s  drive.  The 
fact  should  be  stressed  that  distances  nowa- 
days are  more  accurately  measured  in  terms 
of  time  that  it  takes  to  get  to  a given  desti- 
nation than  by  the  number  of  miles  geo- 
graphically separating  one  point  from  the 
other.  Thus  the  Journal  is  not  aware  of  any 
additional  hospital  needs  of  this  State. 

Since  the  Federal  program  calls  for  full 
guarantee  of  maintenance  of  these  proposed 
hospitals,  no  community  should  be  allowed 
to  overlook  the  fact  that  the  maintenance  of 
the  institution  may  turn  out  to  be  a drain 
on  the  small  municipality,  and  that  for  such 
communities,  if  the  need  actually  exists,  it 
may  be  more  advantageous  to  erect  their 
own  hospitals  than  to  risk  the  consequences 
of  expensive  maintenance.  Physicians 
throughout  the  country  must  be  ready  to 
counsel  with  the  governmental  representa- 
tives, both  federal  and  local,  in  an  effort  to 
protect  their  communities  from  the  white 
elephants  now  roaming  the  country. 


INFANT  MORTALITY 

May  is  traditionally  a month  when  this  na- 
tion pays  respect  to  the  child.  May  Day  has 
become  an  American  institution.  It  is  in  this 
spirit  that  the  Journal,  in  this  issue,  is  pub- 
lishing an  analysis  of  infant  mortality  in  Ne- 
braska covering  an  extensive  period  of  time. 
From  the  charts  and  tables  it  would  appear 
that  a child  born  in  Nebraska  has  about  as 
good  a chance  for  survival  as  a child  born 
in  most  states,  and  a better  chance  than  in 
some.  The  infant  mortality  in  Nebraska 
runs  practically  parallel  to  the  rate  of  the 
nation  as  a whole.  It  is  encouraging  to  com- 
pare the  trends  in  infant  mortality  of  Ne- 
braska with  the  general  trend  in  the  United 
States. 

There  is  a gradual  decrease  in  the  mortal- 
ity rate  over  the  first  year  period.  This  rate. 
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to  be  sure,  is  not  alarmingly  fast;  neverthe- 
less, it  is  a trend  in  the  right  direction.  The 
aim  of  medicine  is  to  reduce  mortality  in 
every  age  period  and  it  is  generally  admitted 
that  the  reduction  has  been  greatest  in  in- 
fancy and  childhood.  We  need  not,  however, 
be  too  boastful  because  while  the  reduction 
in  infant  mortality  has  been  steady  and  pro- 
gressive, the  decline  in  neonatal  deaths  has 
shown  an  annoyingly  sluggish  downward 
curve.  It  is  true  that  facts  are  being  added 
constantly  to  our  knowledge  of  physiology 
of  the  newborn,  yet  there  is  no  definite  out- 
look for  material  reduction  of  these  neonatal 
deaths  through  active  treatment.  There  is, 
however,  an  indication  that  preventive  meas- 
ures afforded  by  diligent  and  intelligent 
prenatal  care  of  the  mother  will  stimulate 
the  downward  curve  during  this  precarious 
stage  of  life  through  the  production  of  a 
sounder  organism.  The  obstetrician  and  the 
pediatrician  are  gradually  getting  closer  to- 
gether in  their  common  interest  on  preg- 
nancy, childbirth  and  neonatal  care.  It  is 
only  through  such  cooperation  that  increased 
knowledge  and  its  resultant  reduction  in  in- 
fant mortality  may  accrue. 


THE  PROBLEM  OF  THE  PREMATURE 

The  mortality  rate  of  premature  infants 
throughout  the  United  States  remains  stag- 
geringly high.  The  whole  status  of  the  pre- 
mature has  been  and  continues  to  remain 
in  a more  or  less  chaotic  state  from  the 
viewpoint  of  the  statistician.  Dr.  Loder,  in 
his  discussion*,  aptly  points  out  that  the  ex- 
act number  of  premature  born  in  this  State 
is  merely  a matter  of  guess  work.  Prac- 
tically speaking,  the  mortality,  judging 
from  individual  reports  in  the  literature, 
varies  from  15  to  50  or  65  per  cent. 
Obviously  such  a vast  difference  in  results 
is  not  conducive  to  wholesome  digestion  of 
findings.  However,  that  the  mortality  of 
the  premature  is  unduly  high  is  admitted  by 
all.  That  some  infants  born,  or  recorded  as 
born  alive  are  so  unripe  physiologically  as 
to  make  continuation  of  life  impossible,  must 
be  recognized.  It  is  well  known  that  most 
of  the  premature  infants  die  the  first  week 
of  life  and  of  these  deaths  the  greatest  num- 
ber occur  during  the  first  few  hours  after 
delivery. 

The  importance  of  prenatal  care  with  its 
aim  to  reduce  the  incidence  of  prematurity 

*In  this  issue  of  the  Journal. 


becomes  obvious.  The  fewer  premature  in- 
fants born  the  fewer  will  die.  Here  again 
prenatal  care  is  the  greatest  positive  fac- 
tor. The  resuscitation  process  following  the 
delivery  of  the  premature  organism  is  an- 
other factor.  Careful  obstetrical  procedure 
to  prevent  birth  injuries  will  prove  beneficial 
in  the  reduction  of  mortality.  By  far  the 
most  hazardous  period  are  the  first  few 
hours.  The  approximation  of  intrauterine 
conditions  extrauterinely  should  be  the  aim 
in  the  care  of  the  premature  infant.  The 
physician  must  always  remember  that  the 
infant  delivered  a month  or  more  prior  to 
term  has  missed  out  on  the  greatest  benefits 
of  intrauterine  protection  during  the  most 
rapid  period  of  growth  and  process  of  ripen- 
ing. The  maintenance  of  optimum  tempera- 
ture, attention  to  nutrition,  prevention  of  in- 
fections are  the  three  primary  requirements. 

With  the  availability  of  a warm  bed  now 
supplied  by  the  State  Health  Department,  dr 
a device  of  similar  construction,  if  the  incu- 
bator is  not  available,  heat  and  humidity  con- 
trol is  within  the  reach  of  every  physician. 
The  nutritional  problem  should  offer  little 
difficulty  provided  that  intelligent  care  is 
available.  Concentrated  feeding  in  small  bulk 
where  breast  milk  is  not  at  hand  will  tide  the 
young  organism  over  the  first  hurdle  and  af- 
ford him  a chance  for  life.  As  to  infections, 
scrupulous  care  must  be  exercised  to  keep 
adults  and  older  children  away  from  the  in- 
fant as  much  as  possible. 


Never  give  an  intramuscular  injection  of 
a heavy  metal  in  oil  without  drawing  back 
on  the  piston  of  the  syringe,  to  be  sure  the 
tip  of  the  needle  is  NOT  in  a blood  vessel. 
Three  times  in  my  experience  I have  had  to 
reinsert  the  needle.  A student  recently  pro- 
duced arterial  oil  embolism  because  he  failed 
to  determine  the  position  of  the  needle  point. 

Donald  J.  Wilson,  Omaha. 


Color  Blind  Persons  Can  Play  Cards 

Color  blind  persons  can  easily  play  card 
games,  The  Journal  of  the  American  Medical 
Association  points  out.  “In  all  card  decks,”  it 
says,  “the  suits  are  distinguished  as  much  by 
the  form  of  the  pips  as  by  the  color.  Even  if 
the  red  cards  appear  as  a drab  gray,  the  in- 
tensity of  the  hue  is  sufficiently  different 
from  that  of  the  black  cards  to  permit  recog- 
nition even  if  unaided  by  the  shape  of  the 
pips.” 
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REPLY  TO  I)R.  MILLER 
to  the  Introduction  of  President  Andrews 
Tuesday,  April  23,  1940 

President  Miller  and  Fellow-Members  of 
the  Nebraska  State  Medical  Association: 

Embracing  this  opportunity,  I wish  to 
publicly  extend  to  Dr.  Miller  the  sincere  ap- 
preciation and  gratitude  of  The  Nebraska 
State  Medical  Association  for  his  untiring, 
sincere,  and  conscientious  effort  on  its  be- 
half during  his  Presidency.  Most  of  us  are 
well  aware  of  the  thousands  of  miles  he  has 
traveled  and  the  many  days  he  has  given  to 
its  service  in  visiting  the  component  organi- 
zations throughout  the  State.  However,  we 
should  not  overlook  the  value  of  his  wise  and 
ready  counsel  in  the  years  preceding  his  term 
as  our  President.  Our  Society  today  is 
stronger  and  more  closely  united  than  ever 
before  because  of  these  efforts.  It  is,  there- 
fore, our  sincere  wish  and  desire,  that  these 
valuable  contacts  shall  not  terminate  with 
the  expiration  of  his  Presidential  tenure. 

Today  the  toga  of  the  Presidency  falls  upon 
my  shoulders.  I would  be  remiss  in  common 
courtesy  should  I fail  to  express  my  grati- 
tude and  appreciation  of  this  honor,  of  which 
any  man  may  well  be  proud.  Let  me  add, 
however,  that  the  friendships  and  confidence 
of  the  many  fine  men  who  constitute  the 
membership  of  our  society  are  equally  cher- 
ished. 

I am  not  unaware  of  the  labors,  the  re- 
sponsibilities, and  the  time  consumed  in  con- 
scientiously endeavoring  to  assist  in  carrying 
on  the  ever-expanding  activities  of  your  So- 
ciety. Experiences  during  the  past  year  have 
thoroughly  demonstrated  to  me  the  wisdom 
of  our  Association  in  prescribing  for  its 
President,  one  year’s  service  as  President- 
Elect.  The  knowledge  of  our  problems,  ac- 
quired by  meetings  with  the  Board  of  Trust- 
ees, the  various  Committees  of  the  Associa- 
tion, and  the  contacts  with  the  permanent 
Office  of  the  Executive  Secretary,  together 
with  visitations  to  the  component  organiza- 
tions, is  essential  to  continuity  of  our  num- 
erous activities. 

During  the  past  Fall  and  Winter,  it  has 
been  my  pleasure  and  privilege,  with  Presi- 
dent Miller  and  our  Executive  Secretary,  to 
assist  in  bringing  to  your  component  Socie- 
ties, pertinent  facts  and  figures  relative  to 
our  Association.  We  feel  that  this  informa- 
tion should  be  in  possession  of  all  our  mem- 
bers, thus  enabling  them  to  derive  greater 


good  from  their  membership,  increase  their 
enthusiasm  for  Organized  Medicine,  and  thus 
render  greater  assistance  to  our  Society  and 
its  objectives.  In  carrying  out  this  one  phase 
of  our  work,  I have  visited  over  twenty-five 
societies  in  various  sections  of  the  State, 
traveling  approximately  six  thousand  miles. 
We  trust,  and  like  to  believe,  that  these  visits 
have  accomplished  much  good,  and  that  they 
have  been  a real  factor  in  building  a stronger 
and  a more  united  body  of  physicians  in  our 
State. 

However,  our  labors  are  never  ended,  and 
much  remains  to  be  done.  We  are  constant- 
ly faced  with  new  economic,  social,  and  pro- 
fessional problems  that  demand  unceasing 
vigilance  and  thoughtful  study.  With  the 
continued  loyal  cooperation,  industry,  and 
unselfish  efforts  of  our  membership,  our 
Committees,  and  our  Officers,  we  shall  con- 
tinue to  go  forward,  to  the  end  that  we  shall 
be  better  equipped  to  minister  to  those  en- 
trusted to  our  care.  In  this  service  my  best 
offices  are  pledged  to  you. 


ANNOUNCEMENTS 


The  next  basic  science  examination  will  be  given 
May  7-8,  1940,  University  College  of  Medicine,  Oma- 
ha. 

The  next  medical  examination  will  be  given  June 
12-14  inclusive,  1940,  University  College  of  Medi- 
cine, Omaha. 

All  applications  for  examination  must  be  filed 
with  this  Bureau  at  least  fifteen  days  prior  to  the 
first  day  of  Examination. 


NATIONAL  HOSPITAL  DAY 

National  Hospital  Day  will  be  on  May  12.  The 
purpose  of  Hospital  Day  is  to  familiarize  the  public 
with  the  function  and  general  role  of  the  hospital 
in  the  community. 


The  University  of  Chicago  and  the  Chicago  Lying- 
in  Hospital  in  cooperation  with  the  Illinois  State 
Health  Department  and  the  U.  S.  Children’s  Bureau 
announce  a postgraduate  course  in  obstetrics  for 
physicians,  principally  general  practitioners.  This 
course  runs  from  5 to  6 weeks.  The  only  cost  to 
the  physician  would  be  that  of  his  board  and  room, 
his  own  personal  incidental  expenses  and  a nomi- 
nal fee  of  $15.  The  number  accepted  for  each 
course  will  be  limited  in  order  that  a personal  re- 
lationship may  be  maintained  between  the  staff 
and  the  physician.  All  of  the  members  of  the  De- 
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partment  of  Obstetrics  and  Gynecology  will  partici- 
pate in  the  program.  Applications  and  inquiries 
should  be  addressed  to:  Postgraduate  Course,  De- 
partment of  Obstetrics  & Gynecology,  5848  Drexel 
Avenue,  Chicago,  Illinois. 


If  you  know  of  patients  who  have  suffered  in- 
jurious effects  from  the  use  of  proprietary  remedies 
containing  desiccated  thyroid,  recommended  or  sold 
for  obesity,  or  injurious  results  from  indiscriminate 
use  of  desiccated  thyroid  in  amounts  of  two  grains 
or  less  per  day,  please  report  such  cases  to  the  edi- 
torial office  of  the  Journal,  220  Medical  Arts  Bldg., 
Omaha. 


American  Board  of  Obstetrics  and  Gynecology 
EXAMINATIONS 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  at  Atlantic  City,  N.  J.,  from  Friday, 
June  7,  through  Monday,  June  10,  1940,  prior  to  the 
opening  of  the  annual  meeting  of  the  American 
Medical  Association  in  New  York  City  on  Wednes- 
day, June  12,  1940.  Formal  notice  of  the  exact 
time  and  place  of  the  examination  will  be  forwarded 
to  each  candidate  several  weeks  in  advance  of  the 
examination  dates.  Group  A candidates  will  be  ex- 
amined on  June  7 and  8,  and  Group  B candidates  on 
June  9 and  10. 

Candidates  for  reexamination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
before  April  15. 

The  annual  dinner  of  the  Board  will  be  held  in 
New  York  City  on  Wednesday  evening,  June  12, 
1940,  at  the  Hotel  McAlpin.  Diplomates  certified  at 
the  preceding  days’  examination  will  be  introduced 
personally,  and  there  will  be  several  speakers.  All 
Diplomates  of  the  Board,  and  others  interested  in 
the  work  of  the  Board,  are  cordially  invited  to  at- 
tend this  dinner. 

Tickets  at  $3.50  each  may  be  obtained  from  Dr. 
Joseph  L.  Baer,  chairman,  104  S.  Michigan  Avenue, 
Chicago,  Illinois,  or  at  the  registration  desk  during 
the  examinations. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


WARNS  OF  BENZEDRINE  ADDICTION 

A warning  of  the  possibility  of  addiction  to  am- 
phetamine (benzedrine)  sulfate,  from  its  continued 
use,  is  made  by  Sidney  Friedenberg,  M.  D.,  Camden, 
N.  J.,  in  The  Journal  of  the  American  Medical  As- 
sociation for  March  16. 

Dr.  Friedenberg  cites  the  case  of  a young  woman 
who,  given  tablets  of  the  drug  for  weight  reduction, 
found  that  she  could  not  carry  on  her  duties  of  a 
beautician  without  the  stimulus  that  the  drug  sup- 
plied. She  had  been  taking  amphetamine  tablets 
for  five  months. 


NEWS  and  VIEWS 


In  an  address  inaugurating  the  annual  can- 
cer control  campaign  March  30,  Surgeon  Gen- 
eral Thomas  Parran  proposed  the  establish- 
ment of  cancer  clinics  in  every  state  of  the 
United  States.  Only  17  states,  according  to 
the  Surgeon  General’s  report,  have  thus  far 
instituted  organized  efforts  to  combat  can- 
cer. 


Again  from  Washington  comes  the  presi- 
dential proclamation  of  the  traditional  Child 
Health  Day,  May  first.  The  President  in- 
vites : 

“All  agencies  and  organizations  interested  in  child 
welfare  to  unite  upon  that  day  in  the  observance 
of  such  exercises  as  will  awaken  the  people  of  the 
nation  to  the  fundamental  necessity  of  a year-round 
program  for  the  protection  and  development  of  the 
health  of  the  nation’s  children.” 


This  item  is  clipped  from  the  Kearney 
Hub: 

Lexington  — A Dawson  County  Public  Health  Im- 
provement association  has  been  organized  as  an 
outgrowth  of  the  rural  health  survey  being  carried 
on  this  year  by  Miss  Elin  Anderson  for  the  Farm 
Foundation  of  Chicago.  The  organization  meeting 
was  held  at  the  court  house  in  Lexington.  Repre- 
sentatives from  the  county  medical  society,  the 
dental  association,  the  Farm  Bureau,  the  home 
demonstration  council,  each  chamber  of  commerce  in 
the  county,  County  Supt.  W.  C.  Bloom,  and  the  Daw- 
son county  Red  Cross  chapter  attended.  In  all,  20 
persons  were  at  the  meeting. 

The  group  decided  that  the  first  program  would 
be  a free  physical  examination  during  the  spring  for 
all  children  who  will  be  entering  school  for  the  first 
time  next  fall. 

A planning  committee  was  appointed  to  assist 
Miss  Anderson  in  studying  further  developments  of 
a health  program  for  the  county  for  the  considera- 
tion of  the  association. 


The  problem  of  nursing  care  in  the  small 
hospital  occupied  the  Nebraska  Hospital  As- 
sembly held  in  Lincoln  the  latter  part  of 
March.  The  subject  was  discussed  from 
many  angles.  Of  particular  interest  is  the 
question  of  nursing  care  in  the  projected  hos- 
pital building  program  by  the  Federal  gov- 
ernment— small  hospitals  to  be  maintained 
by  sparsely  settled  communities  or  districts. 
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To  supply  this  nursing  need  it  is  proposed  to 
inaugurate  two  types  of  training;  one,  for 
the  professional  eight-hour-a-day  nurse,  the 
other  for  bedside  nursing.  The  Journal  is  re- 
minded of  the  lively  discussions  some  fifteen 
years  ago  when  the  leaders  of  Medicine  be- 
came alarmed  over  the  threatened  shortage 
of  physicians  in  the  United  States  and  the 
proposed  solution  of  the  problem : One  promi- 
nent teacher  suggested  that  we  train  two 
types  of  doctors,  one  for  the  purpose  of  prac- 
tice in  the  large  centers  where  emphasis  is 
laid  on  research,  the  other  for  country  prac- 
tice! 


Among  the  Scientific  Exhibits  of  the 
A.M.A.  in  New  York  this  coming  June  wrill 
be  The  Treatment  of  Acute  Infections  by 
X-ray,  by  Dr.  James  F.  Kelly,  of  Omaha. 


According  to  a recent  statement  in  the 
Journal  of  the  A.M.A.  the  number  of  physi- 
cians in  the  United  States  last  year  has  in- 
creased by  1,379,  not  including  immigrant 
doctors. 


The  University  of  Omaha  is  selecting  can- 
didates for  its  proposed  Hall  of  Fame.  The 
names  of  several  Nebraska  physicians  have 
been  proposed.  The  Council  of  the  Omaha- 
Douglas  County  Medical  Society  at  its  April 
meeting  went  on  record  approving  the  idea 
of  including  doctors  in  The  Hall  of  Fame,  but 
endorsed  no  individual  names  for  the  honor. 
This  action  by  the  Council  was  in  conform- 
ity with  the  recommendations  of  the  Public 
Affairs  Committee  of  the  Society. 


The  medical  colleges  of  Creighton  Univer- 
sity and  of  the  University  of  Nebraska  re- 
cently received  requests  from  the  War  De- 
partment to  organize  surgical  units  to  be 
used  as  mobile  hospitals  in  case  of  national 
emergency.  Similar  requests  were  issued  to 
32  other  medical  schools. 


Among  Nebraskans  attending  the  meet- 
ing of  the  American  College  of  Physicians  in 
Cleveland  last  month  were : Drs.  W.  W. 

Waddell,  Beatrice;  E.  E.  Farnsworth,  Grand 
Island ; T.  C.  Moyer,  E.  Burkett  Reed  and 
John  C.  Thompson  of  Lincoln ; Rodney  W. 
Bliss,  A.  David  Cloyd,  Jr.,  M.  C.  Howard,  E. 


J.  Kirk,  J.  R.  Kleyla,  Adolph  Sachs,  Warren 
Thompson,  Chester  Q.  Thompson,  F.  Lowell 
Dunn,  J.  F.  Gardiner,  C.  H.  Hansen,  E.  L. 
MacQuiddv  and  Edmond  M.  Walsh,  all  of 
Omaha. 


Dr.  Willis  E.  Brown,  formerly  of  Ann  Ar- 
bor, Mich.,  is  the  full  time  obstetrician  at  the 
University  of  Nebraska  Medical  College. 
Thus  far  the  full  time  pediatrician  has  not 
been  secured. 


The  Falls  City  Hospital,  owned  by  Dr.  C. 
L.  Hustead  since  1921,  was  sold  to  the  Sisters 
of  Charity  of  Leavenworth,  Kan.  The  hos- 
pital was  built  in  1918  by  the  Lutheran  Syn- 
od with  funds  solicited  from  252  churches. 
It  operated  for  two  years  under  its  original 
auspices,  but  owing  to  financial  difficulties 
it  was  sold  to  the  Lincoln  Trust  Company.  In 
1921  the  hospital  was  purchased  by  Dr.  Hus- 
tead, who  retained  it  until  now.  The  Sisters 
of  Charity  will  assume  active  control  August 
25. 


According  to  Dr.  P.  H.  Bartholomew,  of 
the  (State)  Health  Department,  five  counties 
(Arthur,  Blaine,  Loup,  Sioux  and  Wheeler) 
have  no  physicians. 


Dr.  W.  D.  Machechnie  of  Indianola  pre- 
sented the  community  with  its  Masonic 
Temple,  stipulating  that  a portion  of  the 
building  must  be  utilized  for  accommodation 
of  the  Woman’s  Club  and  the  Indianola  Pub- 
lic Library. 


On  April  3 District  Judge  J.  L.  Tewell  di- 
rected a verdict  for  Dr.  P.  C.  Mocket  of  Kim- 
ball, defendant  in  a malpractice  suit  brought 
by  Harold  Borchers,  21. 


This  is  clipped  from  the  Beatrice  Sun: 

Lincoln,  March  27 — (if) — Dr.  Walter  C.  Purviance, 
Lincoln  hospital  doctor,  filed  suit  in  federal  court 
Tuesday  to  enjoin  the  local  postmaster  from  enforc- 
ing- a “fraud  order”  depriving  him  of  use  of  the 
mails. 

The  order  was  issued  by  the  postmaster  general 
after  a hearing  before  the  solicitor  in  Washington, 
D.  C.,  on  a complaint  charging  Dr.  Purviance  was 
engaged  in  a business  that  was  unlawful  and  that  he 
used  the  mails  to  defraud. 

Di.  Purviance  practiced  in  Beatrice  about  15  years 
ago. 
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WOMAN'S  AUXILIARY 


President — Mrs.  James  E.  M.  Thomson, 

Lincoln 

President-Elect — Mrs.  A.  D.  Brown, 

Central  City 

Secretary — Mrs.  Walter  W.  Carveth, 

Lincoln 


Treasurer — Mrs.  Harley  Anderson, 

Omaha 

First  Vice  President — Mrs.  Olin  J.  Cameron, 
Omaha 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 


The  following  officers  were  elected  at  a 
meeting  of  the  Lancaster  County  Medical 
Auxiliary  which  was  held  at  the  University 
Club  in  Lincoln  on  April  1.  Mrs.  E.  B. 
Brooks,  president;  Mrs.  W.  W.  Carveth,  vice 
president;  Mrs.  Paul  Royal,  recording  secre- 
tary; and  Mrs.  0.  A.  Reinhardt,  treasurer. 


Fremont,  a women’s  club  member  47  years, 
and  Mrs.  H.  L.  Keefe  of  Walthill,  former 
Third  district  president  and  a club  member 
40  years,  were  honored  by  the  convention.  A 
memorial  medal  was  presented  for  Mrs.  F.  A. 
Long  of  Madison,  a past  Third  district  presi- 
dent and  club  worker  for  many  years. 


Following  the  business  meeting  sixty 
ladies  attended  the  public  relations  luncheon. 
Twenty-two  representatives  from  other  or- 
ganizations of  the  city  were  present  to  hear 
the  program.  Questions  submitted  for  dis- 
cussion were  classified  under  maternal  health 
and  public  health,  which  related  to  city, 
school,  and  state.  These  questions  were 
answered  and  discussed  by  a group  of  Lin- 
coln doctors. 


Mrs.  M.  C.  Green  opened  her  home  for  the 
annual  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Auxiliary.  A dessert  luncheon 
was  served  at  one  o’clock.  Dr.  R.  W.  Fouts 
addressed  the  group  on  the  subject  of  So- 
cialized Medicine.  The  following  officers 
were  elected  for  the  coming  year.  Mrs. 
Charles  P.  Baker,  president;  Mrs.  Claud  T. 
Uren,  president-elect;  Mrs.  B.  W.  Christie, 
vice  president ; Mrs.  L.  L.  Arnsten,  secre- 
tary; Mrs.  Raymond  Lewis,  treasurer.  The 
directors  for  two  years  are  Mrs.  Herman 
Johnson  and  Mrs.  Charles  Frandsen. 


A LAST  REMINDER  to  make  your  reser- 
vation for  the  18th  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  American  Med- 
ical Association  to  be  held  at  the  Hotel 
Pennsylvania,  New  York  City,  June  10  to  14, 
1940.  New  York  has  much  to  offer  aside 
from  the  convention  and  we  are  sure  you 
will  not  want  to  miss  the  opportunity  of  vis- 
iting New  York  this  year. 


More  than  350  delegates  attended  sessions 
of  the  Third  district  convention  of  the  Ne- 
braska Federation  of  Women’s  Clubs  in  West 
Point,  April  4.  Miss  Daisy  S.  Pickard  of 


The  Adams  County  Auxiliary  met  with 
members  of  the  Medical  Society  for  dinner  at 
Ingleside  on  April  3.  They  were  jointly  ad- 
dressed by  James  D.  Conway,  who  spoke  on 
legal  aspects  of  medicine.  While  members  of 
the  Medical  Society  held  their  scientific  pro- 
gram Miss  Lillian  Salsman,  director  of  nurs- 
ing at  Hastings  State  Hospital,  spoke  before 
the  Auxiliary  on  her  experiences  as  a hospi- 
tal nurse  in  Burma.  Mrs.  J.  W.  Brown,  Mrs. 
L.  W.  Rork  and  Mrs.  W.  H.  Powell  of  Minden 
were  elected  delegates  to  the  state  auxiliary 
meeting  held  in  Omaha  in  April.  Guests  were 
Mrs.  Marvin  of  Omaha  and  Mrs.  James  Con- 
way. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 

1940  Total  1939  Total 


March 

Febr. 

to  Date 

March 

Febr. 

to  Dt 

Chicken-pox 

. 121 

112 

335 

158 

260 

597 

Diphtheria 

4 

7 

24 

7 

15 

36 

Influenza 

7 

8 

28 

32 

0 

33 

Measles 

204 

200 

616 

308 

237 

714 

Meningitis,  C.  S._ 

__  1 

2 

5 

5 

2 

9 

Poliomyelitis 

0 

0 

0 

0 

0 

3 

Scarlet  fever 

80 

84 

301 

143 

215 

508 

Smallpox 

2 

0 

5 

55 

19 

95 

Tuberculosis 

16 

15 

39 

15 

13 

41 

Typhoid  fever 

0 

0 

1 

0 

0 

6 

Whooping  cough 

__  14 

27 

110 

14 

27 

59 

Gonorrhea 

50 

45 

120 

54 

55 

177 

Syphilis 

69 

53 

182 

66 

75 

212 

MORBIDITY  BY  COUNTIES— Detailed 


Chicken-pox 

Adams  

(Hastings  22) 

Clay  

Deuel  

Douglas  

(Omaha  39) 


March,  1940 

Grant  1 

22  Hall 16 

(Grand  Island  16) 

1 Kearney  2 

1 Knox  2 

39  Lancaster 21 

(Lincoln  21) 
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Phelps  7 

Saline  I 1 

Sarpy  2 

Scotts  Bluff 6 

Diphtheria 

Douglas  1 

(Omaha  1) 

Lancaster  2 

(Lincoln  2) 

Lincoln  1 


(North  Platte  1) 

Influenza 

Pierce  


Measles 

Adams  1 

(Hastings  1) 

Box  Butte 59 

Dawson  3 

Douglas  23 

(Omaha  23) 

Grant  83 


Lancaster  2 

(Lincoln  2) 

Lincoln  1 

(North  Platte  1) 

Redwillow  6 

Sarpy  12 

Scotts  Bluff 5 

Seward  1 

Sheridan 5 

Webster  3 

Meningitis,  C.  S. 

Thurston  1 

Scarlet  Fever 

Adams  8 

(Hastings  8) 

Box  Butte 4 

Burt  4 

Cuming  1 

Dawson  5 

Douglas  14 

(Omaha  14) 


Franklin 2 

Kearney  2 

Knox 3 

Lancaster  9 

(Lincoln  9) 

Lincoln  4 

(North  Platte  4) 

Otoe  1 

Phelps  1 

Pierce  3 

Saline  3 

Scotts  Bluff 3 

Seward  7 

Sioux  2 

Thayer  2 

Webster  2 

Smallpox 

Phelps 1 

Saline  1 


Tuberculosis 

Buffalo  . 


Cass  1 

Cedar  1 

Colfax 1 

Dawes 1 

Douglas  2 

Hall 3 

Keith 1 

Lancaster  1 

Lincoln  1 

Thurston  2 

Whooping  Cough 

Douglas  5 

(Omaha  5) 

Keith  2 

Lancaster  2 

(Lincoln  2) 

Lincoln  1 

(North  Platte  1) 

Scotts  Bluff 2 

Seward  1 

Thurston  1 


SPEAKERS'  BUREAU 


The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  March  1,  1940  to  April  18,  1940. 


Date  Place 

March  5 — North 

Platte 

March  18 — Nebraska 
City 


March  19 — Norfolk 


March  20 — Columbus 


March  26 — Broken 
Bow 


March  26 — Auburn 


April  2 — Seward 


April  3 — Beatrice 


April  11 — Hebron 


April  18 — Exeter 


April  17 — Columbus 


SCIENTIFIC  PROGRAMS 


Organization  Addressed 

St.  Mary’s  Hospital 
Staff 

Otoe  County  Medical- 
Dental  Society 


Madison  Six  County 
Medical  Society 


Platte-Loup  Valley 
Medical  Society 


Custer  County 
Medical  Society 


Blue  Valley  Medical 
Society 


Fillmore-Saline  Co. 
Medical  Society 


Platte-Loup  Valley 
Medical  Society 


Speaker 


Title  of  Address 


Dr.  L.  C.  Albertson  “Tuberculosis” 
Kearney 


Dr.  D.  J.  Wilson 
Omaha 

Dr.  R.  A.  Frarv 
Lincoln 

Dr.  R.  B.  Palmer 
Lincoln 

Dr.  R.  A.  Frary 
Lincoln 


“Skin  Manifestations  of  Syphilis” 

“Nebraska  Venereal  Disease  Control 
Program” 

Film  on  Allergy 
“Venereal  Diseases” 

“Nebraska  Venereal  Disease  Control 
Program” 


Dr.  John  F.  Allen  “Clinical  Pulmonary  Tuberculosis” 
Omaha 

Dr.  Paul  M.  Bancroft  “Childhood  Tuberculosis” 

Lincoln 


Dr.  R.  B.  Palmer 
Lincoln 

Dr.  Payson  S.  Adams 
Omaha 

Dr.  R.  A.  Frary 
Lincoln 

Dr.  R.  B.  Palmer 
Lincoln 

Dr.  R.  A.  Frary 
Lincoln 

Dr.  D.  J.  Wilson 
Omaha 

Dr.  R.  A.  Frary 
Lincoln 

Dr.  A.  D.  Munger 
Lincoln 

Dr.  R.  A.  Frary 
Lincoln 

Dr.  A.  D.  Munger 
Lincoln 

Dr.  R.  A.  Frary 
Lincoln 

Dr.  Herman  M.  Jahr 
Omaha 

Dr.  C.  A.  Tompkins 
Omaha 


“Dermatitis  Venenata” 

“Venereal  Diseases” 

“Nebraska  Venereal  Disease  Control 
Program” 

“Venereal  Diseases” 

“Nebraska  Venereal  Disease  Control 
Program” 

“Venereal  Diseases” 

“Nebraska  Venereal  Disease  Control 
Program” 

“Venereal  Diseases” 

“Nebraska  Venereal  Disease  Control 
Program” 

“Venereal  Diseases” 

“Nebraska  Venereal  Disease  Control 
Program” 

“Principles  of  Nutrition  and  Their 
Pediatric  Application” 

“The  Use  of  Pectin  Agar  Preparations 
in  the  Treatment  of  Diarrhea  in 
Infants” 
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LAY  PROGRAMS 


March  3— Omaha 

North  Presbyterian 
Church — Y oung 
People’s  Class 

Dr.  Paul  T.  Cash 
Omaha 

“Mental  Hygiene  in  Adolescence” 

March  5 — North  Platte  Kiwanis  Club  P.T.A. 

(2  addresses) 

Dr.  L.  C.  Albertson 
Kearney 

“Tuberculosis” 

March  11 — Omaha 

Columbian  School 
Primary  students 

Dr.  R.  G.  Dornberger 
Omaha 

“Correct  Posture;  The  Results  of 
Wearing  Improperly  Fitted  Shoes” 

March  18 — Nebraska 
City 

Public  Meeting 

Dr.  D.  J.  Wilson 
Omaha 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

March  19 — Norfolk 

Public  Meeting 

Dr.  R.  B.  Palmer 
Lincoln 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

March  26 — Auburn 

Public  Meeting 

Dr.  Payson  S.  Adams 
Omaha 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

April  2 — Seward 

Public  Meeting 

Dr.  R.  B.  Palmer 
Lincoln 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

April  3 — Beatrice 

Public  Meeting 

Dr.  D.  J.  Wilson 
Omaha 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

April  11 — Hebron 

Public  Meeting 

Dr.  A.  A.  Conrad 
Crete 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

April  18 — Exeter 

Public  Meeting 

Dr.  A.  A.  Conrad 
Crete 

Dr.  R.  A.  Frary 
Lincoln 

“Venereal  Diseases” 

Division  of  Venereal  Diseases 

During  the  past  six  weeks  a series  of  educational 
meetings  have  been  held  under  the  sponsorship  of 
the  Venereal  Disease  Committee  of  the  State  Medi- 
cal Association,  the  Speakers’  Bureau  and  the  Di- 
vision of  Venereal  Diseases  of  the  (State)  Health 
Department.  The  story  of  the  venereal  diseases  and 
their  control  has  been  brought  to  more  than  3,500 
lay  auditors  and  some  90  physicians  in  the  eastern 
part  of  the  state.  The  manner  in  which  these  talks 
have  been  received  by  both  lay  and  professional 
groups  is  very  encouraging. 

The  success  of  the  program  to  control  and  eradi- 
cate the  venereal  diseases  falls  squarely  upon  the 
shoulders  of  the  medical  profession.  The  nation  at 
this  time  is  venereal  disease  minded  and  physicians 
everywhere  should  be  quick  to  cooperate  with  all 
individuals  and  groups  asking  for  information  and 
treatment. 

The  following  quotation  is  fiom  an  address  given 
by  Nathan  B.  Van  Etten,  M.  D.,  President-Elect, 
American  Medical  Association,  to  the  Annual  Meet- 
ing of  the  American  Social  Hygiene  Association, 
Palmer  House,  Chicago,  February  1,  1940,  and  pub- 
lished in  the  March,  1940,  number  of  the  Journal  of 
Social  Hygiene: 

“Getting  the  patient  under  treatment  involves  not 
only  every  effort  to  educate  every  lay  person  in 
the  necessity  for  treatment  of  every  suspicious  sore 
that  does  not  heal  quickly,  but  it  involves  an  effort 
to  reeducate  every  practicing  physician  to  make  cor- 
rect diagnoses,  and  to  institute  correct  therapy.  It 


is,  in  my  opinion,  a matter  of  vital  necessity  that 
every  doctor  in  this  country — no  matter  what  his 
specialty,  or  what  the  character  of  his  practice, 
should  be  able  to  recognize  the  character  of  a lesion 
whether  it  appears  upon  an  eyelid,  or  on  the  lip, 
or  tongue  or  tonsil  or  on  any  other  part  of  the  body. 
He  should  consider  it  his  obligation  to  start  treat- 
ment himself  at  once  or  refer  the  patient  to  a com- 
petent therapist.  It  is  true  that  many  doctors  shrink 
from  treating  these  patients,  because  it  is  distasteful 
to  them,  or  because  they  are  not  sufficiently  nublic 
spirited,  or  chiefly  because  they  have  not  sufficient 
technical  education.  I believe  that  every  medical 
school  should  realize  its  patriotic  duty  and  give 
every  graduate  enough  education  to  release  annually 
a new  group  of  5,000  young  doctors  who  will  carry 
an  assured  competence  into  this  field  of  medical 
practice.  I believe  national  and  state  examining 
boards  should  ask  questions  of  sufficient  strength 
to  determine  the  candidate’s  ability  and  that  no  li- 
cense should  be  granted  until  the  young  doctor  has 
demonstrated  a satisfactory  capacity.” 


Adopted  children  should  be  informed  of  their  adop- 
tion as  early  as  they  are  able  to  understand  it.  The 
common  technic  used  is  to  tell  them  that  whereas 
most  of  their  friends  had  to  be  accepted,  their  foster 
parents  picked  them  out  and  chose  them  from  a 
group  of  children  and  liked  them  best.  That  usually 
pleases  the  child  and  helps  break  the  ice. 
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TUBERCULOSIS  ABSTRACTS 

Hippocrates  noted  that  there  is  an  association  be- 
tween pulmonary  and  intestinal  tuberculosis.  But 
even  to  the  present  day  the  exact  relationship  of 
pulmonary  to  intestinal  tuberculosis  has  remained 
obscure.  Light  is  shed  on  the  subject  by  correlating 
the  clinical  with  the  pathological  findings,  as  was 
done  at  Sea  View  Hospital  where  more  than  one 
thousand  cases  of  tuberculosis  were  autopsied.  A 
summary  of  the  article  describing  the  study,  to- 
gether with  brief  comments,  follows: 


INTESTINAL  TUBERCULOSIS 

1.  A study  of  1,043  autopsied  cases  of  tuberculosis 
is  presented  with  an  incidence  of  734  cases,  or  70.4 
percent,  intestinal  tuberculosis. 

The  study  included  all  cases  of  tuberculosis,  both 
pulmonary  and  extra-pulmonary,  which  were  autop- 
sied during  a five-year  period,  1934  to  1938. 

2.  Intestinal  tuberculosis  is  less  extensive  and  less 
frequent  above  the  age  of  forty. 

The  greatest  number  of  cases  occurred  between 
the  ages  of  20  and  39  years — 76%  in  this  age  group 
showed  intestinal  involvement.  When  cases  of  in- 
testinal tuberculosis  are  divided  according  to  the  ex- 
tent of  intestinal  involvement,  it  is  found  that  in  the 
older  age  groups,  intestinal  tuberculosis  when  pres- 
ent, tends  to  be  less  extensive.  The  lower  incidence 
and  extent  of  intestinal  tuberculosis  in  the  older 
age  group  has  never  been  satisfactorily  explained. 

3.  Intestinal  tuberculosis  is  more  extensive  and 
frequent  in  females  and  in  Negroes  than  in  males 
and  whites. 

In  the  material  studied,  there  were  about  twice 
as  many  males  as  females,  and  among  these  the 
incidence  of  intestinal  tuberculosis  was  74.6%  in  the 
females  and  68.2%  in  the  males. 

The  incidence  in  the  white  race  was  66.4%;  Ne- 
groes 77.3%. 

4.  Although  caseous  pneumonic  tuberculosis  is  the 
type  of  pulmonary  disease  most  frequently  associ- 
ated with  intestinal  tuberculosis,  the  cases  with 
acute  miliary  tuberculosis  showed  a surprisingly 
high  incidence  of  63.8%  intestinal  involvement. 

Most  workers  believe  that  direct  contact  of  the 
tubercle  bacilli  in  the  sputum  on  the  intestinal  mu- 
cosa is  the  most  important  single  factor  in  produc- 
ing intestinal  tuberculosis.  A few  believe  that 
hematogenous  dissemination  in  the  chief  method. 
With  that  in  mind,  the  cases  studied  were  divided 
according  to  the  character  of  their  pulmonary  dis- 
ease. 

The  high  incidence  in  acute  miliary  tuberculosis 
seems  to  indicate  that  the  hematogenous  route  of 
intestinal  involvement  is  much  more  common  than 
generally  supposed.  One  is  also  led  to  suspect  that 
the  bacilli-laden  sputum  that  is  swallowed  often 
only  modifies  the  extent  and  size  of  the  intestinal 
ulcers  and  is  not  itself  the  cause  of  intestinal  tuber- 
culosis. 

5.  The  incidence  of  caseous  mesenteric  lymph 
nodes  and  miliary  foci  in  the  liver  and  spleen  in- 
creases with  the  severity  of  intestinal  tuberculosis. 


Caseous  mesenteric  lymph  nodes  were  found  in 
43%  of  the  very  far  advanced  cases.  The  high  in- 
cidence of  miliary  foci  in  the  liver  (49.4%)  and 
spleen  (47.8%)  is  interesting  when  it  is  considered 
that  only  routine  sections  were  taken — more  care- 
ful search  would  probably  have  yielded  a higher 
incidence. 

6.  Intestinal  tuberculosis  is  most  frequently  in  the 
ileocecal  region. 

In  this  series  of  734  cases  of  intestinal  tubercu- 
losis the  ileum  was  involved  652  times  and  the  cecum 
555  times.  Extension  of  the  tuberculous  process  is 
more  frequently  analward  than  toward  the  stomach, 
which  was  involved  in  only  4 cases.  The  small  in- 
testine was  involved  alone  more  frequently  than  the 
large  intestine. 

The  character  of  the  intestinal  lesions  varies  just 
as  in  tuberculosis  of  other  parts  of  the  body.  The 
earliest  lesions  are  in  the  lymphoid  tissue  of  the  sub- 
mucosa principally  in  Peyer’s  patches.  The  area  of 
caseation  finally  involves  the  mucosa  and  ulcera- 
tion results.  The  healing  process  consists  of  fibro- 
sis of  the  specific  tubercles  followed  by  epithelial 
regeneration.  The  necrotic  material  sloughs  out  and 
the  contraction  of  the  fibrous  tissue  tends  to  approx- 
imate the  edges  of  the  ulcer.  The  uninjured  epithe- 
lial cells  at  the  border  of  the  ulcer  creep  in  and 
finally  cover  the  floor  of  the  ulcer. 

7.  Perforation  of  a tuberculous  ulcer  occurred  in 
28,  or  3.81%,  of  the  cases  with  intestinal  tubercu- 
losis. It  occurred  most  frequently  in  the  ileum. 

Perforation  caused  a generalized  peritonitis  in 
10  cases,  a localized  peritonitis  in  16  cases.  Three 
perforations  were  extra  peritoneal.  Twice,  ulcers  in 
the  rectum  penetrated  into  the  perirectal  tissues 
and  once  an  ulcer  in  the  cecum  penetrated  retroperi- 
toneally.  Perforation  occurred  most  often  in  the 
ileum  and  next  more  often  in  the  appendix. 

8.  Generalized  tuberculous  peritonitis  except  :«n 
those  cases  due  to  perforation  of  a tuberculous  ulcer, 
is  not  related  to  intestinal  tuberculosis. 

Tuberculous  peritonitis,  not  associated  with  in- 
testinal tuberculosis,  occurred  in  52  instances. 

9.  The  incidence  and  severity  of  intestinal  tuber- 
culosis is  much  less  in  those  cases  which  have  had 
pulmonary  symptoms  one  to  two  years. 

The  frequency  of  intestinal  tuberculosis  is  related 
to  the  duration  of  the  pulmonary  disease.  The  high- 
est incidence  of  intestinal  tuberculosis  occurs  in 
cases  with  pulmonary  symptoms  of  one  year  to  23 
months  duration  before  death.  As  the  duration  of 
pulmonary  symptoms  increases  the  incidence  and 
severity  of  intestinal  tuberculosis  decreases.  Just 
why  cases  of  long  duration  should  not  develop  in- 
testinal tuberculosis  in  spite  of  persistently  positive 
sputum  is  not  known. 

10.  The  incidence  and  severity  of  intestinal  tuber- 
culosis is  directly  related  to  the  postivity  of  the 
sputum. 

The  frequency  and  severity  of  intestinal  tubercu- 
losis was  correlated  with  the  degree  of  positivity 
of  the  sputum.  Except  for  those  cases  which  were 
positive  on  concentration  only,  the  incidence  and 
extent  of  intestinal  tuberculosis  increases  as  the 
number  of  tubercle  bacilli  in  the  sputum  increases. 
Cases  that  had  a mean  Gaffkv  count  of  VII-X  had 
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! an  incidence  of  83.5%  intestinal  involvement.  Cases 
j that  were  negative  on  concentration  had  an  incidence 
of  40.4%. 

11.  The  symptoms  of  intestinal  tuberculosis  are 
: frequently  misleading  and  are  often  present  in  cases 

without  any  intestinal  involvement. 

Symptoms  and  signs  may  be  bizarre,  slight  and 
easily  overlooked.  Symptoms  became  more  frequent 
as  the  severity  of  intestinal  involvement  increased. 

12.  The  diagnosis  of  intestinal  tuberculosis  based 
on  roentgenograms  was  inaccurate  in  29.2%  of  the 
113  cases  studied  roentgenographically  and  at  post- 
mortem. 

Another  writer  found  the  intestinal  x-ray  unre- 
liable in  52%  of  his  autopsy  series  of  67  cases.  The 
autopsy  fails  to  substantiate  many  cases  diagnosed 
as  intestinal  tuberculosis  on  x-ray.  It  is  admitted 
that  pseudo  filling  defects  seen  on  the  x-ray  may 
have  been  misinterpreted  as  evidence  of  organic 
disease,  since  fluoroscopy  as  recommended  by  Brown 
and  Sampson  was  not  done. 

The  other  factor  that  accounts  for  some  of  the 
disagreement  found  between  x-ray  and  autopsy  is 
the  fact  that  an  attempt  was  made  to  diagnose 
tuberculosis  of  the  ileum  on  x-ray.  The  x-ray  cri- 
teria of  tuberculosis  of  the  ileum-dilatation,  segmen- 
tation, and  stasis,  are  not  as  accurate  as  the  criteria 
for  diagnosis  in  the  cecum  and  colon. 

(Intestinal  Tuberculosis,  James  H.  Cullen,  M.  D., 
Quarterly  Bulletin  of  Sea  View  Hospital,  Vol.  V,  No. 
2,  Jan.  1940). 


Memorandum  Relating  to  the  Incidence  and 
Meaning  of  Prosecution  of  the  American 
Medical  Association  and  the  Introduc- 
tion of  the  Wagner  National 
Health  Bill 

On  July  17th  and  18th,  1938,  at  the  suggestion  of 
the  President  of  the  United  States,  a conference  was 
called  in  Washington,  D.  C.,  to  receive  the  report 
of  “The  Interdepartmental  Committee  to  Coordinate 
Health  and  Welfare  Activities.” 

This  conference  consisted  of  between  two  and 
three  hundred  people  that  were  privately  invited, 
including  many  heads  of  departments  of  Washing- 
ton bureaus,  welfare  workers  and  a sprinkling  of 
medical  men.  Dr.  Olin  West,  Dr.  Morris  Fishbein 
and  Dr.  Irvin  Abell  appeared  for  the  American 
Medical  Association.  Among  the  doctors  who  made 
statements  at  the  time  was  Dr.  Hugh  Cabot.  Rep- 
resentatives of  labor  unions  and  farm  associations 
were  invited.  The  report  of  the  Interdepartmental 
Committee,  based  upon  surveys  made  mostly  by 
WPA  workers,  led  to  the  conclusion  that  thirty  mil- 
lion people  in  the  United  States  were  without  ade- 
quate medical  care. 

It  should  be  kept  constantly  in  mind  that  on  the 
basis  of  the  actual  record  American  Medicine  has 
provided  a more  effective  and  more  widely  distri- 
buted medical  service  than  has  ever  before  been 
provided  by  any  nation  in  the  world’s  history. 

Prior  to  the  convening  of  this  Interdepartmental 
Committee  conference,  the  controversy  in  connection 


with  Group  Health  Association,  Inc.,  was  in  progress 
in  Washington,  D.  C.  Of  course,  organized  medicine 
protested  vigorously  the  findings  of  the  Interdepart- 
mental Committee  on  conditions  of  public  and  pri- 
vate health  in  the  United  States,  so  vigorously  that 
the  protest  had  in  it  the  possibility  of  largely  nul- 
lifying the  publicity  value  of  the  Committee  find- 
ings. 

As  a result  of  the  Group  Health  Association  con- 
troversy, on  October  4,  1938,  an  agent  of  the  De- 
partment of  Justice  went  into  the  Federal  District 
Court  and  asked  for  the  impaneling  of  a special 
Grand  Jury,  for  the  purpose  of  hearings  on  allega- 
tions to  the  effect  that  the  American  Medical  As- 
sociation operation  constituted  a monopoly,  and  this 
Grand  Jury  was  asked  for  indictments  on  the  charge 
of  criminal  conspiracy  to  restrain  trade. 

Naturally  the  entire  Press  of  the  country  publi- 
cized endlessly  this  departure  from  all  previous  con- 
cept and  from  established  precedent. 

On  the  basis  of  the  representations  made  by 
agents  of  the  Department  of  Justice  on  December 
20,  1938,  the  Federal  Grand  Jury  voted  criminal  in- 
dictments involving  Dr.  Olin  West,  secretary  and 
general  manager  of  the  American  Medical  Associa- 
tion, Dr. Morris  Fishbein,  the  editor  of  the  American 
Medical  Journal,  the  District  of  Columbia  Medical 
Assn.,  the  Harris  County  Medical  Society  (Texas), 
and  nineteen  other  individual  physicians. 

It  should  be  kept  in  mind  that  these  indictments 
were  on  criminal  charges  and  if  convictions  resulted 
would  entail  prison  sentences  and  substantial  fines. 

The  voting  of  these  indictments  formed  the  base 
of  the  most  systematic  and  wide-spread  propaganda 
that  was  ever  known  in  this  country  in  connection 
with  any  trade  or  profession.  Newspapers,  maga- 
zines, public  platforms,  radios,  were  used  to  tell  the 
public,  (in  effect)  that  medicine  was  officered  by 
crinimals  and  that  they  were  trying  to  maintain  a 
hold  on  American  medical  service  and  distribution, 
in  direct  contravention  of  law.  This  propaganda 
created  the  impression  that  these  men  were  actually 
criminals  and  that  under  the  existing  set-up  Ameri- 
can Medicine  was  both  inadequate  and  ineffective. 

After  this  barrage  of  publicity  was  laid  down,  on 
February  28,  1939,  Senator  Wagner  introduced  into 
the  Congress  the  bill  that  became  known  as  the 
Wagner  National  Health  Act. 

This  act  did  not  set  up  any  new  Federal  bureaus 
or  agencies.  It  did,  however,  provide  for  appropria- 
tions totaling  $89,000,000  for  different  kinds  of 
health  services  for  1940,  $120,000,000  for  1941,  $230,- 
000,000  for  1942,  and  for  subsequent  years  such  sums 
of  money  as  were  needed.  Estimates  of  how  much 
might  be  needed  under  the  act  varies  anywhere  from 
$850,000,000  a year  to  as  much  as  three  billion  dol- 
lars a year. 

Reverting  back  to  the  criminal  prosecution  of  the 
A.M.A.  and  American  Medical  Association  officials, 
men  high  in  the  Administration  have  since  candidly 
admitted  that  this  suit  was  brought,  not  with  the  ex- 
pectation of  proving  charges  or  winning  a law  suit, 
but  largely,  if  not  entirely,  for  the  purpose  of  pro- 
viding a propaganda  base  that  would  pave  the  way 
for  the  enactment  of  drastic  if  not  actually  revolu- 
tionary health  legislation. 

Being  under  indictment  it  was  very  difficult  for 
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the  American  Medical  Association  to  protect  itself 
against  this  barrage  of  propaganda.  As  a conse- 
quence, independent  physicians  in  most  large  centers 
throughout  the  United  States  took  it  upon  them- 
selves to  arouse  the  public  to  the  menace  of  medical 
regimentation. 

The  issue  was  clarified  and  public  opinion  so  con- 
gealed by  May  17th,  1939,  that  the  House  of  Dele- 
gates assembled  in  St.  Louis  passed  a resolution, 
a part  of  which  reads  as  follows:  “The  American 
Medical  Association  would  fail  in  its  public  trust 
if  it  neglected  to  express  itself  unmistakably  and 
emphatically  regarding  any  threat  to  the  national 
health  and  well-being.  It  must  therefore,  speaking 
with  professional  confidence,  oppose  the  National 
Health  Bill.” 

Subsequent  hearings  before  the  Sub-Committee  of 
Education  and  Labor  of  the  Senate  gave  evidence 
of  such  an  aroused  public  opinion  that  made  wholly 
impracticable  the  passage  of  the  Wagner  Health 
Bill  in  the  last  Congress. 

However,  it  is  generally  understood  that  there 
has  been  no  final  disposition  of  this  case.  The  ad- 
verse propaganda  is  wide-spread,  possibly  even  more 
subtle,  and  constantly  tending  to  break  down  the 
confidence  of  the  public  in  organized  medicine  and 
the  practicing  physician.  All  of  this  is  paving  the 
way  for  drastic  if  not  revolutionary  changes  in  our 
system  of  medical  service  and  the  pattern  of  the  in- 
dependent practice  of  medicine.  The  story  carried 
in  the  March  9th  issue  of  Liberty  Magazine  is  a 
case  in  point.  The  glaring  headlines  in  newspapers 
which  heralded  the  decision  of  the  Court  of  Appeals 
in  Washington  on  March  4th  is  another  instance. 

Ultimately  this  problem  will  be  settled.  Unless 
somebody  does  something  about  it,  it  will  be  settled 
certainly  to  the  detriment  of  the  physicians  and  to 
the  very  great  detriment  of  the  public.  The  Nation- 
al Physicians’  Committee  was  brought  into  being 
for  the  express  purpose,  first — of  counteracting  this 
systematic  and  sinister  propaganda  on  the  one  hand 
and,  to  the  extent  possible  under  existing  circum- 
stances, make  every  effort  to  provide  the  most  wide- 
spread distribution  of  the  most  effective  medicine 
that  can  be  provided. 


DEATHS 

Sample,  Joseph  Richard,  Haines  Center,  Florida, 
formerly  of  Trumbull  and  Omaha,  died  March  14, 
1940,  in  Haines  Center.  The  doctor  was  born  in 
1866  in  Illinois,  moved  with  his  parents  to  Milford, 
Nebr.,  in  1883,  graduated  from  Lincoln  Medical  Col- 
lege in  1897;  he  practiced  in  Nebraska  until  1908 
when  he  moved  to  Florida.  The  doctor  is  survived 
by  his  wife  and  three  brothers. 


MARRIAGES 

Dr.  Walter  E.  Goehring,  Blair,  to  Miss  Edith 
Cochrane,  Butte,  Mont.,  in  Butte  on  March  25,  1940. 

Dr.  Thomas  Findley,  St.  Louis,  Mo.,  to  Miss  Jean 
Kyer,  Ann  Arbor,  Mich.,  in  St.  Louis,  April  11,  1940. 

Dr.  Sanford  Rathbun,  Cleveland,  Ohio,  to  Miss 
Mollie  McIntyre  of  Omaha,  in  Omaha,  April  27, 
1940. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  Tuesday,  March  12, 
1940,  at  8 p.  m.,  in  the  Medical  Arts  Auditorium. 
Dr.  Roy  W.  Fouts,  president-elect,  presided  in  the 
absence  of  President  Sage. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  February  27  and  the  Council  meeting  of 
March  12,  which  were  approved  as  read. 

It  was  moved  and  seconded  that  Dr.  James  P. 
Donelan,  Medical  Director  of  the  Guarantee  Mutual 
Life  Co.,  and  Dr.  Charles  L.  Park,  with  offices  at 
636  City  National  Bank  Bldg.,  be  elected  to  member- 
ship in  the  Society. 

A Resolution  in  memory  of  Dr.  John  Prentiss 
Lord,  who  died  March  3,  1940,  was  read  by  Dr.  A.  F. 
Tyler. 

Dr.  Charles  Frandsen  opened  the  scientific  pro- 
gram with  a case  report  on  “Lung  Embolism  from 
Saphenous  Vein  Thrombosis”;  discussion  by  Drs.  L. 
D.  McGuire  and  Herbert  Davis. 

Dr.  Adolph  Sachs  introduced  the  guest  speaker, 
Dr.  Walter  C.  Alvarez,  senior  consultant  in  the 
Division  of  Medicine,  Mayo  Clinic,  Rochester,  Minn., 
whose  subject  was  “The  Ever  Present  Complaint: 
Indigestion,  Its  Significance  and  Its  Management.” 

Meeting  adjourned  9:30  p.  m. 


Thirty  members  of  the  Lancaster  County  Medical 
Society  were  present  at  a meeting  held  March  19, 
1940.  Dr.  E.  S.  Wegner,  presiding. 

“The  Eye  and  Ear  as  Etiological  Factors  in  Head- 
ache,” was  the  title  of  a symposium  for  the  eve- 
ning’s program.  Dr.  J.  C.  Peterson  gave  an  inter- 
esting paper  on  the  frequent  relation  of  eye  pathol- 
ogy to  headache.  This  was  followed  by  another  fine 
essay  by  Dr.  J.  M.  Woodward  on  the  different  ear 
and  nose  conditions  which  are  causes  of  headache. 

Dr.  H.  S.  Morgan  expressed  his  appreciation  of 
Dr.  Woodward’s  responding  to  a call  from  the  pro- 
gram committee  on  short  notice.  Dr.  E.  B.  Brooks 
complimented  both  speakers  in  his  discussion  of  the 
papers.  Dr.  G.  R.  Underwood  in  discussing  sick 
headaches,  suggested  that  it  was  not  a specific  food 
substance,  but  rather  any  food  that  would  cause  the 
allergic  phenomenon  known  as  migraine.  He  sug- 
gested that  the  patient  eat  sugar,  or  nothing  at  this 
time.  Dr.  E.  V.  Wiedman  asked  a question  about 
leukocytosis  in  migraine  in  pregnancy.  Discussion 
closed  by  Drs.  Peterson  and  Woodward. 

Dr.  E.  W.  Hancock  announced  that  the  Tubercu- 
losis Society,  in  its  recent  literature  sent  to  all  mem- 
bers, wished  to  stress  the  reporting  of  cases  of 
tuberculosis  and  the  service  to  doctors  in  caring  for 
tubercular  cases. 

Meeting  adjourned  9:10  p.  m. 

Everett  E.  Angle,  M.  D.,  Secy. 


The  Phelps  County  Medical  Society  met  March  26, 
Dale  Hotel,  Holdrege,  for  a 7 o’clock  dinner  for  the 
members  and  their  wives. 
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Following  the  regular  business  Dr.  H.  A.  Mc- 
Conahay  presented  a paper  on  “Persistent  Thymus 
Glands  in  Newborn  Children.”  This  was  followed 
by  Dr.  Robert  Beste,  who  discussed  the  subject  from 
a throat  specialist’s  standpoint. 

Following  the  program,  the  meeting  adjourned  to 
the  home  of  Drs.  Shreck,  where  Dr.  M.  B.  Wilcox 
gave  a very  interesting  lecture,  and  showed  some 
very  fine  pictures  of  his  recent  trip  in  southern 
waters  in  South  America. 

W.  A.  Shreck,  Secy. 


After  a steak  dinner  at  Campbell’s  Cafe,  in  Sid- 
ney, on  March  29,  for  the  doctors  and  their  ladies, 
the  Cheyenne-Kimball-Deuel  Counties  Medical  So- 
ciety meeting  was  called  to  order  by  Secretary 
Grimm,  in  the  temporary  absence  of  President  Cook 
and  Vice-President  Dorwart.  The  minutes  of  the 
last  meeting  were  read  and  approved. 

Letters  from  Scotts  Bluff  county  doctors  were 
read,  in  answer  to  our  questions  regarding  F.  S.  A. 
medical  plan  in  their  county,  and  were  found  to  be 
not  favorable  to  the  plan,  branding  it  as  a further 
step  toward  government  control  of  medicine. 

Chairman  Roche,  of  the  Fee  Schedule  Committee, 
reported  that  the  new  schedules  adopted  at  the  last 
meeting  were  in  the  hands  of  the  printers,  and 
should  be  ready  for  signing  at  the  next  meeting. 
The  secretary  was  requested  to  furnish  one  copy 
to  the  State  Executive  Secretary. 

Mr.  R.  M.  Cole,  of  the  State  F.  S.  A.,  brought 
with  him  other  state,  regional  and  local  F.  S.  A. 
representatives,  and  was  introduced  as  the  first 
speaker,  and  he  then  introduced  Mr.  Leonard,  who 
outlined  the  general  plan  of  the  F.  S.  A.  rehabili- 
tation program.  Further  detailed  explanation  of  the 
F.  S.  A.  medical  plan  was  given  by  Mr.  Cole  with 
discussion  following. 

Mr.  M.  C.  Smith,  State  Executive  Secretary,  was 
present,  and  reported  in  detail  about  the  working 
of  the  plan  in  other  counties,  warning  the  society 
of  the  necessity  of  avoiding  certain  pitfalls  if  the 
plan  was  adopted  by  this  society.  Mr.  Smith’s  fig- 
ures showed  surprising  success  of  the  plan  in  most 
counties,  although  he  stated  that  at  the  beginning 
he  was  not  at  all  favorable  to  it.  After  the  discus- 
sion it  was  moved  by  Roche,  and  seconded  by  Harris 
that  a committee  of  three  be  appointed  to  confer 
with  Mr.  Cole  and  Mr.  Bond  to  work  out  the  details 
of  the  program,  and  to  get  a better  understanding 
between  the  local  administrators  and  the  doctors, 
and  to  adopt  the  plan  if  60  per  cent  of  the  F.  S.  A. 
clients  in  the  three  counties  could  be  signed  up.  Car- 
ried. Committee  appointed  S.  O.  Harris,  of  Deuel 
County,  D.  M.  Flett,  of  Kimball  County,  and  B.  H. 
Grimm,  of  Cheyenne  County. 

Mr.  Smith  then  gave  a very  interesting  slide  lec- 
ture on  “The  Business  Affairs  of  the  State  Asso- 
ciation.” Meeting  adjourned  at  11:35  p.  m.,  next 
meeting  to  be  held  in  Kimball,  on  April  29,  with  Drs. 
Lipp  and  Manganaro,  hosts. 

B.  H.  Grimm,  Secy. 


The  Saline-Fillmore  County  Medical  Society  met 
in  Geneva  April  4th.  The  program  consisted  of  a 
round-table  discussion  of  problems  pertaining  to 
present  day  medical  practice.  Dr.  J.  Bixby  was 
elected  delegate  to  the  State  Medical  Assembly. 


The  Southwest  Nebraska  Medical  Society  met  in 
McCook  March  14,  dinner  at  the  Keystone  Hotel. 
The  scientific  program  consisted  of  two  papers:  (1) 
The  Diagnosis  and  Management  of  Common  Derma- 
tological Conditions,  by  Dr.  Osgood  Philpott;  and 
(2)  Newer  Procedures  in  the  Practice  of  Endocrinol- 
ogy, by  Dr.  C.  F.  Kemper.  Both  guest  speakers  are 
from  Denver. 


The  Otoe  County  Medical  and  Dental  Society  met 
jointly  in  Nebraska  City  March  18,  in  St.  Mary’s 
Hospital.  The  scientific  program  was  as  follows: 
(a)  Skin  Manifestations  of  Syphylis,  by  Donald  J. 
Wilson  of  Omaha;  (b)  The  Nebraska  Venereal  Dis- 
ease Program,  by  Dr.  Frary  of  Lincoln;  (c)  Allergy, 
a three-reel  moving  picture. 


The  Custer  County  Medical  Society  met  in  Broken 
Bow  March  26,  Dr.  Wilcox  in  the  chair.  The  pro- 
gram consisted  of  a paper  by  Dr.  R.  B.  Palmer  of 
Lincoln,  on  Some  Common  Dermatological  Prob- 
lems. 


The  Ninth  Councillor  District  Medical  Society  met 
in  Grand  Island  March  28,  in  St.  Francis  Hospital. 
In  the  afternoon  clinics  were  held  in  the  Hospital. 
Dr.  Howard  Odell  of  Rochester,  discussed  “Reduc- 
tion of  Surgical  Risks  in  Patients  With  Nephritis”; 
Dr.  Lucien  Stark  of  Norfolk  gave  a paper  on  “Rheu- 
matic Heart  Disease”;  and  Dr.  Robert  Schrock  of 
Omaha  on  “Bone  Tumors.”  Following  dinner  in  the 
evening,  Dr.  Roy  W.  Fouts  of  Omaha  addressed  the 
Society  on  “State  Medicine.”  Dr.  Donald  Watson 
of  Grand  Island  presided  at  the  afternoon  sessions. 
Dr.  E.  B.  Wengert  of  St.  Paul  presided  at  the  eve- 
ning meeting. 


The  Garden-Keith-Perkins  County  Medical  Society 
met  in  Ogallala  April  10.  The  program  consisted 
of  a discussion  on  “Some  Fractures  Seen  in  General 
Practice,”  by  Dr.  Foster  Matchett  of  Denver.  The 
speaker  also  showed  a motion  picture  on  internal  fix- 
ation of  the  hip  joint. 


The  Five  County  Medical  Society  met  in  the  Strat- 
ton Hotel  at  Wayne,  March  28,  preceded  by  the  cus- 
tomary dinner  at  7:00  p.  m.  The  scientific  program 
consisted  of  three  papers  as  follows:  “Sulphanila- 
mide,  Sulphapyridine  and  Related  Products,”  by  Dr. 
M.  A.  Blackstone,  Sioux  City;  “Differentiation  Be- 
tween Thyrotoxicosis  and  the  Psychasthenic  States,” 
by  Dr.  R.  T.  Rohwer,  Sioux  City;  “Common  Urologi- 
cal Practices,”  by  Dr.  Wayland  Hicks,  Sioux  City. 


The  Adams  County  Medical  Society  met  at  Ingle- 
side  April  3,  for  dinner.  They  were  addressed  by 
James  D.  Conway,  who  spoke  on  legal  aspects  of 
medicine.  The  scientific  program  consisted  of  a 
paper  read  by  Dr.  D.  W.  Kingsley  on  “Care  and 
Treatment  of  Hip  Fractures,”  with  discussion  by  Dr. 
Charles  McMahon  of  Superior,  Dr.  H.  S.  Andrews  of 
Minden  and  Dr.  A.  A.  Smith  of  Hastings. 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Dr.  A.  L.  Miller,  Kimball President 

Dr.  Clayton  Andrews,  Lincoln President-elect 

Dr.  G.  E.  Peters,  Randolph Vice-president 


Dr.  Rudolph  Decker,  Byron 


Dr.  H.  R.  Miner,  Falls  City Vice-president 

Dr.  R.  B.  Adams,  Lincoln Secretary-Treasurer 

Mr.  M.  C.  Smith,  Lincoln Executive-Secretary 

.Speaker  of  House  of  Delegates 


COMMITTEES 


NON-SCIENTIFIC 

COMMITTEES 

Committee  on  Medical 
Economics 

B.  F.  Bailey,  Ch Lincoln 

E.  W.  Rowe Lincoln 

J.  F.  Langdon Omaha 

J.  W.  Duncan Omaha 

Harry  W.  Benson Oakland 

The  President 

The  Secretary-Treasurer 

The  Executive  Secretary 

Scientific  Assembly 

Morris  Nielsen,  Ch Blair 

J.  W.  Duncan Omaha 

Roy  H.  Whitham Lincoln 

J.  D.  McCarthy Omaha 

R.  B.  Adams Omaha 

Insurance 

Robert  D.  Schrock,  Ch. -Omaha 

Morris  Nielsen  Blair 

O.  C.  Kreymborg Brainard 

Advisory  to  Woman’s  Auxiliary 

Torrence  Moyer Lincoln 

E.  S.  Wegner Lincoln 

E.  W.  Hancock Lincoln 

Allied  Professions 

William  Shearer,  Ch. Omaha 

Earle  G.  Johnson-Grand  Island 
E.  K.  Steenberg Aurora 


Credentials 

R.  B.  Adams,  Ch Lincoln 

W.  E.  Wright Creighton 

G.  L.  Pinney Hastings 

O.  J.  Cameron Omaha 

H.  C.  Smith Franklin 

Library,  Necrology  and  Records 

T.  C.  Moyer,  Ch Lincoln 

J.  C.  Waddell Beatrice 

C.  W.  M.  Poynter Omaha 

SCIENTIFIC  COMMITTEES 
Planning 

E.  W.  Rowe,  Ch Lincoln 

F.  L.  Rogers Lincoln 

Fritz  Teal  Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Ch Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Tuberculosis 

E.  W.  Hancock,  Ch Lincoln 

John  F.  Allen Omaha 

Claude  Selby North  Platte 

Venereal  Disease 

A.  D.  Munger,  Ch Lincoln 

Donald  J.  Wilson Omaha 

J.  A.  Borghoff Omaha 

Prevention  and  Amelioration 
of  Deafness 

C.  T.  Uren,  Ch Omaha 

J.  J.  Hompes Lincoln 

Earl  B.  Brooks Lincoln 


Conservation  of  Vision 

M.  B.  Wilcox,  Ch Holdrege 

Eugene  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Ch Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Ch Lincoln 

R.  D.  Schrock Omaha 

H.  L.  Miner Falls  City 

Pneumonia 

Adolph  Sachs,  Ch Omaha 

D.  H.  Morgan McCook 

Joe  Kuncl Alliance 

Convalescent  Serum 

Floyd  Clarke,  Ch Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson North  Platte 

Sub-committee 

George  B.  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce Chadron 

Hospital  and  Medical  Standards 

Lucien  Stark.  Ch Norfolk 

David  T.  Martin Columbus 

Adolph  Sachs Omaha 

Public  Health 

J.  C.  Nielsen,  Ch Ingleside 

G.  E.  Charlton Norfolk 

R.  E.  Roche Sidney 


F.  S.  A. 

Roy  Whitham,  Ch Lincoln 

E.  E.  Koebbe Columbus 

Charles  Way Wahoo 

Vascular  and  Cardiac  Diseases 

F.  W.  Niehaus,  Ch Omaha 

Floyd  L.  Rogers Lincoln 

Lucien  Stark  Norfolk 

Medical  and  Public  Health 
Education 

R.  W.  Fouts,  Ch.,  1939-Omaha 
J.  D.  McCarthy,  V-Ch.,  1940 
Omaha 

G.  W.  Covey,  1941 Lincoln 

H.  E.  Flansburg,  1942_Lincoln 

W.  J.  Arrasmith,  1943 

Grand  Island 

E.  L.  MacQuiddy,  1944_Omaha 

Medico-Legal 

R.  W.  Fouts Omaha 

O.  R.  Platt North  Platte 

R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

Morris  Nielsen,  Ch. Blair 

D.  J.  Wilson Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publication 

B.  F.  Bailey,  Ch Lincoln 

A.  F.  Tyler Omaha 

W.  H.  Heine Fremont 


Councilor  Districts  and 


COMPONENT  COUNTY  SOCIETIES 


Counties  in  Each  District 

First  District:  Councilor:  G.  B.  Pot- 
ter, Omaha.  Counties,  Douglas, 
Sarpy. 

Second  District:  Councilor:  Roy  H. 
Whitham,  Lincoln.  Counties  : Lan- 
caster, Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  E.  L. 
Brush,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  D.  D. 

King,  York.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York,  Ham- 
ilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad,  Crete.  Counties:  Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  W.  J. 
Douglas,  Atkinson.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold.  St.  Paul.  Counties:  Hall, 
Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  H.  S.  An- 
drews, Minden.  Counties  : Gosper, 
Phelps,  Adams,  Furnas,  Harlan, 
Franklin,  Webster,  Kearney,  Red 
Willow,  Chase,  Hayes,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Har- 
vey Clark,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  L. 
Cooper,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 

Dawes. 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) L.  W.  Rork,  Hastings L.  R.  Nash,  Ingleside 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids F.  J.  McRae,  Albion 

Box  Butte  (12) J.  P.  Sucgang,  Alliance George  J.  Hand,  Alliance 

Buffalo  (9) R.  F.  Jester,  Kearney L.  E.  Dickinson,  Jr.,  Ravenna 

Burt  (5) J.  G.  Allen,  Craig Harry  W.  Benson,  Oakland 

Butler  (6) D.  E.  Burdick,  David  City O.  C.  Kreymborg,  Brainard 

Cass  (2) R.  R.  Andersen,  Nehawka C.  J.  Formanack,  Murdock 

Ced. -Dix. -Dak. -Th. -Wayne  (4)  George  Hess,  Wayne G.  E.  Peters,  Randolph 

Cheyenne-Kimball-Deuel  (12). Hull  A.  Cook,  Sidney B.  H.  Grimm,  Sidney 

Clay  (7) H.  L.  McLeay,  Edgar J.  O.  Latta,  Clay  Center 

Colfax  (5) G.  L.  Teply,  Howells W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley J.  E.  Bowman,  Broken  Bow 

Dawson  (9) C.  H.  Sheets,  Cozad Ray  S.  Wycoff,  Lexington 

Dodge  (5) B.  V.  Kenney,  Dodge A.  J.  Merrick,  Fremont 

Fillmore  (7) W.  S.  Wiggins,  Exeter V.  V.  Smrha,  Milligan 

Franklin  (10) F.  L.  Baker,  Hildreth D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell John  N.  Round,  Ord 

Gage  (3) W.  W.  Waddell,  Beatrice A.  R.  Bryant,  Beatrice 

Garden-Keith-Perkins  (11) H.  A.  Blackstone,  Lewellen S.  M.  Weyer,  Ogallala 

Hall  (9) Carl  Sherfey,  Grand  Island Howard  Royer,  Grand  Island 

Hamilton  (6) E.  A.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr.  Alma W.  O.  Bartlett,  Alma 

Holt  and  Northwest  (8) R.  E.  Kriz,  Lynch J.  P.  Brown,  O’Neill 

Howard  (9) P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  B.  Kantor,  Fairbury G.  W.  Ainlay,  Fairbury 

Johnson  (3) G.  J.  Rubelman,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) E.  S.  Wegner,  Lincoln E.  E.  Angle,  Lincoln 

Lincoln  (11) T.  J.  Kerr,  North  Platte G.  F.  Waltemath.  No.  Platte 

Madison-Six  (4) B.  R.  Famer,  Norfolk W.  I.  Devers,  Pierce 

Merrick  (5) A.  D.  Brown.  Central  City A.  A.  Enos,  Central  City 

Nance  (5) K.  F.  McDermott,  Fullerton H.  E.  King.  Fullerton 

Nemaha  (3) F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

Northwest  Nebraska  (8) M.  F.  Anderson,  Hay  Springs E.  G.  DeFlon,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge.  Superior 

Omaha-Douglas  (1) Earl  C.  Sage,  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) D.  D.  Stonecypher,  Nebr.  City C.  R.  Williams,  Syracuse 

Pawnee  (3) Paul  J.  Flory,  Pawnee  City L.  D.  Harman,  Pawnee  City 

Phelps  (10) Ed.  Shaughnessy,  Beaver  City W.  A.  Shreck,  Holdrege 

Platte  (5) R-  J-  O’Donnell,  Columbus R.  C.  Anderson,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola W.  N.  Blome,  Stromsburg 

Richardson  (3) J.  M.  Greene,  Falls  City C.  L.  Hustead,  Falls  City 

Saline  (7) M.  A.  Mack,  Crete Rodney  K.  Johnson.  Friend 

Saunders  (6) Mason  E.  Lathrop,  Wahoo Frank  Tornholm.  Wahoo 

Scotts  Bluff  (12) Ted  E.  Riddell,  Scottsbluff P.  Q.  Baker,  Scottsbluff 

Seward  (6) J.  E.  Meisenbach,  Staplehurst James  G.  Muir,  Milford 

Southwest  Nebraska  (10) B.  I.  Mills,  Maywood D.  H.  Morgan.  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) R.  R.  Donley,  Blair Morris  Nielsen,  Blair 

Webster  (10) I.  A.  Pace,  Guide  Rock S.  H.  O’Neill,  Blue  Hill 

York  (6) J-  W.  Neville,  York R.  E.  Karrer,  York 
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Moving  Day — Who  Packed  Sonny's  Cod  Liver  Oil? 


No  need  to  worry  about  cod  liver  oil  when  the  feeding  is  S.M.A. 
Vitamins  A,  Bi  and  D are  provided  in  S.M.A.,  in  adequate 
amounts  to  meet  the  nutritional  needs  of  normal,  full-term  infants. 

Diluted,  ready  to  feed,  each  quart  of  S.M.A.  provides  7500 
U.S.P.  units  vitamin  A,  400  U.S.P.  units  vitamin  D and  200 
U.S.P.  units  vitamin  Eh. 


S.  M.  A.  IS  ECONOMICAL  TO  FEED.  INFANTS  RELISH  IT,  DIGEST  IT  EASILY  AND  THRIVE  ON  IT. 


S.  M.  A.  is  a food  for  infants — derived  from 
tuberculin-tested  cow’s  milk,  the  fat  of  which 
is  replaced  by  animal  and  vegetable  fats  in- 
cluding biologically  tested  cod  liver  oil ; with  the 
addition  of  milk  sugar  and  potassium  chloride ; 


altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
similar  to  human  milk  in  percentages  of 
protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.  M.  A.  CORPORATION  • 8100  MCCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


W rite  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 


OXYGEN 

ECONOMICALLY-EFF1C1ENTLY-CONVEN1ENTLY 


LOMBARD  OXYGEN  INHALER 

A New  Type  of  Oxygen  Therapy 
Equipment 

— Write  for  Details  — 


LINDE  U.  S.  P.  OXYGEN 

at 

COMMERCIAL  PRICES 


OMAHA  WELDING  COMPANY 


1501  Jackson  St. 


Medical  Supply  Division 
Omaha,  Nebr. 


Telephone  JA4397 


“Stone  walls  do  not  a prison  make 
Nor  iron  bars  a cage.” 

Winter  is  a jailer  who  shuts  us  all  in  from 
the  fullest  vitamin  D value  of  sunlight.  The 
baby  becomes  virtually  a prisoner,  in  several 
senses:  First  of  all,  meteorologic  observa- 
tions prove  that  winter  sunshine  in  most 
sections  of  the  country  averages  10  to  50  per 
cent  less  than  summer  sunshine.  Secondly, 
the  quality  of  the  available  sunshine  is  in- 
ferior due  to  the  shorter  distance  of  the  sun 
from  the  earth  altering  the  angle  of  the  sun’s 
rays.  Again,  the  hour  of  the  day  has  an  im- 
portant bearing:  At  8:30  a.  m.  there  is  an 
average  loss  of  over  31%,  and  at  3:30  p.  m., 
over  21%. 

Furthermore,  at  this  season,  the  mother 
is  likely  to  bundle  her  baby  to  keep  it  warm, 
shutting  out  the  sun  from  Baby’s  skin;  and 
in  turning  the  carriage  away  from  the  wind, 
she  may  also  turn  the  child’s  face  away  from 
the  sun. 

Moreover,  as  Dr.  Alfred  F.  Hess  has  point- 
ed out,  “it  has  never  been  determined  wheth- 
er the  skin  of  individuals  varies  in  its  con- 
tent of  ergosterol”  (synthesized  by  the  sun’s 
rays  into  vitamin  D)  “or,  again,  whether  this 


factor  is  equally  distributed  throughout  the 
surfaces  of  the  body.” 

While  neither  Mead’s  Oleum  Percomor- 
phum  nor  Mead’s  Cod  Liver  Oil  Fortified 
With  Percomorph  Liver  Oil  constitutes  a sub- 
stitute for  sunshine,  they  do  offer  an  effec- 
tive, controllable  supplement  especially  im- 
portant because  the  only  natural  foodstuff 
that  contains  appreciable  quantities  of  vita- 
min D is  egg-yolk.  Unlike  winter  sunshine, 
the  vitamin  D value  of  Mead’s  antiricketic 
products  does  not  vary  from  day  to  day  or 
from  hour  to  hour. 


RADIUM  RENTAL 

• Our  rates  are  lowest,  applying  only  to  the 
actual  time  of  use. 

• Newest  platinum  containers,  with  wide  dos- 
age range. 

APPLICATORS  LOANED 
Our  insurance  protects  you  against  loss  of, 
or  damage  to,  the  radium. 

— Write  for  details  — 

RADIUM  & RADON  CORP. 

Marshall  Field  Annex 
Chicago,  Illinois 
Phone  Randolph  8855 
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This  page  is  the  fifth  of  a series  on  vitamin  deficiencies  presented 
by  the  research  division  of  The  Upjohn  Company  because  of  the 
profession's  widespread  interest  in  the  subject.  A full  color,  two- 
page  insert  on  the  same  subject  appears  in  the  April  27  issue  of 
The  Journal  of  the  American  Medical  Association. 


One  of  the  specific  lesions  re- 
sulting from  thiamin  deprivation 
consists  of  degenerative  changes 
in  the  myelin  sheaths  of  nerve 
fibers.  In  peripheral  nerves,  the 
myelin  breaks  down  into  small 
globules  and  finally  disappears, 
and  the  axis-cylinder  undergoes 
atrophy  and  fragmentation.  De- 
generation has  been  described 
also  in  the  spinal  cord,  especially 
in  the  posterior  columns  and 
anterior  and  posterior  nerve  roots, 
and  in  the  posterior  spinal  gan- 
glions and  the  anterior  horn  cells. 


Nerve  degeneration 
caused  by  vitamin  Bi 
deficiency.  Marchi 
method  of  staining, 
showing  deteriorated 
myelin  as  black  dots  in 
the  fasciculi.  (At  right) 


Nerve  degeneration  in 
same  patient.  Weigert 
stain;  normal  myelin 
sheaths  in  the  micro- 
scopic section  appear 
dark  blue;  degenerated 
nerve  fibers  do  not  take 
the  stain.  (Courtesy  of 
H.  M.  Zimmerman,  M.D., 
Yale  University  School 
of  Medicine  and  the 
New  Haven  Hospital.) 


Above,  peripheral 
neuritis  of  nutritional 
etiology;  note  limited 
dorsiflexion.  At  right,  improvement  in  dorsiflexion 
after  two  and  one-half  weeks  of  thiamin  chloride 
therapy.  (Courtesy  of  Henry  Field,  Jr.,  M.D.,  Uni- 
versity of  Michigan.) 


The 


Neurologit  Manifestations  of 
Vitamin  B}  Deficiency 


ThE  early  manifestations  of  vitamin  Bi  defi- 
ciency affecting  peripheral  nerves  are  pain 
and  burning  along  the  involved  sensory 
neurons  and  impairment  of  motor  nerve  func- 
tion. If  the  deficiency  remains  uncorrected, 
fragmentation  of  the  axis-cylinders  of  motor 
nerves  follows,  leading  to  further  loss  of 
function  and  atrophy  of  the  innervated 
muscles.  Administration  of  thiamin  chloride 
over  a prolonged  period  slowly  produces 
regeneration  of  the  involved  neurons.  If  com- 
plete degeneration  of  cells  and  axis-cylinders 
in  the  central  nervous  system  has 
occurred,  regeneration  cannot  take  place. 
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SILVER  PICRATE 


HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES.  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  % BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Paul  H.  Ellis,  Omaha,  spent  two  weeks  in 
Los  Angeles  recently. 

Dr.  R.  E.  Roche,  mayor  of  Sidney,  was  reelected 
to  office  at  a recent  election. 

Dr.  H.  W.  Hewit,  retired  and  living  at  Lincoln, 
celebrated  his  ninetieth  birthday  recently. 

Dr.  W.  D.  Mackechnie,  Indianola,  attended  a re- 
cent medical  meeting  at  St.  Joseph,  Mo. 

Dr.  and  Mrs.  H.  A.  Cook,  Sidney,  recently  returned 
from  a four-day  trip  to  Albuquerque,  New  Mexico. 

Dr.  A.  L.  Johnson,  Plainview,  has  accepted  an 
assignment  for  duty  with  CCC  at  Camp  Thayer, 
Hebron. 

Dr.  and  Mrs.  J.  Calvin  Davis  and  son  recently  re- 
turned to  Omaha  from  a ten-day  motor  trip  through 
the  south. 

Dr.  E.  R.  Hays,  Omaha,  has  accepted  a full  time 
post  as  medical  director  for  Church  & Dwight  Co., 
New1  York  City. 

Dr.  Donald  J.  Wilson,  Omaha,  addressed  the  senior 
high  school,  Beatrice,  April  3,  on  the  subject  of 
syphilis  as  a disease. 

Dr.  Edward  Thompson,  addressed  the  Continental 
Club,  Omaha,  on  April  5.  He  spoke  on  rheumatic 
heart  disease  in  children. 

Dr.  Homer  L.  Kindred,  Meadow  Grove,  was  taken 


to  a Norfolk  hospital  in  March  as  a result  of  injuries 
from  an  automobile  accident. 

Dr.  Grace  Loveland,  Lincoln,  was  called  to  Day- 
tona Beach,  Florida,  recently  on  account  of  the  death 
of  her  father,  George  A.  Loveland. 

Miss  Madeline  Hillis,  librarian  at  the  University 
of  Nebraska  College  of  Medicine,  suffered  a brain 
concussion  and  bruises  April  4 in  an  auto  collision. 

Dr.  G.  L.  Sandritter,  Norfolk,  gave  a talk  before 
the  mothers’  department  of  the  Norfolk  Woman’s 
Club,  recently,  advocating  a clearer  knowledge  of 
sex. 

Dr.  Floyd  Murray,  Omaha,  spoke  on  “The  Treat- 
ment of  Major  Burns,”  before  members  of  the  uni- 
versity Pre-Medical  club  of  the  University  of  Omaha, 
in  March. 

Dr.  Louis  R.  Nash,  Ingleside,  read  a paper  on  “Re- 
cent Advances  in  Medical  Psychology,”  before  the 
American  Association  of  University  Women,  Omaha, 
on  March  18. 

Dr.  Victor  E.  Levine  of  Creighton  University  gave 
a scientific  paper  before  the  annual  convention  of 
American  Federation  of  Experimental  Biologists,  at 
New  Orleans. 

Dean  Poynter  of  the  University  of  Nebraska  Medi- 
cal College  addressed  a dinner  meeting  of  the  Inter- 
professional Institute  at  Lincoln,  March  16.  His 
subject  was  “Medical  Problems.” 

Dr.  E.  W.  Hancock,  member  of  the  state  depart- 
ment of  child  welfare,  addressed  the  District  No.  2 
Nebraska  State  Nurses’  association,  Omaha,  April  4. 
He  spoke  on  the  recent  White  House  conference  he 
attended  as  a Nebraska  representative. 
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bailor  SURGICAL 

COMPANY,  Inc. 

Physicians  - Nurses 
Hospital  - Sick  Room 

SUPPLIES 

Medical  Arts  Building,  Omaha,  Nebr. 

Phone  ATlantic  5825 


f 


You  Physicians  and  Surgeons  have 
taught  us  a lot  about  your  Supply  and 
Equipment  Requirements,  during  the 
Fifty  Years  I have  personally  directed 
the  services  of  the  Goetze  Niemer  Com- 
pany at  our  Kansas  City  and  St.  Joseph 
Houses. 

W.  F.  GOETZE,  M.  D. 


I 


Member  A.  M.  A. 


1 


r 

Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  for  Profit 

Announces  Continuous  Courses 


SURGERY — Two  Weeks  Intensive  Course  in  Surgical 
Technique  with  practice  on  living  tissue  every  two 
weeks.  General  Courses  One,  Two,  Three  and  Six 
Months ; Clinical  Courses  ; Special  Courses. 

MEDICINE — Two  Weeks  Intensive  Course  starting  June 
3rd.  Two  Weeks  Gastro-Enterology  starting  June 
17th.  One  Month  Course  Electrocardiography  and 
Heart  Disease  every  month.  Two  Weeks  Intensive 
Course  Electrocardiography  and  Heart  Disease  starting 
August  5th.  Four  Weeks  Intensive  Course  in  Cardio- 
Vascular-Renal  Diseases,  Nervous  Diseases,  Diseases  of 
Lung,  Pleura,  Pericardium  and  Gastro-Intestinal  Tract 
starting  August  5th. 

FRACTURES  AND  TRAUMATIC  SURGERY— Ten  Day 
Intensive  Course  starting  June  17th.  Informal  Course 
every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
June  17th.  Two  Weeks  Personal  Intensive  Course 
starting  June  3rd.  Four  Weeks  Personal  Course 
starting  August  26th. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
June  3rd.  Informal  Course  every  week. 

OTOLARYNGOLOGY— Two  Weeks  Intensive  Course 
starting  September  9th.  Informal  and  Personal 
Courses  every  week. 

OPTHALMOLOGY — Two  Weeks  Intensive  Course  start- 
ing September  23rd.  Informal  Course  every  week. 

ROENTGENOLOGY — Special  Courses  X-Ray  Interpreta- 
tion, Fluoroscopy,  Deep  X-Ray  Therapy  every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches  of 
Medicine,  Surgery  and  the  Specialties 
Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 
Address 

REGISTRAR 


427  South  Honore  Street.  Chicago.  Illinois 


CLASSIFIED 


Young  doctor  to  take  over  general  prac- 
tice in  small  town  near  Omaha  for  two  or 
three  weeks  beginning  about  June  1st.  Box  A, 
416  Federal  Securities  Bldg.,  Lincoln,  Nebras- 
ka. 

Wanted — Physician,  small  town,  unopposed 
practice,  late  resident  deceased.  Write  E.  A. 
Norelius,  Denison,  Iowa. 


The  25th  Annual  Meeting  of  The  American  Asso- 
ciation of  Industrial  Physicians  and  Surgeons,  to- 
gether with  the  first  annual  meeting  of  The  Ameri- 
can Industrial  Hygiene  Association,  will  be  held  at 
Hotel  Pennsylvania,  New  York  City,  June  4,  5,  6, 
and  7th,  1940.  This  will  be  a four-day  convention 
intensively  devoted  to  the  problems  of  industrial 
health  in  all  of  their  various  medical,  technical, 
and  hygienic  phases,  with  particular  stress  on  pre- 
vention and  control  of  occupational  hazards.  Im- 
portant programs  have  been  prepared,  and  technical' 
and  scientific  exhibits  will  be  a feature  of  the  con- 
vention. The  dinner  on  Thursday  evening,  June  6th, 
will  be  the  occasion  of  the  presentation  of  the  Wm. 
S.  Knudsen  award  for  the  year  of  1939-40.  The 
medical  profession  is  not  only  invited,  but  urged  to 
attend  these  gatherings  as  they  will  be  of  unusual 
interest  and  value  to  all  practitioners  interested  in 
industrial  injuries  and  illnesses. 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 
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Physician. 


PHYSICIANS 

OPTICAL  SERVICE 
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City State 


Lincoln’s  Largest  Garage 
Open  Day  and  Nite 


TIRES 


BATTERIES 


Kinsey  Tire  & Parking  Co. 


1400-M 


2-6784 


34  Years  of  Service 


to  the 


Physicians  of  Nebraska 

Wholesale  Drugs  and  Surgical  Supplies 

Gaynor  Bagstad  Co. 


313-315  Jackson  St. 


Sioux  City,  Iowa 
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Presidential  Address" 

By  DOCTOR  A.  L.  MILLER 


Members  of  the  Nebraska  State 
Medical  Association: 

It  is  my  duty  this  afternoon  to  render  to 
you  an  accounting  of  my  stewardship  as 
President  of  the  Nebraska  State  Medical  As- 
sociation. I shall  not  go  into  great  detail 
as  to  the  business  of  the  organization  as  that 
has  been  covered  in  a recent  report  by  the 
secretaries.  I shall  try  to  point  out  some  ac- 
complishments during  my  term  as  president 
and  make  suggestions  for  the  future. 

During  the  first  year,  as  president-elect, 
I had  the  opportunity  of  visiting  practically 
every  organized  medical  unit  in  Nebraska. 
I traveled  more  than  6,000  miles  in  making 
these  contacts. 

During  the  past  year  with  the  president- 
elect, Doctor  Clayton  Andrews,  and  Mr.  M. 
C.  Smith,  either  together  or  separately,  we 
have  visited,  and  appeared  on  the  programs 
of  all  but  three  county  medical  societies  in 
Nebraska.  It  is  my  opinion  that  these  visits 
have  helped  to  consolidate  and  make  stronger 
every  phase  of  organized  medicine.  There 
are  forty-eight  organized  medical  societies  in 
the  state.  These  societies  hold  regular  sched- 
uled meetings. 

This  is  the  first  year  that  our  state  asso- 
ciation has  operated  under  the  newly  adopted 
constitution.  The  affairs  of  the  Association 
were  never  in  better  shape.  The  financial 
committee’s  report  shows  that  the  invest- 
ments are  all  in  good  securities.  New  invest- 
ments for  the  trust  fund  were  made  this  past 
year.  This  is  the  first  time  in  eight  years 
that  the  Nebraska  State  Medical  Journal  has 
shown  an  increase  in  advertising.  The 

•Delivered  at  the  seventy-second  session  of  the  Nebraska  State 
Medical  Association  in  Omaha,  April  23,  1940. 


Journal  has  also  shown  a profit.  We  have 
this  year,  in  Omaha,  the  largest  number  of 
commercial  exhibits  ever  displayed  at  our  an- 
nual meeting.  The  membership  in  the  As- 
sociation constitutes  76.9  per  cent  of  those 
eligible  to  membership.  This  is  considerably 
above  the  nation’s  average  which  is  about  69 
per  cent. 

I should  like  to  point  out  a few  things 
which  the  councilors,  the  delegates  and  the 
business  committee  may  consider  in  order  to 
better  the  conditions  of  our  Association. 

First,  under  the  present  method  of  han- 
dling malpractice  suits,  there  is  danger  of  a 
condition  developing  which  may  mean  a 
great  financial  drain  upon  our  general  fund. 
It  is  my  opinion  that  if  we  are  to  continue 
furnishing  legal  counsel  and  protection  to  our 
members  that  it  should  be  upon  a more  busi- 
ness-like basis.  I believe  some  plan  should 
be  evolved  in  which  the  liability  of  the  As- 
sociation to  its  members  can  be  limited. 

I believe  that  organized  medicine  in  Ne- 
braska should  look  forward  to  supporting 
legislation  which  will  make  for  a stronger 
health  department  in  the  state.  Under  our 
present  laws  the  governor  is  in  reality  the 
head  of  the  health  department.  The  governor 
might  appoint  a layman,  or  make  a political 
appointment  irrespective  of  that  individual’s 
knowledge  of  health  matters.  The  director 
of  health  should  be  removed  from  the  field 
of  politics  and  have  certain  definite  qualifi- 
cation standards.  All  activities  of  the  state 
pertaining  to  health  should  be  under  his 
supervision.  At  the  present  time  there  are 
several  departments  dealing  with  health 
matters  and  frequently  they  are  in  conflict 
with  one  another.  I believe  that  legislation 
should  be  sponsored  to  coordinate  these  ac- 
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tivities  and  thus  create  a better  health  de- 
partment for  the  citizens  of  the  state. 

It  is  my  belief  that  the  profession  should 
look  forward  to  a uniform  licensing  law  for 
all  individuals  who  desire  to  practice  the 
healing  arts.  There  should  be  one  board  ad- 
ministering the  examinations  and  passing  on 
the  qualifications  of  the  candidates.  The 
examinations  given  the  candidates  should  be 
of  the  highest  standard.  We,  as  a profes- 
sion, should  have  as  our  first  interest  that 
of  protecting  the  public  and  of  giving  a high 
standard  quality  of  service  to  our  people. 

I shall  not  go  into  further  detail  regarding 
the  conditions  of  the  Association,  because 
it  has  been  covered  in  other  reports  now 
published.  I cannot  conclude,  however,  with- 
out expressing  my  full  appreciation  to  each 
of  you  individually  for  the  confidence  you 
have  placed  in  me  by  naming  me  your  presi- 
dent. I hope  that  my  efforts  merited  this 
confidence  and  I trust  you  will  extend  to  the 
incoming  president,  Dr.  Andrews,  the  same 
encouragement  you  gave  to  me.  It  must 
never  be  forgotten  that  the  responsibility  of 
carrying  on  a good  medical  organization  be- 
longs to  every  physician  in  the  state. 

My  main  thought  this  afternoon  is  to 
bring  to  you  some  ideas  about  the  practice 
of  medicine  which  might  serve  to  stimulate 
your  thinking  along  broader  fields  and,  per- 
haps, at  the  same  time  offer  a solution  to 
some  of  the  pressing  problems  now  confront- 
ing organized  medicine. 

In  speaking  to  you  today  of  this  Associa- 
tion and  its  responsibilities  I should  like  to 
include  in  my  remarks  some  reference  to  ad- 
vances made  in  the  practice  of  medicine  by 
the  pioneers  of  the  state.  We  have  in  Ne- 
braska twenty-nine  physicians  who  have 
been  serving  their  community  and  society 
for  more  than  fifty  years.  The  contribution 
rendered  by  these  pioneers  to  society  and 
the  profession  has  been  noteworthy. 

The  doctor  of  fifty  years  ago  used  some- 
what different  technique  than  the  doctor  of 
today.  He  depended  a great  deal  upon  his 
five  senses  and  upon  his  “horse  sense” 
much  more  than  he  did  upon  laboratory 
technique  and  glassware.  The  doctor  would 
generally  ask  the  patient  to  “stick  out  his 
tongue.”  He  had  no  way  of  checking  temp- 
eratures. He  had  no  stethoscope  or  other 
paraphernalia  and  accurate  diagnostic  in- 
struments which  we  have  today.  A doctor 
would  frequently  say  he  could  smell  typhoid 


fever  or  measles,  and  he  was  usually  right. 
The  pioneer  physician  examined  the  throat 
of  the  patient  with  the  help  of  the  mother, 
who  generally  held  an  oil  lamp  over  his 
shoulder.  He  could  not  see  very  much.  To- 
day the  physician  is  armed  with  tools  great, 
powerful  and  expensive,  to  examine  every 
known  entrance  to,  or  exit  from,  the  human 
body.  The  pioneer  physician  was  a counselor 
not  only  medically,  but  also  socially  and  spir- 
itually. The  older  men  practicing  today 
worked  out  by  trial  and  error  many  problems 
which  the  younger  men  now  need  only  to 
read  about  and  follow  directions. 

Your  great  great  grandfather  may  have 
been  a physician,  but  he  never  went  to  school. 
He  might  have  been  a blacksmith  who  blis- 
tered, purged,  bled  and  pulled  teeth.  He 
knew  nothing  of  ether  or  chloroform.  Your 
great  grandfather  knew  nothing  of  bacteria 
or  appendicitis.  His  patients  died  of  locked 
bowels ; operations  were  unknown.  Fifty 
years  ago  the  cause  of  disease  was  unknown. 
Diphtheria  was  rampant  and  deadly  as  was 
typhoid  fever.  There  were  no  serums,  no 
x-rays  or  laboratory  facilities  available.  No 
one  knew  that  yellow  fever  was  transmitted 
by  a mosquito.  Today  we  may  well  com- 
memorate the  efforts  of  those  great  pioneers 
of  medicine  who  felt  the  scheme  of  human 
relations  out  of  balance  and  who  through  al- 
truistic desires  to  serve,  gave  us  organized 
medicine.  To  them  we  owe  a debt  of  grati- 
tude. 

The  entire  art  of  healing  has  made  more 
progress  in  the  last  twenty-five  years  than 
in  any  previous  hundred  years  of  the  world’s 
history.  The  whole  conception  of  medicine 
has  changed.  It  is  a blend  of  all  the  sciences, 
biology,  chemistry  and  physics.  Medicine 
like  every  other  art  is  in  a constant  flux  of 
evolutionary  changes.  During  the  past 
twenty-five  years  medical  science  has  ad- 
vanced at  such  a rapid  rate  that  it  is  be- 
coming increasingly  difficult  to  keep  ade- 
quately informed,  even  for  those  who  have 
the  most  leisure  time  to  read.  The  busy 
practitioner  whose  aim  is  efficiency  in  prac- 
tice and  whose  opportunity  for  reading  is 
necessarily  limited  because  of  the  demands 
on  his  time  will  find  that  keeping  up  with 
the  advances  of  medicine  is  particularly  try- 
ing. We  are  living  in  an  age  of  amazing 
medical  advancement.  Fresh  vistas  are  ever 
opening  toward  new  and  unexplored  fields. 
It  is  indeed  wonderful  to  be  allowed  to  share 
in  this  advancement. 
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Scientific  medicine,  as  we  know  it  today, 
did  not  emerge  as  one  great  light  upon  man- 
kind. Medicine  developed  from  the  dark 
ages  of  sorcery  and  herb  stewing  to  a true 
scientific  understanding  of  disease.  It  has 
been  a slow,  painful  struggle  from  the  paths 
of  fear,  superstition  and  ignorance.  Medi- 
cine, although  as  old  as  the  human  race,  was 
originally  built  upon  superstition  and  fear. 
To  separate  man  from  this  fear  and  supersti- 
tion has  been  the  never  ending  and  difficult 
task  of  orthodox  medicine.  It  has  been  the 
self-imposed  obligation  of  the  doctor  to  serve 
his  community  with  intelligence  and  integri- 
ty. He  should  endeavor  to  supply  the  peo- 
ple with  the  highest  quality  of  care  and  to 
protect  them  from  inferior  services. 

Society  and  organized  medicine  owe  a debt 
of  gratitude  to  the  American  Medical  Asso- 
ciation for  raising  the  standards  in  the  prac- 
tice of  medicine.  A few  years  ago  there  was 
no  standard.  A short  period  of  help  in  a doc- 
tor’s office,  or  around  a hospital  was  suffi- 
cient to  launch  a man  in  the  practice  of  medi- 
cine. 

The  American  Medical  Association  has 
worked  for  higher  and  higher  requirements. 
Low  grade  proprietory  medical  schools  were 
put  out  of  business.  It  has  mercilessly  ex- 
posed the  nonsense  of  health  cults  and  has 
lead  a strenuous  fight  to  eliminate  quackery. 

The  evolution  of  medicine  is  gradually  be- 
ing developed  with  knowledge  built  upon 
contributions  of  thousands  of  workers  from 
every  nation  in  the  world.  Whenever  a new 
discovery  is  made  it  is  immediately  given  to 
the  medical  profession  and  the  public  for  al- 
leviation of  sickness.  There  has  been  a 
crystallization  of  knowledge  regarding  dis- 
ease and  the  application  of  these  principles 
to  eliminate  disease  has  worked  a revelation. 

A physician  should  be  armed  first,  with 
diagnostic  instruments  and  second,  with  in- 
stinct to  serve  humanity.  A physician  in 
modern  society  loses  control  of  his  own  time. 
If  he  is  a true  physician  he  cannot  agree 
with  a certainty  to  be  anywhere  at  a given 
time  for  his  professional  instincts  forbid  re- 
fusing a call  to  relieve  suffering.  I hope  the 
time  will  never  come  when  the  test  tube  and 
the  microscope,  with  all  of  their  amazing 
value  to  mankind,  will  ever  be  permitted  to 
displace  the  fundamental  humane  and  human 
instincts  which  make  up  the  great  physician. 
The  physician  who  gets  nothing  out  of  his 
practice  except  his  fee  has  been  a failure. 


The  physician  is  indebted  to  science,  but 
science  should  not  let  the  doctor  neglect  the 
equally  fundamental  and  non-scientific  social 
aspects  of  medical  practice.  The  art  of  the 
practice  of  medicine  is  important;  the  doctor 
must  not  only  be  a scientist,  he  must  be  a 
public-spirited  citizen.  He  must  take  an  in- 
terest in  the  social,  political  and  economic 
problems  of  the  day.  He  must  not  be  arro- 
gant or  excessive.  He  is  dealing  with  human 
beings. 

The  practice  of  medicine  involves  a per- 
sonal contact  of  physician  and  patient.  It 
reflects  intelligence  and  skill  as  well  as  the 
qualifications  of  personality.  There  is  a def- 
inite valuation  in  the  personal  relationship 
which  exists  between  the  doctor  and  his  pa- 
tient. One  well  trained  doctor  may  be  just 
as  able  as  another  to  apply  the  truths  of  sci- 
ence in  the  treatment  of  disease,  but  the  time 
comes  in  the  life  of  each  of  us  when  the  cold 
facts  of  science  do  not  prevail.  The  personal 
side  of  the  practice  of  medicine  plays  as  im- 
portant a part  as  the  service  which  the  peo- 
ple not  only  desire  but  demand.  It  is  that 
service  of  sympathy,  pity,  cheerfulness  and 
confidence  which  the  doctor  brings  to  the 
the  patient  which  is  so  essential.  No  amount 
of  scientific  efficiency  can  take  their  place 
in  the  dark  hours  of  sorrow  and  trouble  so 
common  in  the  experience  of  all  of  us.  Presi- 
dent Eliot  of  Harvard  said,  “In  these  intangi- 
ble things  I have  found  the  durable  situations 
of  life;  shame  dies,  honor  perishes,  but  lov- 
ing kindness  is  immortal.”  Several  years 
ago  I saw  a monument  in  France  erected  to 
Louis  Pasteur  which  had  on  it  a brief  in- 
scription in  French,  which  has  always 
seemed  to  me  one  of  the  most  impressive  and 
accurate  inscriptions  upon  the  practice  of 
medicine  which  I have  ever  read.  It  may  be 
translated  freely:  “To  cure  sometimes,  to  re- 
lieve often,  to  comfort  always.” 

What  the  practice  of  medicine  may  become 
in  the  immediate  future  is  hard  for  mortal 
man  to  foresee.  I sincerely  believe,  however, 
that  in  the  future  preventive  medicine  may 
well  dream  of  the  time  when  there  shall  be 
no  unnecessary  suffering  and  no  premature 
deaths.  The  science  of  medicine  may  con- 
quer not  only  diseases  of  the  body  and  mind, 
but  also  those  of  poverty  and  crime. 

The  physician  of  the  future  will  be  an  im- 
portant factor  in  the  progress  of  civilization 
because  he  will  be  devoted  to  curing  the  ills 
of  mankind  and  promoting  general  health 
and  safety.  The  physician  tomorrow  will 
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work  for  the  betterment  of  the  race.  The 
welfare  of  the  people  will  be  his  highest  con- 
cern. Humanity  and  mercy  may  well  replace 
greed  and  selfishness. 

I believe  that  organized  medicine  in  Ne- 
braska and  in  the  United  States  as  a whole, 
should  be  prepared  and  stand  in  readiness  to 
answer  the  call  of  our  nation,  not  only  in 
those  catastrophes  brought  on  by  the  Deity 
and  over  which  man  has  no  control,  but  also 
in  those  man-made  catastrophes.  The  pres- 
ent uncertain  conditions  in  the  political  and 
economic  affairs  of  the  world  make  it  seem 
quite  probable  that  medicine  in  America  will 
again  answer  the  “Call  to  Arms,”  and  be  re- 
quested to  perform  those  services  necessary 
with  national  conflicts. 

One  need  not  qualify  as  a prophet  to  be 
able  to  predict  that  in  co-operating  with  pub- 
lic health  agencies,  both  national  and  state, 
that  the  medical  profession  will  go  forward 
to  a new  high  in  service  to  the  public.  With 
so  many  new  responsibilities  and  opportuni- 
ties presented  to  the  profession  we  should  be 
prepared  to  give  a good  account  of  ourselves. 

We  are  living  in  an  age  when  the  estab- 
lished order  has  been  subjected  to  a critical 
examination  in  the  crucible  of  economic  un- 
rest. We  find  those  untrained  by  experience 
and  unqualified  by  mental  inaptness  render- 
ing opinions  obviously  incompetent  on  one 
side  and  biased  on  the  other. 

Surely  it  is  a sorry  state  of  affairs  when 
things  pertaining  to  the  actual  practice  of 
medicine  are  left  to  those  who  have  never 
had  any  contact  with  the  sick,  except  as  stat- 
isticians and  readers.  Rules  of  health  are 
being  promulgated  by  those  not  associated  in 
any  way  with  the  delivery  of  medical  service. 
On  the  air  and  in  the  press  this  self-appoint- 
ed parade  passes  back  and  forth  on  the  stage 
of  medical  service.  They  march  first  in  one 
row  then  in  another,  but  constantly  in  fanci- 
ful forms  objecting  to  the  present  day  meth- 
ods of  practice. 


I believe  it  is  time  that  we  organized  the 
profession  and  our  friends  in  order  to  protect 
ourselves  from  those  who  preach  against  us 
individually  and  collectively.  A determined 
stand  should  be  taken  against  all  agencies 
which  capitalize  on  illness  and  raise  false 
standards  of  past  and  future  achievement  of 
medicine  for  their  own  advancement. 

I am  strong  in  my  faith  and  firm  in  my 
convictions  that  organized  medicine  through 
the  individual  will  continue  to  have  high  pro- 
fessional standards  and  ethical  plans.  It 
was  Osier  who  said  to  a group  of  students  en- 
tering John  Hopkins:  “If  you  are  looking  for- 
ward to  a lucrative  practice,  go  home.  If 
you  enter  medicine  in  exactly  the  same  spirit 
as  the  missionary  leaves  for  his  foreign  field, 
that  is,  believing  that  in  medicine  you  can 
best  use  your  talents  for  your  fellowman, 
then  we  will  welcome  you.” 

We  should  reconsecrate  ourselves  to  the 
cause  of  medicine.  Upon  each  and  everyone 
rests  this  obligation.  We  cannot,  we  must 
not  falter  in  this.  If  we  do,  an  overwhelm- 
ing catastrophe  might  well  overtake  the 
practice  of  medicine  and  the  protection  it 
gives  the  public.  Our  responsobilities  are 
many,  our  opportunities  numerous  and  our 
heritage  of  medical  example  too  sacred  to  be 
denied. 

We  no  longer  believe  in  demons  or  mysti- 
cism. The  haze  of  ignorance,  the  mist  of  in- 
difference, the  fog  of  superstition  and  the 
clouds  of  prejudice  which  have  obscured  our 
vision  will  gradually  dissipate  and  workers 
in  science  will  continue  to  forge  ahead,  push- 
ing our  last  frontiers  into  new  and  unchar- 
tered territory. 

In  the  practice  of  medicine  the  horizon  of 
science  is  wide  and  deep.  All  of  these  newly 
discovered  medicines,  instruments  and  tech- 
niques for  treating  disease  will  become  an 
integral  part  of  a new  prosperity,  setting  a 
pace  for  future  civilization  and  the  nation’s 
growth. 
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Infantile  Paralysis 

Sulfapyridine,  like  sulfanilamide,  is  of  no 
value  in  preventing  the  production  of  ex- 
perimental poliomyelitis  (infantile  paralysis) 
in  Macacus  rhesus  monkeys  which  have  had 
the  virus  of  the  disease  injected  into  their 
brains,  J.  A.  Toomey,  M.D.,  and  W.  S.  Takacs, 


Cleveland,  have  concluded  from  their  experi- 
ments, The  Journal  of  the  American  Medical 
Association  points  out. 

These  same  men,  The  Journal  says,  had 
previously  shown  by  the  experimental  meth- 
od that  sulfanilamide  is  without  effect  in  the 
prevention  of  poliomyelitis. 


Organic  Heart  Disease* 

CLINIC 

SAMUEL  A.  LEVINE,  M.  D. 
Boston,  Massachusetts 


I propose  to  take  up  three  cases  here  this 
afternoon ; go  over  their  history  and  exami- 
nation and  findings,  and  comment  as  I go 
along. 

Mrs.  A.  C.,  age  62. 

Past  history — no  rheumatism.  Two  induced  abor- 
tions. Sore  on  vulva  cauterized  in  1901.  Fractured 
ribs  in  1919.  Bronchopneumonia.  Wassermann  4 plus; 
antiluetic  treatment  1925  and  1933.  Hemiplegia  for 
3 days,  recovery  complete. 

Present  illness — dyspnea  on  exertion  for  7 years. 
In  hospital  twice  for  congestive  failure.  Severe 
dyspnea,  orthopnea;  cough  for  4 days. 

Physical  examination — pupils  equal.  K.  J.  normal. 

Heart — Apex  beat  in  6th  I.C.S.  at  Ant.  axillary 
line.  Rt.  border  8 cm.  from  M.S.L.  At  apex — blow- 
ing systolic  and  rumbling  diastolic  murmur.  Dia- 
stolic thrill.  At  left  margin  of  sternum — blowing 
systolic  and  diastolic  murmurs.  Great  vessel  area 
not  widened.  No  Corrigan  pulse,  capillary  pulse,  or 
Duroziez.  Auricular  fibrillation.  Heart  rate  60.  B. 
P.  130-80.  Cyanosis.  Liver  enlarged.  No  edema  of 
legs.  Dullness  at  base  of  left  lung. 

Laboratory  findings — Urine:  trace  of  Alb.  Wass. 
& Kahn:  negative.  Hb.  80%.  RBC  3,890.  WBC  4,- 
300.  Polys.  61%. 

This  case  is  of  particular  interest  because 
there  is  a strong  family  history  of  vascular 
disease.  With  this  type  of  heart  disease,  I 
still  think  there  is  some  relationship  between 
a family  history  of  Bright’s  disease  and  hy- 
pertension. We  are  trying  to  relate  an  in- 
fection to  vascular  disease  of  a degenerative 
type.  There  are  people  who  are  vascular- 
ly  weak.  It  may  be  due  to  coronary  disease 
or  hypertensive  heart  disease  or  conditions 
of  that  sort.  I keep  a list  of  a group  of  in- 
dividuals I have  already  seen,  and  the  chil- 
dren have  had  rheumatic  fever,  while  their 
parents  had  had  coronary  thrombosis  or  an- 
gina pectoris.  This  occurs  too  frequently  to 
be  accidental. 

We  do  not  know  what  “nervous  break- 
down” means  in  the  lives  of  some  people.  It 
may  mean  disseminated  vascular  disease.  We 
do  not  always  obtain  a definite  past  history 
of  rheumatic  fever  or  chorea.  Only  about  50 
per  cent  of  patients  with  mitral  history  have 
a record  of  rheumatic  fever  or  chorea.  I 
think  50  per  cent  have  had  an  infection, 
because  mitral  stenosis  is  due  to  many  other 
causes.  The  reason  we  do  not  find  a history 
in  the  remaining  50  per  cent  is  either  that 

* Presented  before  Omaha  Mid-West  Clinical  Society,  Omaha. 
Oct.  26,  1939. 


the  infection  was  not  recognized;  or  it  was 
recognized  and  relatives  were  not  told;  or 
they  forgot  about  it;  or  their  parents  knew 
and  the  children  did  not.  Perhaps  it  was  not 
known  to  be  rheumatic,  because  the  symp- 
toms were  so  obscure.  It  is  impossible  for 
an  infection  to  come  without  an  organism. 
There  need  not  be  myocarditis.  A rheumatic 
infection  may  manifest  itself  through  just 
a few  little  aches  or  pains,  or  “spring  fever” 
lasting  two  or  three  months. 

The  diagnosis  often  depends  upon  sensing 
these  varied  manifestations — a few  purpuric 
spots,  a faint  murmur,  sometimes  acute  myo- 
carditis. There  are  many  forms  the  infec- 
tion may  take.  Fifty  years  ago  it  was  not 
called  rheumatic  fever.  This  woman  may 
have  had  an  infection  when  ten  years  of  age 
which  was  not  called  by  that  name.  When 
I spoke  to  her  directly,  I learned  two  things 
which  made  me  suspect  the  possibility  that 
the  infection  started  years  ago.  She  had  nose- 
bleeds when  young.  That  is  another  indirect 
method  of  stamping  people  as  possible  rheu- 
matics. Not  all  people  with  nosebleed  are 
rheumatic,  of  course. 

Twenty  years  ago — a long  time  before  her 
symptoms  started — some  examiner  detected 
something  in  the  heart,  and  told  her  about  it. 
It  was  not  troubling  her  at  the  time.  Even 
at  40  there  were  no  outstanding  physical 
findings.  There  was  no  bona  fide  history  of 
rheumatic  fever. 

She  has  not  had  hypertension,  and  has 
not  it  now.  A sudden  cerebral  accident  with 
hemiplegia  in  the  absence  of  hypertension 
brings  up  several  possibilities,  not  only  in 
her  case,  but  in  our  practice  in  general. 
Even  in  people  over  60  with  no  hypertension 
and  pressure  under  140,  it  is  encumbent  to 
look  for  other  symptoms  than  those  due  to  a 
ruptured  vessel.  It  is  often  called  hematoly- 
sis.  In  practice,  when  things  are  not  done 
by  the  turn  of  a crank,  these  patients  are 
overlooked.  Consider  syphilis. 

It  is  overlooked,  not  in  the  hospital,  for  the 
Wassermann  comes  back  and  gives  you  the 
information;  but  where  the  Wassermann  is 
not  done,  some  of  the  cases  of  lues  are  not 
discovered.  You  do  not  read  blood  counts  in 
practice.  In  the  hospital  clinics  this  cannot 
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be  overlooked.  It  is  not  to  the  credit  of  the 
doctor.  The  laboratory  tells  him  the  count. 
A few  rare  cases  of  unexplained  cerebral  ac- 
cident, rarely  Buerger’s  disease,  will  account 
for  this ; or  a cerebral  embolism,  which  I be- 
lieve is  the  case  here — not  a rupture. 

Two  types  of  people  have  this:  First,  the 
patient  with  fibrillation,  which  she  shows. 
Fibrillations  with  mitral  stenosis  yield 
thrombi.  They  are  innocuous  things  that 
stay  there.  When  they  go  into  the  cerebral 
vessels,  they  produce  an  embolus.  The  other 
is  the  patient  with  a coronary  thrombus.  It 
becomes  attached  to  the  left  ventricle. 

Here  one  predicts  there  is  a thrombus  in 
the  left  auricle.  This  may  discharge  throm- 
bi going  to  the  arterioles,  and  we  have  cere- 
bral accidents.  It  may  go  to  the  leg  or  spleen 
or  kidney.  It  is  well  to  keep  these  thoughts 
in  mind  when  interpreting  cerebral  accidents. 
When  people  reach  the  age  of  60  to  80, 
thrombi  may  occur  apart  from  these  other 
symptoms.  Some  young  people  with  cerebral 
accident  may  have  thrombi  because  of  a con- 
genital weakening. 

Her  dyspnea  dates  back  about  six  years. 
She  did  tolerably  well  with  it.  Then  the 
heart  began  palpitating.  That  is  of  concern 
to  the  patient  who  had  pain  in  the  early  dis- 
ease. She  was  quite  cyanotic.  The  cyanosis 
is  more  striking  here.  The  jugular  veins 
stand  out  like  cords.  Dyspnea  means  left- 
side failure.  There  is  evidence  of  both  here. 
Some  cases  show  one  or  the  other.  This  ques- 
tion of  right-  or  left-sided  failure  is  import- 
ant. Bear  in  mind  that  failure  of  the  circula- 
tion starts  because  of  the  impulses  between 
the  two  sides  of  the  heart.  If  both  sides  were 
made  equally  efficient  by  some  wave  of  the 
hand,  so  that  they  were  75  per  cent  effi- 
cient, there  would  be  no  heart  failure. 

If  the  left  ventricle  put  out  one  quart  less 
blood  than  the  right  puts  out,  in  two  hours 
the  patient  would  have  acute  pulmonary 
edema,  and  fluid  in  the  chest.  If  the  right 
ventricle  put  out  one  drop  per  day  less  than 
the  left,  in  a day  or  two  you  would  have  a 
quart  of  blood  in  the  right  side  of  the  circula- 
tion. It  would  pour  out  in  the  venous  side 
of  the  body.  If  both  put  out  a teaspoonful 
less  than  they  should,  there  would  be  no  heart 
failure.  There  would  be  no  stagnation  in  one 
spot.  Those  conditions  do  not  exist  long.  We 
can  not  live  long  if  one  side  is  not  doing  the 
same  job  the  other  side  is  doing.  It  would 


be  pooled  in  either  the  greater  or  lesser  cir- 
culation. There  must  be  balance. 

You  are  better  off  with  two  flag  towers 
than  one.  A patient  with  myocarditis  and 
dyspnea  at  night,  the  left  side  not  getting 
much  out,  will  suffocate  until  balance  is  re- 
established. 

This  patient  has  a Group  3 intensity,  and 
a rumbling  diastolic  murmur.  When  you 
hear  this  kind  of  rumble,  there  is  practically 
nothing  else  but  mitral  stenosis  which  pro- 
duces it.  You  can  be  more  certain  she  has 
mitral  stenosis  than  that  a positive  Wasser- 
mann  always  means  syphilis.  There  is  a sys- 
tolic and  diastolic  blow.  The  diastolic  mur- 
mur at  the  base  of  the  heart  is  fairly  good 
evidence  of  a concomitant  invasion.  She  has 
a systolic  murmur  at  the  base  of  her  heart. 
In  some  cases  you  can  make  a flat-footed 
diagnosis.  It  is  a fair  diagnosis  to  make  in 
this  case,  any  way. 

As  a diastolic  murmur  at  the  base  indi- 
cates aortic  insufficiency,  so  also  a systolic 
murmur.  By  the  age  of  60,  the  valves  are 
probably  stenosed.  The  process  requires 
years.  Insufficiency  can  be  produced  in 
weeks.  It  is  likely  she  has  stenosis  of  the 
aortic  valve.  The  heart  action  is  merely  ir- 
regular, rather  than  slow.  She  had  fits.  That 
means  she  has  had  adequate  digitalis,  and  it 
might  be  well  to  omit  it  for  a couple  of  days. 
Do  not  be  alarmed  by  it.  It  is  an  early  mani- 
festation of  digitalis  intoxication.  The  blood 
pressure  was  130/85.  A congested  liver  is  a 
common  finding.  If  in  acute  distress,  a 
phlebotomy  would  be  worth  a trial. 

Engorged  veins  and  tender  liver  mean 
more  blood  in  the  venous  circuit  than  she 
can  handle.  She  has  more  blood  than  is  good 
for  her.  There  is  no  peripheral  pitting.  I 
think  she  would  have  if  she  could  be  more 
active  physically.  She  has  been  in  pretty 
good  shape.  The  progress  is  good.  The  Was- 
sermann  and  Kline  are  negative,  in  spite  of 
her  past  history  of  lues.  The  tracings  are 
typical  of  auricular  fibrillation.  Gross  ir- 
regularity and  absence  of  the  normal  T-wave 
are  charactertistic  and  diagnostic  of  auricu- 
lar fibrillation.  It  is  also  characteristic  she 
has  no  left-axis  deviation.  Most  people  of 
her  age  have  a larger  left  ventricle  than  she 
started  with,  and  will  show  this.  Her  ten- 
dency is  right-axis  deviation,  which  is  con- 
firmatory evidence  of  mitral  stenosis.  She 
has  no  left  preponderance,  and  a tendency 
to  a right  preponderance. 
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The  x-ray  showed  the  outline  you  see  with 
advanced  mitral  stenosis.  The  right  border 
extends  to  the  right  axilla,  and  the  left  to  the 
left  axilla.  The  walls  are  large  because  of 
a dilatation  of  the  cavities. 

Dr.  Cutler  and  I had  a rare  condition  in 
one  case  at  the  Peter  Bent  Brigham  Hospital 
in  which  surgery  was  performed  to  relieve  a 
patient  of  dysphagia.  The  woman  could  not 
swallow.  The  esophagus  was  compressed,  and 
the  chest  was  opened  to  give  the  heart  more 
room.  The  x-ray  showed  pressure  on  the 
esophagus  from  an  enlarged  left  auricle.  In 
the  case  I mention,  the  relief  from  dysphagia 
was  specific.  The  girl  did  well.  It  was  done 
nine  years  ago.  She  is  now  having  conges- 
tive failure.  So  far  as  giving  the  patient  re- 
lief, surgery  was  quite  worth  while. 

We  are  dealing  with  a woman  60  years  of 
age  who  probably  had  an  organic  infection 
years  ago,  and  knew  20  years  ago  something 
was  wrong  with  the  heart.  She  carried  on 
until  seven  years  ago.  I do  not  believe  lues 
had  anything  to  do  with  her  present  disabil- 
ity. I have  never  seen  it  produce  stenosis 
of  valves — either  mitral  or  aortic  stenosis. 
That  knowledge  can  help  you  in  deciding.  If 
you  convince  yourself  there  is  valvular  de- 
formity, it  is  not  luetic.  There  may  be  lues 
somewhere  else.  She  has  no  luetic  involve- 
ment of  the  aortic  valve  producing  stenosis, 
or  a mitral  valve  producing  mitral  stenosis. 
She  is  quite  comfortable.  She  is  better  than 
she  was  when  she  came  into  the  hospital. 
She  has  digitalis.  The  mainstay  of  a fibril- 
lating  heart  is  digitalis.  Give  it  until  the 
rate  is  about  60.  Slowing  the  rate  and  length- 
ening the  rest  period  of  the  heart  is  what  we 
want  to  accomplish.  Some  think  rest  is  the 
only  therapy  necessary. 

If  the  patient  has  indigestion,  give  am- 
monium chloride,  one  to  two  grams  t.i.d.,  for 
months  or  years.  The  doses  should  be  larger 
during  the  early  stages.  It  keeps  the  patient 
in  better  water  balance.  You  may  give  mer- 
cury intravenously  or  intramuscularly.  Be 
sure  to  hit  the  veins.  If  it  leaks  out,  it  ir- 
ritates the  surrounding  tissue.  Limit  sodium 
in  the  diet.  Give  digitalis  until  the  heart  is 
regular  and  slow.  Make  certain  she  is  taking 
as  little  sodium  chloride  as  possible.  Sodium 
does  harm.  Give  fuilds  to  a comfortable 
level. 

She  has  an  uncomfortable,  red  tongue. 
That  is  a common  thing  with  older  people 
who  have  not  been  eating  as  well  as  they 


should.  It  is  linked  up  with  some  mitral  dis- 
turbance. Sometimes  nicotinic  acid  helps 
these  people.  They  are  lonesome  and  want 
to  get  all  the  comfort  they  can.  We  can  use 
minor  things  to  help  their  symptoms. 

Now  a word  about  phlebotomy.  There  is 
nothing  acute  here.  She  was  taken  suddenly 
rather  ill  and  was  in  distress;  marked  cyano- 
sis. Liver  down  and  tender.  Phlebotomy  is 
worth  a great  deal,  especially  with  a hyper- 
tensive patient.  With  a rapid  removal  of 
blood  from  the  right  side  of  the  heart,  I have 
seen  the  liver  diminish  in  size  under  my  eye 
by  phlebotomy.  The  sinus  of  the  right  side 
of  the  heart  gets  better. 

I keep  referring  to  the  fact  that  the  pa- 
tient has  done  well.  That  is  a trying  time 
for  her.  There  are  not  many  who  reach  this 
age.  Most  cases  of  mitral  stenosis  of  that 
age  are  not  here.  With  better  therapy  and 
diagnosis,  we  are  seeing  cases  of  mitral 
stenosis  of  70,  and  I have  seen  a few  in  the 
80’s. 

Mr.  E.  S.,  age  50.  Painter. 

Admission  to  hospital,  February  19,  1938.  Severe 
pain  in  chest,  arms  and  neck  of  12  hours  duration. 
Shock.  Cyanosis.  Temperature  97.2,  pulse  110. 
Morph.  Sulph.  gr.  twice. 

February  20,  1938.  Temperature  102.  Leukocytes 

23.000.  Polys.  79%.  B.  P.  118-85.  No  pain. 

February  21,  1938.  Temperature  100.  Leukocytes 

12.000.  E.  K.  G. — Changes  of  coronary  occlusion. 
X-ray — Heart  enlarged  to  left  and  right.  Area  of 
increased  density  in  left  hilus. 

March  21,  1938 — discharged.  Rest  in  bed  at  home 
1 month.  Unable  to  work  since  because  of  dyspnea 
on  exertion  and  pain  in  chest.  Relieved  by  nitro- 
glycerine. 

January  1,  1939.  In  hospital  for  dyspnea,  edema 
of  legs  and  ascites.  Relieved.  Discharged  on  main- 
tenance dose  of  digitalis. 

October  9,  1939.  Admitted  to  hospital.  Dyspnea. 
Slight  edema  of  legs  and  over  sacrum.  Liver  en- 
larged. 

This  man  is  50.  He  came  by  ambulance 
to  the  hospital  in  February,  1938.  That  is 
a classical  description.  There  is  nothing  else 
I know  in  medicine  which  produces  a picture 
like  this  except  an  acute  coronary  throm- 
bosis. He  has  pain  down  both  arms,  and  is 
the  picture  of  shock.  It  was  not  an  anginal 
attack.  The  average  temperature  is  101.  It 
may  run  to  103.  In  some  cases  the  liver  en- 
larges in  acute  thrombosis.  With  it  there 
may  be  nausea,  vomiting,  spasm,  and  tender- 
ness. 

The  stature  is  important.  He  has  the 
stocky,  round  physique  associated  with  vas- 
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cular  disease.  Speaking  about  the  liver,  the 
combination  of  symptoms  sometimes  present 
a picture  of  an  acute  surgical  abdomen,  parti- 
cularly if  the  pain  is  lower  down.  It  is  ter- 
ribly difficult  to  offer  a diagnosis.  Those 
are  the  cases  where  you  need  to  watch  your 
step.  The  roentgenogram  can  be  very  valua- 
ble. It  can  tell  the  whole  story  immediately. 
Is  there  an  ache  in  both  arms  with  this  dis- 
tress in  the  epigastrium  ? He  showed  only  a 
slight  trace  of  albumen  in  the  urine.  Albu- 
men casts,  as  well  as  the  sugar,  not  bloody, 
these  are  common  symptoms. 

Suppose  they  have  one  or  two  per  cent  of 
sugar.  Diabetics  have  heart  disease,  and 
some  people  have  glycosuria  brought  about 
by  the  attack.  The  Wassermann  and  Kahn 
were  negative. 

The  legs  began  to  swell.  It  is  not  so  much 
the  pain  as  the  dyspnea  we  must  deal  with 
now. 

The  pulmonary  congestion  was  less  by 
x-ray  than  during  the  stages  of  acute  infec- 
tion. It  does  not  matter  a great  deal  what 
type  of  congestive  failure  you  have.  Digitalis 
is  indicated  whether  the  person  is  up  or  down, 
and  whether  the  rate  is  rapid  or  slow ; wheth- 
er luetic  or  rheumatic  or  coronary  in  origin. 
The  old  idea  that  digitalis  is  of  no  use  in 
these  things  is  pretty  well  discarded.  It  is 
indicated  whenever  there  is  congestion.  The 
patient  is  usually  better  with  it  than  with- 
out it.  He  would  be  worse  without  the  digi- 
talis than  with  it. 

Use  ammonium  chloride,  two  teaspoons 
t.i.d. ; a light  salt  diet : diuretics.  It  is  well 
to  keep  in  mind  metal  diuretics  are  worth 
while  in  patients  with  no  edema.  A diuresis 
may  continue  for  years  without  recognition 
of  auricular  failure.  We  must  give  diuretics 
of  two  to  six  liters.  If  you  give  around  200 
c.c.,  you  may  make  the  patient  suffocate 
at  night.  Diuretics  are  worth  while  in  the 
absence  of  peripheral  edema. 

Mrs.  H.  R.,  age  60.  No  children. 

Complaint — Dyspnea,  orthopnea,  edema. 

Past  history — Goiter  for  20  years.  (X-ray  treat- 
ments for  goiter  3 years  ago). 

Present  illness — Weakness,  dyspnea  on  exertion, 
palpitation  for  15  years.  Treated  twice  for  conges- 
tive failure.  For  past  5 weeks  severe  dyspnea, 
edema  of  legs  extending  to  hips,  orthopnea,  palpita- 
tion. 

Physical  examination — Small  nodular  goiter.  Heart 
enlarged  to  left.  Systolic  murmur  at  apex.  Auricu- 
lar fibrillation.  B.  P.  190-110.  Fluid  in  left  chest. 


Liver  down.  Ascites.  Edema  of  legs,  thighs,  and 
abdominal  wall. 

Laboratory  examination — Urine:  Trace  of  Alb. 
Blood:  Hb.  84%.  RBC  4,640.  WBC  5,250.  Polys 
58%.  Wass.  negative. 

E.  K.  G. — Auricular  fibrillation.  Vent,  premature 
beats.  Rate  110. 

X-ray — Heart  enlarged.  Stasis  in  lungs.  Fluid 
in  left  chest. 

B.  M.  R.  (after  compensation  restored)  — Plus 
17%. 

Treatment — Absolute  rest  in  bed.  Sedatives  for 
sleep.  Salt-free  diet.  Limited  fluid  intake.  NH4 
Cl.  Salyrgan.  Digitalis.  In  3 weeks  relief  of  symp- 
toms. 

Here  is  a woman  of  60,  who  has  had  a 
goiter  20  years.  She  is  improving.  The 
question  is  whether  or  not  she  had  any  thy- 
rotoxicosis. I would  get  the  goiter  out.  It 
is  not  a certainty  she  is  toxic.  I should  want 
to  know  whether  or  not  the  skin  is  warm  and 
moist,  and  how  her  bowels  are  behaving.  It 
is  better  to  err  on  the  side  of  removing. 

I do  not  mean  a complete  thyroidectomy. 
I mean  a general  sub-total  thyroidectomy. 
The  risk  is  almost  nil.  Thyroid  surgery  now- 
adays is  simple.  I lose  fewer  patients  by  it 
than  with  abdominal  surgery.  I would 
strongly  insist  upon  the  advisability  of  put- 
ting her  in  good  shape  to  remove  that  toxic 
gland.  I would  give  Lugol’s  before  operation. 
Use  a simple  anatomical  resection.  She  is 
in  good  shape  to  stand  the  operation  well.  A 
competent,  careful  surgeon  can  do  it.  It  is 
not  a difficult  problem  to  handle. 

Things  are  developing.  Only  a year  ago 
the  first  successful  operation  for  patent  duc- 
tus arteriosis  was  done.  It  is  a rare  congen- 
ital anomaly.  It  is  high  time  it  were  done. 
The  more  that  will  be  done,  the  greater  the 
challenge  for  a doctor  to  make  the  diagnosis. 
We  must  be  able  to  make  the  diagnosis  and 
make  it  accurately.  It  did  not  matter  much 
before.  Now  we  must  be  good.  If  we  are 
going  to  advance  in  our  surgery,  our  diagno- 
ses must  be  all  the  more  accurate.  I think 
it  is  a great  thing  to  have  some  surgeons 
somewhere  worrying  about  the  gain  that 
may  be  made  in  the  treatment  of  chronic 
heart  disease. 


Mercury  ointments,  even  if  weak,  fre- 
quently produce  dermatitis  during  hot 
weather.  Use  care  in  treating  impetigo  dur- 
ing the  summer. — Donald  J.  Wilson,  Omaha. 
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The  Industrial  Revolution  of  the  last  fifty 
years  may  have  led  to  a disruption  of  the 
whole  world  economy,  to  unemployment,  un- 
rest, political  revolutions,  dictatorships,  and 
war;  it  may  have  been  responsible  for  a 
higher  standard  of  living,  for  conveniences 
and  comforts  in  our  daily  lives  never  known 
before  in  the  history  of  the  world;  certain- 
ly it  has  led  to  a rapidly  increasing  knowl- 
edge of  the  wonders  of  nature  which  we  call 
science,  especially  in  those  fields  which  we 
can  turn  to  our  own  accounts.  Medicine  has 
not  been  the  least  to  benefit  from  the  great 
advancement  of  scientific  knowledge.  In  the 
last  decade  we  have  seen  the  nature  of  the 
strange  and  elusive  hormones  and  vitamins 
unfolded  before  our  eyes  by  the  unending 
curiosity  of  the  chemist  and  experimental 
biologist.  Until  that  unfolding  is  complete 
the  massive  literature  on  the  subject  is  so 
obscure  and  so  continuous  that  the  practical 
scientist  cannot  keep  abreast  of  it,  but  when 
finally  a vitamin  or  a hormone  has  all  its 
secrets  uncovered  we  shall  have  it  handed  to 
us  done  up  in  a neat  package,  pure  in  form 
and  unbelievably  potent  and  finally  simple 
in  its  action  and  use.  So  with  diagnostic 
methods;  when  they  have  been  thoroughly 
worked  out,  their  practical  application  be- 
comes simple. 

Fortunately  or  not,  surgical  diagnosis  has 
not  become  the  involved  or  obscure  problem 
that  medical  diagnosis  and  treatment  have, 
largely  because  it  has  not  come  to  any  great 
extent  within  the  realm  of  the  chemist.  Sur- 
gical treatment,  consisting  as  it  does  almost 
wholly  in  the  gross  removal  of  diseased  tis- 
sues, does  not  require  for  its  indication  a 
study  of  the  body’s  finer  processes,  but 
rather  surgical  diagnosis  consists  in  finding 
by  every  possible  means  at  our  command  an 
organ  or  tissue  which  is  grossly  diseased. 
Then  surgery  can  proceed  to  remove  the  dis- 
eased part,  or  less  frequently  change  by 
mechanical  means  the  function  of  the  dis- 
eased part.  Thus  the  advancement  of  surgi- 
cal diagnosis  has  consisted  in  the  develop- 
ment of  means  of  visualizing  internally 
placed  structures  or  of  determining  their  de- 
ranged functions  or  structure  by  which  the 
existence  of  physical  disease  may  be  in- 
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ferred.  Such  advancement  had  its  greatest 
impetus  with  the  discovery  and  application 
of  the  Roentgen  ray  and  the  development  of 
tumor  pathology.  Since  that  time  it  has  pro- 
ceeded at  a pace  rather  slower  than  in  many 
other  fields. 

In  spite  of  all  effort  in  that  direction  sur- 
gical diagnosis  today  is  far  from  machine- 
made.  Most  surgical  diseases  can  be  and  are 
diagnosed  without  the  aid  of  any  complicated 
machinery.  The  surgeon  is  still  a physician 
who  uses  clinical  methods  in  his  diagnosis, 
not  a slave  to  the  laboratory  or  to  a machine. 
Not  that  he  does  not  find  the  x-ray  machine 
indispensible  and  the  microscope  of  tremen- 
dous aid;  he  uses  these  and  other  instru- 
ments to  refine  his  diagnosis  and  to  check 
the  correctness  of  his  bedside  deductions  far 
more  often  then  he  uses  them  to  make  his 
primary  diagnosis.  He  does  not  need  a blood 
count  to  make  the  diagnosis  of  acute  appen- 
dicitis, but  of  course  he  uses  it  in  confirma- 
tion ; he  needs  no  instrument  to  diagnose  ex- 
ternal hernia  and  a very  simple  one  to  see 
hemorrhoids;  he  is  a poor  surgeon  if  he  de- 
pends on  x-ray  visualization  to  diagnose 
most  cases  of  disease  of  the  gall-bladder  or 
the  metabolism  test  to  diagnose  a toxic 
goiter,  but  he  uses  these  means  of  confirming 
and  refining  his  diagnosis  in  selected  cases. 

Today  the  clinical  surgeon  needs  at  his 
command  certain  facilities  to  be  called  on 
when  his  eyes,  his  fingers  and  his  function- 
ing cerebrum  cannot  establish  the  most  ac- 
curate diagnosis  possible,  or  at  least  the  most 
accurate  diagnosis  essential  to  the  best  hand- 
ling of  the  particular  case.  Most  of  these 
facilities  are  simple  and  readily  available  and 
only  the  rare  case  requires  elaborate  study 
beyond  simple  procedures.  He  needs  a clini- 
cal-pathological laboratory;  an  x-ray  labora- 
tory with  a personnel  skilled  in  their  use  and 
interpretation  of  the  findings. 

Then  there  are  a group  of  instruments, 
usually  complicated  in  their  structure  which 
have  been  developed  for  the  purpose  of  in- 
directly or  directly  visualizing  organs  which 
are  ordinarily  hidden  from  view.  Around 
these  instruments  there  have  developed  sur- 
gical specialties  in  many  instances,  neces- 
sary because  of  the  cost  of  the  instruments, 
the  technical  skill  required  in  their  use  and 

213 


214 


SURGICAL  DIAGNOSIS:  WHIT  HAM 


Nebr.  S.  M.  Jour. 
June,  1940 


the  infrequency  of  their  applicability  in  the 
hands  of  the  more  general  surgeon.  The 
cystoscope,  bronchoscope,  esophagoscope  and 
proctoscope  have  been  with  us  a long  time. 
More  recently  have  been  developed  the  pleur- 
oscope,  the  peritoneoscope,  the  gastroscope, 
none  of  which  has  come  into  wide  usage  as 
yet. 

Let  us  look  over  the  different  parts  of  the 
body  and  review  the  newer  methods  of  sur- 
gical diagnosis  which  can  be  applied  to  each, 
omitting  those  regions  which  have  through 
common  practice  come  under  the  care  of  the 
specialist. 

THE  NECK 

The  diagnosis  of  the  inflammations  of  the 
neck  is  purely  clinical.  The  tumors  of  the 
neck  can  often  be  diagnosed  clinically  but 
like  all  tumors  the  microscopic  diagnosis  of 
the  tissue  is  often  essential  in  determining 
its  exact  nature.  The  thyroid  diseases  can 
usually  be  diagnosed  clinically  but  the  meta- 
bolism test  is  universally  applied  in  their 
ultimate  diagnosis  and  care.  X-ray  is  of  im- 
portance in  certain  cases  of  intrathoracic 
goiter  and  microscopic  study  is  essential  in 
the  malignant  tumor. 

BREAST 

Successful  handling  of  breast  tumors  can 
be  accomplished  by  clinical  diagnosis,  micro- 
scopic study  of  the  tumor  and  x-ray  studies 
for  distant  metastases.  X-ray  of  the  breast 
itself  has  not  found  a place,  though  both 
x-ray  and  transillumination  may  be  useful 
adjuncts  in  the  clinical  diagnosis.  Visualiza- 
tion of  the  ducts  of  the  breast  by  injection 
of  opaque  media  is  not  without  danger,  and 
since  it  only  adds  to  the  clinical  diagnosis 
without  positively  confirming  the  presence 
or  absence  of  malignant  tumor,  it  cannot  be 
expected  to  come  into  common  usage.  The 
blood  sedimentation  test  is  a useful  adjunct 
in  the  clinical  diagnosis  of  breast  cancer  as 
well  as  in  cancer  elsewhere. 

THE  CHEST 

The  organs  of  the  chest  have  become  more 
and  more  accessible  to  surgical  treatment 
with  improved  technical  methods.  Here 
diagnosis  becomes  very  important.  The 
pleural  and  lung  inflammatory  diseases  are 
usually  easily  diagnosed  by  bedside  and 
x-ray  methods.  Carcinoma  of  the  lung,  how- 
ever, requires  more  elaborate  means,  since 
the  diagnosis  must  be  made  early  if  surgical 
cure  is  to  be  accomplished  as  is  possible  to- 


day. Bronchoscopy  may  make  visualization 
of  the  tumor  and  biopsy  possible.  Biopsy 
may  be  accomplished  by  lung  puncture,  the 
needle  removing  some  tumor  cells  for  exami- 
nation. The  accuracy  of  such  puncture  may 
be  greatly  increased  by  x-ray  directional 
methods  as  has  been  recently  demonstrated 
at  the  Memorial  Hospital  in  New  York. 
Puncture  biopsy  of  mediastinal  growths 
may  also  be  accomplished  by  this  meth- 
od. The  technique  of  puncture  biopsy 
is  not  ordinarily  difficult  but  it  has  not  come 
into  general  use,  probably  because  its  value 
depends  on  a pathologist  skilled  in  interpret- 
ing the  results.  Such  pathologists  are  not 
generally  available  as  yet.  Pleuroscopy  has 
found  a place  as  an  aid  to  pneumothorax, 
and  may  be  useful  as  a means  of  examining 
the  pleural  surfaces. 

Diagnosis  of  heart  disease  amenable  to 
surgical  treatment  must  remain  primarily 
the  task  of  the  medical  man  and  not  the  sur- 
geon with  one  exception.  Laceration  of  the 
heart  with  pericardial  hemorrhage  has  been 
diagnosed  many  times  and  no  special  method 
is  necessary,  nor  is  there  usually  time  for 
elaborate  study.  Adherent  pericardium  is 
now  widely  recognized  as  amenable  to  sur- 
gery and  of  late  patent  ductus  arteriosis  has 
been  found  to  yield  successfully  to  ligation. 
These  conditions  can  hardly  be  considered 
surgical  from  the  standpoint  of  diagnosis. 

THE  PERITONEUM  AND  ITS  COVERINGS 

Bedside  diagnosis  is  sufficient  in  practi- 
cally all  herniae,  not  that  the  differentiation 
between  direct  and  indirect  inguinal  hernia 
is  always  easy  nor  that  their  differentiation 
from  femoral  hernia  is  always  obvious.  But 
the  differential  diagnosis  is  purely  clinical 
and  no  x-ray  or  blood  count  will  be  of  any 
aid.  Epigastric  hernia,  a protrusion  of  pro- 
peritoneal  fat  through  the  fascia  of  the  linea 
alba  above  the  umbilicus  is  often  missed  be- 
cause of  the  upper  abdominal  complaints, 
and  the  focus  of  attention  on  the  stomach. 
X-ray  studies  of  the  stomach  fail  to  reveal 
the  source  of  the  trouble. 

Peritonitis  requires  a clinical  diagnosis  and 
is  usually  easy  but  the  determination  of 
other  exudates  and  transudates  within  the 
cavity  or  lesions  of  the  peritoneum  is  not  al- 
ways simple.  The  safe  expedient  of  peri- 
toneal puncture,  either  through  the  abdomin- 
al wall  or  through  the  cul-de-sac  will  deter- 
mine the  presence  of  fluid  in  the  space  as 
well  as  its  nature.  The  rather  simple  but 
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never  popularized  peritoneoscopy  would  be  of 
value  at  times;  it  has  no  advantage  over 
simple  puncture  in  determining  the  charac- 
ter of  peritoneal  fluid,  but  it  is  a simpler 
and  safer  way  of  determining  the  extent  of 
malignancy  than  laporotomy.  The  proce- 
dure has  little  appeal  to  the  surgeon  who 
finds  it  so  easy  to  make  an  incision  in  the 
abdominal  wall,  and  will  probably  never  be- 
come popular.  The  instrument  used  is  a 
modification  of  the  cystoscope. 

THE  GASTRO-INTESTINAL  TRACT 

Surgical  diseases  of  the  stomach  were 
among  the  very  earliest  to  be  studied  by  con- 
trast media  and  x-ray.  Except  in  perfora- 
tion the  surgeon  rarely  attacks  a lesion  of 
the  stomach  without  these  studies,  but  x-ray 
fails  to  reveal  the  proper  diagnosis  rather 
frequently.  Differentiation  between  ulcer 
and  early  cancer  is  especially  difficult,  and 
the  study  of  stomach  secretions  is  not  al- 
ways helpful.  In  this  field  the  relatively  new 
gastroscope  may  prove  a great  aid.  At  pres- 
ent its  use  is  confined  to  but  a few  who 
claim  great  success  in  identifying  gastritis, 
as  well  as  ulcer  and  cancer.  The  instrument 
is  flexible  and  is  easily  passed,  but  the  size 
and  shape  of  the  stomach  make  visualization 
difficult  so  that  considerable  skill  is  required 
in  the  use  of  the  instrument.  Also  the  in- 
strument is  complicated  and  very  expensive 
for  its  limited  usefulness.  Nevertheless,  I 
look  for  the  gastroscope  to  find  a much  more 
important  place  in  diagnosis  than  it  occupies 
today. 

One  x-ray  procedure  which  was  surpris- 
ingly late  in  appearance  is  the  study  of  the 
under  surface  of  the  diaphragm  for  gas.  The 
gas  shadow  here  is  confirmatory  evidence  of 
a ruptured  stomach  or  bowel,  though  the 
failure  to  demonstrate  gas  does  not  neces- 
sarily rule  out  the  lesion. 

Surgical  lesions  of  the  small  intestine  are 
relatively  few  in  number  but  of  great  im- 
portance because  of  the  frequency  of  those 
leading  to  obstruction.  In  the  chronic  lesions 
x-ray  visualization  is  of  great  aid  in  identi- 
fying their  character  and  location,  but  in  the 
acute  lesions  it  has  not  been  so  useful  due 
to  the  emergent  nature  of  the  cases  and  the 
danger  of  giving  heavy  barium.  The  flat 
x-ray  film  is  of  value  in  demonstrating  the 
distended  gas  and  fluid-filled  loops,  a pro- 
cedure rather  recently  demonstrated.  It 
will  occasionally  reveal  a surprise  shadow 
such  as  a foreign  body  or  a gall  stone  in  the 


bowel.  Still  more  recently  the  constant  duo- 
denal suction  method  popularized  by  Wan- 
gensteen and  the  double-lumen  tube  of  Mil- 
ler and  Abbott  have  permitted  the  increased 
refinement  of  diagnosis  in  small  bowel  ob- 
struction. These  methods  rule  out  the  para- 
lytic obstructions  by  relieving  them  and  al- 
lowing the  free  passage  of  gas.  They  re- 
lieve the  distention  and  vomiting  thus  al- 
lowing the  time  and  opportunity  to  feel  a 
mass  or  otherwise  clinically  localize  the  ob- 
struction. Finally  the  Miller-Abbott  tube 
serves  to  localize  the  lesion  by  the  obstruc- 
tion to  passage  of  the  tube  and  its  visuali- 
zation by  the  injection  of  barium.  Further, 
at  the  time  of  operation  the  obstruction  can 
be  more  easily  and  quickly  localized  by  iden- 
tifying the  end  of  the  tube.  Thus  we  have  in 
the  use  of  these  tubes  a valuable  clinical 
method  of  diagnosis  as  well  as  treatment. 
It  has  the  advantage  over  most  new  proce- 
dures in  being  simple  and  readily  available 
to  every  surgeon.  In  mechanical  obstruction 
the  relief  of  symptoms  is  so  great  that  one 
may  be  lulled  into  a false  sense  of  security 
and  delay  operation  too  long.  Therefore 
when  obstruction  is  diagnosed  the  tube 
should  be  used  for  only  a limited  time  before 
operation. 

Diagnosis  of  lesions  of  the  large  bowel  is 
made  clinically,  by  anoscopic  or  proctoscopic 
examination  and  by  x-ray  with  contrast  me- 
dium given  by  mouth  or  by  enema.  By  the 
latter  method  filling  defects  are  easily  de- 
tected, but  polypous  tumors  are  best  seen  if 
the  barium  enema  is  given  and  expelled  and 
the  colon  then  inflated  with  air.  Barium 
sticks  to  the  polyps  which  are  seen  as  islands 
against  the  dark  background  of  gas. 

LESIONS  OF  THE  BILIARY  TRACT 

Biliary  tract  disease  is  usually  identifiable 
clinically,  and  often  the  exact  nature  is  not 
determined  until  operation.  Obscure  cases 
of  gall-bladder  disease  can  often  be  diag- 
nosed by  the  Graham-Cole  test  (x-ray  with 
dye),  but  surgical  interference  on  the  evi- 
dence of  this  test  alone  is  usually  not  justi- 
fied. Lesions  of  the  ducts  are  commonly 
evidenced  by  jaundice  and  here  the  clinical 
diagnosis  is  more  important  in  establishing 
the  differential  than  any  laboratory  data. 
The  x-ray  visualization  of  the  duct  system 
is  easily  accomplished  at  operation,  or  after- 
ward if  there  is  a tube  in  the  common  duct. 
This  procedure  may  very  rarely  be  of  value 
to  the  surgeon.  Laboratory  tests  of  liver 


216 


SURGICAL  DIAGNOSIS:  WHIT  HAM 


Nebr.  S.  M.  Jour. 
June,  1940 


function  have  in  general  been  disappointing, 
but  may  at  times  be  indicated;  the  brom- 
sulph-phthalein  test  has  been  the  most  use- 
ful in  my  hands.  This  test  is  useful  not  in 
the  diagnosis  of  the  surgical  lesion  but 
rather  in  the  prognosis  of  the  selection  of 
the  optimum  time  for  surgery.  It  is  useless 
in  the  presence  of  jaundice. 

THE  SPLEEN 

Diagnosis  of  splenic  rupture  is  the  diag- 
nosis of  hemoperitoneum  after  a blow  over 
the  spleen.  Otherwise  the  conditions  indi- 
cating splenectomy  are  problems  of  medical 
diagnosis  primarily.  Visualization  of  the 
spleen  by  Thoratrast  has  been  a disappoint- 
ment since  the  injection  of  the  drug  may 
lead  to  serious  late  sequelae. 

THE  PELVIC  ORGANS 

Bedside  clinical  diagnosis  with  dependence 
on  biopsy  examination  in  tumor  cases  is 
usually  all  that  is  necessary  in  surgical  con- 
ditions of  the  pelvic  organs.  Special  study 
of  tubal  patency  is  useful  in  sterility  but  not 
as  a truly  surgical  problem. 

THE  GENITO-URINARY  TRACT 

This  tract  may  be  studied  by  various 
means  by  the  urologist  and  I do  not  wish  to 
discuss  it  since  this  is  now  well  established 
as  a special  field.  Visualization  of  the  kid- 
neys by  intravenous  urography  may  be  ex- 
ceedingly helpful  in  the  differential  diagno- 
sis of  abdominal  conditions.  The  technique 
is  simple  but  the  interpretation  may  offer 
difficulties. 

THE  EXTREMITIES 

Are  readily  accessible  and  most  conditions 
affecting  them  can  be  diagnosed  by  clinical 
means  and  simple  x-ray.  Visualization  of 
the  arteries  by  injection  of  contrast  media 
produces  some  information  in  cases  of  ar- 
terial disease,  but  the  practical  usefulness 
of  this  procedure  is  limited ; the  adequacy  of 
the  circulation  in  an  extremity  can  be  deter- 
mined by  simple  means.  Sudden  arterial  oc- 
clusion which  can  be  relieved  by  immediate 
embolectomv  is  usually  diagnosed  by  clinical 
signs. 

CHLORIDE  DEFICIENCY 

Chloride  deficiency  is  a condition  of  great 
importance  in  certain  cases  of  persistent 
vomiting  and  dehydration  and  in  cases  which 
have  had  prolonged  use  of  duodenal  suction 
or  of  fistula  from  bowel  or  biliary  tract.  The 
condition  should  be  suspected  in  these  cases 
and  checked  by  blood  chloride  determina- 


tion. Deficiency  can  be  corrected  by  the 
parenteral  administration  of  sodium  chlor- 
ide in  the  proper  amount  of  0.5  gm.  per  kilo- 
gram of  body  weight  for  every  100  mg.  the 
blood  chloride  is  below  normal.  In  order  to 
keep  the  condition  corrected,  all  loss  of  body 
fluids  should  be  replaced  in  equal  amounts 
by  normal  saline,  which  requires  simply 
measuring  all  body  fluid  loss.  On  the  first 
day  of  duodenal  suction  1000  c.c.  of  normal 
saline  will  roughly  replace  the  loss. 

I have  tried  in  this  rather  cursory  review 
to  give  you  my  impression  of  the  value  of 
diagnostic  methods  that  have  been  developed 
in  recent  years.  In  requesting  a talk  on  mod- 
ern surgical  diagnosis,  I rather  felt  that  you 
wanted  me  to  bring  you  some  of  the  newer 
methods  which  you  as  general  men  could  ap- 
ply in  the  diagnosis  of  surgical  lesions  in  the 
home  or  in  your  offices.  To  a large  extent 
modern  methods  of  surgical  diagnosis  can  be 
applied  there.  You  have  the  facilities  for 
doing  blood  counts,  and  other  simple  clinical 
laboratory  procedures  and  these  should  be 
used  freely.  The  findings  often  fit  in  the 
construction  of  your  diagnosis  like  a key- 
stone in  a wall,  and  unless  done  more  or  less 
routinely  the  keystone  of  your  diagnostic 
masonry  may  be  missing.  X-ray  diagnostic 
facilities  are  readily  available  to  you  and  in 
their  simplier  application  can  be  used  freely, 
though  some  of  the  procedures  require  hos- 
pitalization and  specialist  opinion  for  their 
best  interpretation.  Unlike  the  clinical  labor- 
atory procedures,  x-ray  because  it  is  more 
complicated  and  expensive  should  be  used  on 
indication  rather  than  routinely,  but  never- 
theless freely  for  it  is  far  better  to  x-ray  a 
simple  sprain  than  to  fail  to  x-ray  a fracture. 
Likewise  the  pathologist  is  within  your 
reach  and  should  be  used  freely  on  indica- 
tion. You  can  make  the  positive  diagnosis 
of  cancer  of  the  cervix  by  removal  of  a bit 
of  tissue  in  your  office  and  submitting  it  to 
him.  His  microscopic  diagnosis  is  a funda- 
mental part  of  the  modern  scheme. 

Much  of  modern  surgical  diagnosis  is 
coupled  with  surgical  procedures  or  the  use 
of  instruments  whose  use  practically  consti- 
tutes a surgical  operation.  The  neurosurgeon 
performs  an  operation  in  doing  a ventriculo- 
gram and  must  have  his  patient  in  the  hos- 
pital. The  urologist  finds  hospitalization 
necessary  for  many  of  his  diagnostic  pro- 
cedures. The  general  surgeon  usually  wants 
his  patient  hospitalized  before  removing  a 
breast  tumor  for  biopsy  so  that  he  will  lose 
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no  time  in  doing  a necessary  amputation.  He 
wants  his  cases  of  intestinal  obstruction  in 
the  hospital  to  control  the  use  of  his  suction 
method  and  lose  no  time  when  surgery  is 
necessary. 

Thus  our  modern  methods  of  diagnosis  in 
surgery  are  largely  clinical,  but  are  in  many 
instances  only  complete  when  cooperative 


laboratory  facilities  are  used.  If  anything  is 
to  characterize  the  modern  method  in  con- 
trast to  the  old,  it  is  group  cooperation 
rather  than  one  man  diagnosis,  cooperation 
between  the  medical  practitioner,  the  sur- 
geon, the  pathologist,  and  the  radiologist,  in 
which  each  contributes  his  special  knowl- 
edge, and  the  use  of  his  special  instruments. 


^ % 


PROBLEMS  OF  68th  A.  M.  A.  SESSION 

COMPARED  WITH  THOSE  OF  91st 

“In  1917  the  American  Medical  Association 
met  in  New  York  City,  where  in  1940  it  will 
assemble  again  for  its  ninety-first  annual 
session,”  The  Journal  of  the  Association  says 
in  its  May  4 edition. 

“In  those  days  all  the  talk  was  of  the  War 
and  of  participation  by  the  United  States. 
The  House  of  Delegates  bade  official  farewell 
to  Dr.  Alexander  Lambert,  about  to  leave  for 
France.  The  medical  profession  was  con- 
cerned with  plans  for  its  own  service.  Before 
the  War  ended,  some  fifty  thousand  doctors 
had  been  intimately  associated  with  medical 
military  affairs.  Chief  among  the  topics  be- 
fore the  House  of  Delegates  was  a report  on 
social  insurance — actually  compulsory  sick- 
ness insurance.  The  War  ended  much  of  that 
discussion;  but  the  years  passed,  the  crash 
came,  the  banks  closed,  unemployment  and 
destitution  increased,  the  problem  of  the 
aged  was  thrown  into  politics,  the  Social  Se- 
curity Law  was  developed,  and  again  compul- 
sory sickness  insurance  held  the  center  of  the 
stage.  Notwithstanding  the  World  War  and 
the  social  problems  of  1917,  the  scientific 
sections  of  the  American  Medical  Association 
held  their  meetings,  the  Scientfic  Exhibit 
displayed  some  fifty  contributions,  and  over 
six  thousand  doctors  registered  their  attend- 
ance. 

“Now  in  1940  a new  war  has  engulfed  near- 
ly all  the  world;  the  United  States  has  not 
become  involved,  although  much  of  the  rest 
of  the  world  seems  trembling  on  the  brink 
of  involvement.  For  preparedness,  base  hos- 
pitals are  being  organized  throughout  the 
nation;  but  it  seems  unlikely  that  military 
matters  will  come  before  the  House  of  Dele- 
gates. True,  the  situation  in  Europe  is  re- 
flected in  the  problem  of  the  medical  refu- 
gees, but  years  of  experience  have  already 
indicated  some  significant  factors  involved 
in  this  question. 

“For  almost  a quarter  of  a century  the 


medical  profession  has  been  maintaining 
high  standards  of  medical  care,  opposing  suc- 
cessfully all  attempts  to  regiment,  degrade 
or  deteriorate  its  services.  There  is  no  rea- 
son to  believe  that  the  House  of  Delegates 
will  abandon  its  repeatedly  declared  points 
of  view  or  that  it  will  recede  one  iota  in  its 
ideals.  Indeed,  all  its  tendencies  have  been 
toward  strengthening  the  mechanisms  by 
which  its  principles  are  maintained. 

“As  medicine  comes  into  the  1940  session 
the  time  before  adjournment  of  the  Congress 
seems  but  brief.  Such  legislation  in  the  medi- 
cal field  as  the  Congress  may  enact  will  no 
doubt  bear  the  reflection  of  the  platform  of 
the  American  Medical  Association.  Succeed- 
ing months  will  see  our  two  great  political 
parties  assembling  to  select  their  candidates 
and  to  announce  their  platforms.  The  medi- 
cal profession  will  observe  with  interest  the 
extent  to  which  those  pronouncements  re- 
flect the  fundamental  features  which  the  ma- 
jority of  physicians  are  convinced  must  be 
observed  if  medicine  is  to  go  forward  in  a 
democratic  government. 

“In  numbers,  in  scientific  contributions, 
in  exhibits,  in  new  technics  for  graduate  edu- 
cation, the  1940  session  will  far  surpass  that 
of  1917.  During  the  last  two  years  the  in- 
creases in  membership  and  in  Fellowship 
have  been  rapid  both  in  rate  and  in  numbers. 
The  Scientific  Exhibit,  which  in  1917  was 
held  on  the  balcony  of  the  Hotel  Astor,  will 
this  year  demand  more  than  an  entire  floor 
of  the  Grand  Central  Palace.  And  the  meet- 
ing itself  will  ramify  through  a half  dozen  of 
the  great  hotels. 

“Thus  in  the  greatest  ciiy  of  the  world, 
now  holding  the  most  remarkable  World’s 
Fair  that  has  ever  been  constructed,  will  as- 
semble what  has  come  to  be  the  largest  and 
most  important  medical  convention.  The 
superlatives  may  seem  grandiloquent,  but 
only  those  who  participate  will  realize  how 
weakly  they  describe  the  greatness  of  the 
occasion.” 


The  Principles  of  Reconstruction  in  Ankle  Malunion* 

W.  R.  HAMSA,  M.  D. 

Omaha,  Nebr. 


An  individual  with  an  injured  upper  ex- 
tremity necessitating  treatment  by  rest  is, 
in  most  instances,  able  to  continue  with  his 
routine  work  even  though  the  arm  is  entire- 
ly incapacitated  by  means  of  a retentive  ap- 
paratus. In  the  event  of  an  injured  lower 
extremity,  disability  becomes  a more  im- 
portant factor  since  locomotion  plays  such 
a large  part  in  the  demands  of  everyday  life. 
The  trauma  and  strain  of  weight-bearing 
place  great  stresses  on  the  articular  and  peri- 
articular structures  of  the  lower  extremities, 
and  as  a result  minor  joint  changes  con- 
sidered of  little  import  in  the  upper  extrem- 
ity are  often  sufficient  in  the  lower  extrem- 
ity to  produce  unfavorable  reactions  with 
greater  and  more  prolonged  disability.  This 
is  especially  true  in  the  ankle  joint,  where 
the  relation  between  the  tibiofibular  mor- 
tise, astragalus,  subastragalar  joint,  and  mid 
tarsal  joint  is  very  close,  each  joint  playing 
a definite  part  in  the  demands  made  by  ev- 
eryday weight-bearing.  The  latitude  of  mo- 
tion present  in  the  ankle  is  no  doubt  a pre- 
disposing factor  to  the  disability  with  which 
we  are  concerned  at  present,  namely  the 
fractured  ankle.  Poor  results  frequently  fol- 
low treatment  of  simple  ankle  fracture,  even 
in  the  hands  of  those  experienced  in  ap- 
proved methods  of  correction.  These  may 
occur  on  the  basis  of  incomplete  fracture  re- 
duction or  on  the  basis  of  undesirable  reac- 
tions of  articular  or  peri-articular  structures. 
Failure  of  immediate  closed  reduction  of  a 
fracture  necessitates  open  operation,  either 
to  properly  replace  the  fragments  or,  later, 
to  reconstruct  the  joint,  which  may  have 
progressed  to  the  stage  of  degenerative  arth- 
ritis associated  with  disability  consisting  of 
pain,  weakness  and  instability.  A perfectly 
reduced  joint  fracture  may  produce  practi- 
cally the  same  clinical  picture,  in  time,  as  a 
poorly  reduced  joint  fracture. 

Examination  of  these  painful  ankles  and 
feet  must  follow  a definite  routine  so  that 
each  point  necessary  for  proper  evaluation 
of  all  the  physical  assets  and  liabilities  at 
hand  may  be  covered.  The  foot  and  ankle 
should  be  examined  in  both  functioning  and 
rest  positions.  Frequently  gross  disturbances 
of  gait  are  noted.  The  normal  heel-toe  walk 

*Read  before  the  Douglas  County  Medical  Society,  Dec.  12, 
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catches  the  body  weight  on  the  heel  of  the 
forward  swung  leg,  the  weight  passes  rapid- 
ly along  the  outer  side  of  the  foot  to  the 
fifth  and  fourth  metatarsal  heads,  and  is 
then  diverted  toward  the  first  metatarsal 
head  for  the  driving  function  of  the  foot,  the 
final  drive  being  instituted  by  the  big  toe 
with  the  foot  in  slight  pronation.  The  in- 
dividual with  a painful  ankle  may  place  his 
foot  down  squarely,  with  little  ankle  motion 
and  a markedly  shortened  stride  associated 
with  a definite  limp,  in  an  effort  to  place 
weight  on  this  injured  extremity  for  as 
short  a time  as  possible.  Shoes  frequently 
demonstrate  gross  weight-bearing  disturb- 
ance by  evidence  of  uneven  wear.  With  the 
foot  at  rest  and  the  patient  standing,  the 
alignment  of  the  injured  ankle  should  be 
compared  to  that  of  the  normal  member  to 
ascertain  whether  there  is  definite  abduc- 
tion of  the  foot,  or  eversion  or  broadening 
of  the  heel.  Foot  and  ankle  valgus  are  fre- 
quently encountered  in  ankle  fractures.  The 
length  of  the  heel  cord  must  be  accurately 
determined  as  a contracture  aggravates  any 
existing  valgus.  With  the  foot  in  slight  sup- 
ination, dorsiflexion  should  form  an  angle  of 
90  degrees  between  the  outer  border  of  the 
foot  and  the  axis  of  the  tibia.  Any  equinus 
position  demonstrates  the  degree  of  shorten- 
ing of  the  heel  cord.  All  muscles  about  the 
foot  and  ankle  must  be  tested  separately  to 
determine  their  strength  noting  particularly 
whether  spasm  is  present.  The  latter  is  Na- 
ture’s attempt  to  maintain  irritated  joints 
in  a position  of  rest.  Frequently  peroneal 
spasm  is  present  on  this  basis.  The  circula- 
tory status  must  not  be  overlooked.  It  can 
usually  be  assumed  that  normal  pulsations 
of  dorsalis  pedis  and  posterior  tibial  arteries 
indicate  good  function  of  the  circulatory  sys- 
tem. Each  tarsal  joint  must  be  tested  in- 
dividually in  an  attempt  to  determine  the  ex- 
tent of  the  degenerative  changes.  Swelling 
usually  appears  at  the  most  superficial 
points  of  the  joint,  these  being  in  the  ankle 
anterolaterally  and  posteromedially.  Tender- 
ness about  the  margins  denotes  associated 
synovial  changes.  The  ranges  of  motion 
may  be  considered  our  chief  guide.  Normal 
ankle  motion  in  flexion-extension  is  from  65 
to  135  degrees.  The  subastragalar  joint  has 
40  degrees  of  pronation  and  20  degrees  of 
supination.  In  testing  for  the  latter  motion, 
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however,  we  must  be  certain  that  the  foot  is 
at  right  angles  as  an  equinus  position  will 
place  the  posterior  portion  of  the  superior 
articulation  of  the  astragalus,  which  is  defi- 
nitely narrower  than  the  tibiofibular  mortise, 
within  the  confines  of  this  mortise  and  al- 
low a trace  of  pronation  and  supination  in 
the  tibio-astragaloid  joint.  The  midtarsal 
articulation  has  3 ranges  of  motion,  namely 
30  degree  range  of  flexion-extension  which 
may  frequently  be  increased  following  any 
limitation  within  the  ankle,  40  degree  range 
of  abduction-adduction,  and  30  degrees  of  ro- 
tation. Additional  points  of  tenderness  may 


treatment  necessitated  by  proper  reduction 
and  carefully  supervised,  gradual  increase  of 
activity.  We  have,  from  our  examination, 
localized  the  degenerative  changes  to  one  or 
more  joints.  The  treatment  of  this  unfavor- 
able complication  is,  first  of  all,  conservative. 
A period  of  rest  for  traumatic  arthritis  of 
the  tibioastragaloid,  subastragalar  or  mid- 
tarsal joints  which  have  to  be  used  in  weight- 
bearing, may  be  obtained  by  using  a rein- 
forced leather  anklet  which  allows  no  ankle 
motion.  Properly  balanced  shoes  with 
wedges  as  necessary,  arch  supports,  and  fre- 
quently the  outside  iron  brace  and  valgus 


Fig.  1 

Preoperative  and  postoperative  roentgenograms 


a.  Supramalleolar  osteotomy 


b.  Triple  arthrodesis 


also  be  found  at  the  points  of  static  strain — 
the  medial  ankle  ligaments,  the  spring  liga- 
ment under  the  scaphoid,  and  occasionally 
under  the  tuberosity  of  the  os  calcis  at  the 
origin  of  the  plantar  structures.  Additional 
pain,  on  a pressure  basis,  is  frequently  found 
about  the  lateral  malleolus  if  this  structure 
is  impinged  against  the  tarsal  bony  mass. 
Following  a compilation  of  all  positive  find- 
ings, one  is  usually  able  to  predict  the  extent 
of  degenerative  changes  fairly  well  even  be- 
fore roentgenological  examination  which  is 
the  next  step  and  which  usually  substanti- 
ates one’s  impression.  Occasionally  the 
roentgenogram  does  not  show  the  changes 
one  would  expect.  The  latter  is  not  at  all 
unusual  because  the  joint  restrictions  and 
tenderness  may  be  on  the  basis  of  soft  tis- 
sue changes  which  are  never  demonstrable 
on  roentgenograms. 

Now  let  us  assume  that  we  have  at  hand 
a painful  ankle  following  a long  course  of 


c.  Astragelectomy 

strap  may  be  valuable  additions.  Physio- 
therapy, consisting  of  short-wave  heat,  mas- 
sage and  contrast  baths,  plays  a definite 
role.  Medication  in  the  form  of  salicylates 
is  also  in  order.  Should  progress  be  made, 
it  will  be  possible  within  a few  months  to 
change  gradually  to  less  radical  support,  such 
as  elastic  bandages.  Needless  to  say,  all 
arthritic  stories  are  thoroughly  investigated 
for  possible  focal  infection,  with  treatment 
as  necessary. 

Conservative  therapy  failing,  surgical  cor- 
rection of  malunion  or  of  traumatic  sequelae 
is  necessary.  Accurate  apposition  of  frag- 
ments, however,  is  difficult  and  can  only  be 
successful  in  very  early  stages ; apposition  in 
the  late  stages  is  associated  with  sufficient 
operative  trauma  to  instigate  or  accentuate 
traumatic  arthritic  changes.  Thus,  other 
methods  of  attack  are  necessary.  Malunion 
is  often  associated  with  considerable  dis- 
alignment and  this  deviation  responds  favor- 
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ably  to  an  osteotomy  properly  placed.  (Fig. 
la)  Astragalectomy  may  place  the  weight- 
bearing stresses  in  a more  favorable  region, 
especially  if  both  tibioastragaloid  and  sub- 
astragaloid  joints  have  been  involved  in  the 
fracture.  (Fig.  lc)  The  foot  may  be  stabil- 
ized and  aligned  by  an  arthrodesis  of  sub- 
astralagar  and  midtarsal  joints  if  these  have 
been  injured.  (Fig  lb)  Ununited  fragments 
may  be  excised  when  they  serve  as  a block 
to  free  motion  provided  their  absence  will 
not  decrease  the  stability  of  the  ankle.  (Fig. 
2a)  Lastly,  the  tibioastragaloid  joint  may  be 
obliterated  surgically  as  well  as  the  subas- 
tragaloid  and  midtarsal  joints.  Fusion  of 
the  tibioastragaloid  joint  alone,  in  10  to  15 
degree  equinus,  produces  a fairly  movable 
foot  as  compensatory  increase  in  motion  fol- 
lows in  the  subastragalar  and  midtarsal 
joints.  Fusion  of  all  the  joints  about  the  as- 
tragalus produces  a stable  and  painless  foot, 
with  little  disturbance  of  gait.  (Fig.  2b). 


to  improve  position  for  deformity  prove  to 
be  failures  in  the  vast  majority  of  instances. 

When  diastasis  of  the  ankle  mortise  is 
marked,  simple  realignment  proves  inade- 
quate, and  joint  obliteration  is  necessary.  If 
changes  due  to  traumatic  arthritis  are  not 
present  at  the  time  of  operation,  they  are 
certain  to  develop  within  a short  period  of 
time. 

Trimalleolar  fractures  doubtless  produce 
the  greatest  number  of  poor  end  results  on 
the  basis  of  difficult  reduction  and  mainte- 
nance of  this  reduction.  Conservative  treat- 
ment with  brace  support  relieved  60%  of  a 
large  series,  doubtless  because  of  the  indirect 
limitation  of  motion.  The  surgical  results 
are  only  mediocre,  as  the  fusions  usually  per- 
formed have  been  limited  to  joints  obviously 
traumatic  on  the  roentgenograms.  The  clin- 
ical pictures  are  therefore  complicated  by 
subsequent  appearance  of  symptoms  in  the 
remaining  tarsal  joints.  Thus  more  radical 


a Fig.  2 b 

a.  Fracture  of  Steida’s  process  of  astragalus  relieved  by  surgical  removal  of  fragment. 

b.  Preoperative  and  postoperative  panastragaloid  arthrodesis  for  severe  supramalleolar  fracture  with 
traumatic  arthritis  of  tibioastragaloid  and  subastragaloid  joints. 


In  supramalleolar  fractures,  treated  con- 
servatively, the  chief  difficulty  is  the  arth- 
ritic pain  on  prolonged  use.  Support  of  any 
type  is  palliative  and  only  moderately  effi- 
cient. The  best  solution  in  this  traumatic 
arthritis  group  is  arthrodesis  of  the  involved 
joints.  Realignment  by  supramalleolar  os- 
teotomy is  successful  only  when  the  normal 
relationship  between  the  articular  surfaces  of 
the  tibia  and  astragalus  have  not  been  mate- 
rially changed  as  would  be  evidenced  by  any 
arthritic  changes. 

Especially  when  deviation  is  present,  bi- 
malleolar  malunion  disturbs  the  normal  re- 
lationship between  tibia  and  astragalus.  The 
favorable  results  here  of  surgical  therapy 
are  represented  by  joint  arthrodeses  for 
traumatic  arthritis.  Forceful  manipulations 


arthrodeses  are  necessary  as  evidenced  by 
the  good  results  of  radically  treated  cases. 
In  this  type  of  case,  the  clinical  and  patholo- 
gical picture  must  govern  the  extent  of  the 
arthrodesis. 

Astragalar  fractures  are  considered  ac- 
cording to  the  site  of  localization  of  the  frac- 
ture. Only  in  young  individuals  is  conserva- 
tive therapy  warranted  for  fracture  of  the 
head.  Surgery,  in  the  form  of  triple  or  as- 
tragaloscaphoid  arthrodesis,  relieves  all 
symptoms.  These  are  probably  the  methods 
of  choice  in  all  head  fractures,  as  this  joint 
is  not  essential  and  should  not  be  allowed  to 
remain  if  at  all  defective.  In  fractures  of 
the  astragalar  body,  surgical  intervention  is 
far  superior  to  conservative  therapy  as  either 
astragalectomy  or  arthrodesis  produces  uni- 
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formly  good  results.  Following  the  astraga- 
lectomy,  however,  an  arthritic  process  may 
develop  in  the  midtarsal  joint  many  years 
later.  The  fracture  of  the  posterior  process 
or  Steida’s  process  is  of  medico-legal  import- 
ance as  it  may  be  confused  with  the  congeni- 
tal change,  os  trigonum,  which  is  usually 
bilateral.  Differentiation  must  be  made  on 
the  sharpness  of  the  fracture  line  and  clini- 
cal symptoms  of  pain  localized  definitely 
over  the  fracture  itself,  pressure  points  of 
tenderness  being  anterior  to  the  tendo 
Achilles  on  both  medial  and  lateral  aspects. 
With  persistence  of  symptoms  in  a definitely 
proved  fracture  of  Steida’s  process,  surgical 
removal  bears  promise  of  a favorable  end  re- 
sult. 

A justifiable  conclusion,  therefore,  is  that 
conservative  treatment  of  ankle  malunion 
produces  a large  number  of  favorable  end 


results,  but  this  treatment  is  prolonged  and 
some  form  of  support  or  brace  must  be  worn 
for  months  or  years.  If  there  is  deviation 
above  the  joint  and  the  relation  of  joint  sur- 
faces has  not  been  disturbed,  an  osteotomy 
aimed  at  realignment  serves  more  efficient- 
ly. Should  definite  degenerative  changes  be 
noted  in  the  joint,  however,  this  simple  pro- 
cedure will  fail  as  arthritic  symptoms  will 
subsequently  appear.  Early  arthrodesis  is 
indicated  for  all  ankle  fractures  in  which  the 
joint  surfaces  show  incomplete  reduction,  as 
this  markedly  shortens  the  period  of  con- 
valescence. At  the  time  of  operation,  it  is 
better  to  arthrodese  all  joints  with  suspici- 
ous arthritic  changes,  even  though  it  means 
complete  arthrodesis  of  all  joints  about  the 
astragalus.  The  function  of  such  a foot  is 
good,  provided  it  is  placed  in  only  10  to  15 
degrees  of  equinus. 


* * 
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Menus,  Diets  and  Nutrition* 

MILES  J.  BREUER,  M.  D. 

Lincoln,  Nebr. 


This  is  an  examination  of  the  present  day 
conventions,  lay  and  medical,  in  regard  to 
diets  and  menus,  in  their  bearing  upon  and 
relation  to  nutrition  in  the  light  of  scientific 
knowledge. 

It  is  well  known  to  students  of  nutrition 
that  eating  is  a highly  conventionalized  mat- 
ter. Diets  are  rigidly  standardized  for  the 
people  among  whom  they  prevail  and  in  the 
regions  in  which  they  prevail.  People  in  a 
given  region  “like”  a given  diet  whereas  they 
display  a powerful  dislike  for  diets  which  are 
“liked”  in  another  region.  It  is  also  well 
known  that  the  constitutional  development, 
the  general  physical  health,  and  the  morbidi- 
ty and  mortality  of  people  depends  much  on 
the  character  of  their  diet.  Alexis  Carrell 
in  his  “Man  the  Unknown”  has  expressed  the 
comment  that  the  course  of  the  world’s  his- 
tory must  have  depended  a great  deal  on 
what  people  ate. 

Science  has  in  its  hands  by  this  time  suf- 
ficient intellectual  equipment  with  which  to 
build  a human  body  to  a high  degree  of  effi- 
ciency, a high  degree  of  resistance  to  disease, 
and  a high  degree  of  longevity.  This  does 
not  always  mean  the  biggest  body.  In  order 
to  accomplish  this,  scientific  men  would  have 
to  teach  the  laymen  to  select  their  food  not 
according  to  “what  they  like”  but  according 
to  the  requirements  of  the  body.  From  that 
standpoint  of  course,  the  highly  convention- 
alized (and  commercialized)  diet  of  the  pres- 
ent time  would  have  to  be  subjected  to  con- 
siderable alteration.  But  I sadly  fear  that 
alteration  would  first  have  to  take  place  in 
the  mentality  of  the  people  who  eat  it. 
Whether  that  will  ever  happen  or  not,  I am 
not  here  to  say. 

From  school  children  I get  that  the  teach- 
ings in  home-economics  classes  are  that  a 
typical  American  breakfast  ought  to  consist 
of  the  following: 

Fruit  juice,  a small  glass. 

Cereal,  one  “serving.” 

Bacon,  1 to  3 pieces. 

Eggs,  one  or  twTo. 

Coffee  or  other  beverages. 

That  is  more  breakfast  than  my  average 
woman  patient  is  eating  and  it  is  less  break- 
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fast  than  most  people  ought  to  eat,  who  work 
hard  physically.  In  general,  it  does  not  con- 
tain much  nutrition  for  a forenoon’s  work. 

“Fruit  juice”  is  usually  considered  to  be 
orange  juice,  but  pineapple,  tomato,  and  al- 
most any  fruit  juice  are  considered  a substi- 
tute. Students,  cooks,  and  nurses  seem  to 
be  rather  unconscious  of  the  fact  that  non- 
citrus fruits,  with  some  exceptions,  contain 
non-oxidizable  acids;  so  that  while  they  may 
be  contributory  in  respect  to  their  vitamin 
value,  they  cannot  be  counted  upon  as  an  aid 
in  reducing  body  acidity. 

Cereal  is  less  universally  than  formerly, 
considered  to  be  oatmeal;  now  various  pre- 
pared cereals  are  used.  Oatmeal  we  may  men- 
tion as  an  acid  producer  and  as  a food  that 
is  lacking  in  minerals.  Some  prepared  break- 
fast foods  are  made  of  whole-grain,  and  these 
can  only  be  recommended.  There  is  a great 
deal  of  consumption,  however,  of  breakfast 
foods  high  in  bran  content  or  consisting  en- 
tirely of  bran.  While  this  type  of  food  may 
contain  a little  vitamin  B complex,  it  has  no 
food  value  and  is  highly  irritating  to  the  gas- 
trointestinal tract. 

It  is  odd  that  the  average  layman  usually 
considers  bacon  as  meat.  We  can  pass  over 
fried  bacon  here  rather  rapidly  by  saying 
that  it  contains  practically  no  food  value 
whatever.  As  a flavoring  material,  it  is 
highly  desirable  but  ought  not  to  be  counted 
in  food  tables.  In  respect  to  eggs,  the  nutri- 
tional value  is  highly  exaggerated.  Eggs 
are  food  for  the  newborn  of  the  species,  an 
infant  food  in  other  words.  They  contain 
75%  water,  no  carbohydrate,  13%  protein. 
An  average  egg  weighs  60  gm,  and  produces 
78  calories.  The  average  breakfast  then  con- 
tains on  the  average  of  twice  78  calories 
This  is  rather  inadequate  for  a forenoon’s 
work. 

Coffee  is  listed  as  the  usual  beverage. 
Usually  people  forget  that  it  contains  no  nu- 
trition except  that  in  the  few  cubic  centi- 
meters of  milk  that  is  put  into  it.  To  some 
individuals,  it  is  a cerebral  stimulant,  some- 
times pathologically  so.  “Substitutes”  are 
listed  as  milk,  which  contains  250  calories 
per  tall  glass,  or  hot  chocolate  which  contains 
250  calories  per  cup.  If  nutrition  is  the  ulti- 
mate purpose  of  preparing  a meal,  it  would 


Volume  25 
Number  6 


223 


MENUS,  DIETS  AND 

mean  that  this  type  of  substitution  is  inac- 
curate and  fraught  with  unpleasant  possibili- 
ties for  the  person  who  takes  the  responsi- 
bility of  calculating  the  meal. 

The  noon  meal  and  evening  meal  may  be 
considered  together.  In  considering  these, 
the  word  “balanced”  immediately  enters. 
This  word  is  glibly  used  by  dietitians,  nurses, 
doctors,  and  the  lay  public.  But  I am  quite 

I unable  to  determine  what  it  means.  What  is 
balanced  against  what  ? Perhaps  the  in- 
tended meaning  is  a complete  or  a rounded 
meal  or  a representative  meal.  Still  priding 
myself  on  the  retention  of  most  of  my  college 
English  and  physics  knowledge,  I fail  to  see 
anything  that  suggests  balance  by  the  meals 
that  are  so  labeled. 

The  universal  use  of  this  word  suggests 
the  Americans’  love  of  slogans.  Most  of  the 
slogans  are  generally  empty  if  you  examine 
them  closely,  and  this  one  seems  to  be  like- 
wise. It  is  related  to  the  meaningless  con- 
cepts which  modern  physicists  have  learned 
to  thresh  out  and  separate  from  their  work- 
ing materials.  Here  is  a balanced  lunch  or 
dinner,  obtained  from  home  economics 
classes  in  school,  from  modern  cookbooks, 
and  from  modern  housekeeping  sections  in 
magazines : 

Soup 

Meat  or  a meat  substitute 

2 vegetables 

Salad 

Beverage 

Dessert 

Weston,  a pediatrician,  in  the  J.A.M.A.  in 
1930,  yielding  the  philologist’s  point  of  col- 
loquial issue  and  accepting  the  popular  mean- 
ing of  the  word  “balance,”  states:  “we  cannot 
speak  of  a balanced  meal  unless  we  know  ac- 
curately what  the  meal  is  composed  of.”  Let 
us  use  the  above  balanced  meal  as  an  exam- 
ple. 

Soup  may  be  consomme,  which  contains  no 
calories  and  whose  chemical  composition  is 
surprisingly  similar  to  that  of  urine.  Nev- 
ertheless, it  has  a place  on  the  menu  for  it 
tastes  good  and  does  stimulate  the  secretion 
of  gastric  juices.  Thick  vegetable  soup  con- 
tains a large  amount  of  cellulose,  a little  car- 
bohydrate, some  minerals,  a little  vitamin 
that  has  resisted  heating,  but  consists  prin- 
cipally of  flavor  and  a very  few  calories.  If 
the  soup  contains  meat,  it  begins  to  have 
nutritive  and  health  giving  value,  that  is — 
building  and  repair  and  fuel  value.  We  have 
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also  gradations  of  soup  on  into  the  thick 
cream  soups  with  pieces  of  meat  in  them, 
which  may  contain  200  or  more  calories  per 
plate.  All  of  these  things  are  soup  on  the 
“balanced”  menu,  put  down  as  a given  num- 
ber of  calories  per  item. 

Meat  is  usually  served  in  100  gram 
amounts.  It  contains  about  20%  of  protein 
or  20  grams  per  serving,  40  grams  per  day. 
The  human  body  requires  as  a minimum  1 
gram  of  protein  per  kilogram  per  day.  This 
would  mean  about  50  grams  per  day  for  the 
average  person  of  150  lbs.  Therefore,  100 
gms.  of  meat,  twice  a day  is  even  less  than 
the  minimum  amount  of  protein  which  phy- 
siological experiments  have  demonstrated  as 
the  requirements. 

But  there  is  a vast  difference  between  the 
minimum  and  optimum.  A person  may  just 
squeeze  through  and  live  on  a minimum 
amount;  if  he  wishes  to  be  in  the  best  df 
health,  he  must  have  the  optimum  amount. 
Meat  is  needed  for: 

Growth  of  children. 

Repair  of  waste. 

Resistance  to  disease. 

Fuel  and  storage;  58%  of  it  splits  into  car- 
bohydrate. 

As  an  energy  simulant;  “specific  dynamic 
action.” 

For  the  prolongation  of  life.  (Up  to  the 
time  the  vegetable  delusion  began,  sta- 
tistics that  meat-eaters  lived  longer  than 
others,  were  common.) 

For  all  these  needs,  except  for  the  one  in- 
volving the  fuel,  the  proteins  must  be  highly 
specific;  that  is,  they  must  be  composed  of 
certain  ammino-acids  and  no  others  will  do. 
“Meat  substitutes”  are  a blue  cotton  patch 
on  brown  wool  pants.  They  cannot  replace 
the  correct  amino-acids  nor  produce  the 
correct  proteins;  therefore,  the  ultimate  re- 
sults cannot  be  those  that  nature  intended. 
That  is,  the  normal  waste  of  living  is  not 
properly  replaced  in  the  body;  the  subject 
will  not  resist  disease  and  will  be  more  sus- 
ceptible than  if  he  ate  the  proper  protein ; he 
will  not  live  as  long;  he  will  not  have  the 
proper  energy  supply  or  stimulation.  It  is 
because  he  is  a substitute  and  not  made  out 
of  the  proper  material.  What  a person  is, 
depends  upon  what  has  gone  into  his  mouth. 

Plant  proteins  do  not  contain  the  right  am- 
ino-acids to  make  up  human  protein. 
Wheat-protein,  protein  from  peas  and  beans 
contain  some  of  the  amino-acids,  but  not 
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the  highest  nor  the  most  complex  ones;  and 
these  latter  seem  to  be  the  very  keynote  of 
the  protective  functions  which  the  proteins 
perform. 

Therefore,  on  a menu,  and  in  a “balanced 
diet,”  whatever  that  is,  a meat  “substitute” 
is  not  a meat  equivalent. 

The  salad  is  an  amazing  phenomenon.  It 
may  be  made  up  of  a lettuce  leaf  and  a slice 
of  cucumber  or  tomato.  This  contains  no  cal- 
ories except  the  dressing,  the  amount  and 
composition  of  which  is  variable.  Or  the 
salad  may  be  a cottage  cheese  on  lettuce  leaf 
(which  we  may  disregard) ; a good  quantity 
of  very  fine  quality  of  protein,  or  again  it 
may  be  jello  which  is  gelatin;  a considerable 
quantity  of  poor  quality  protein.  (It  does 
contain  the  energy  stimulating  principle, 
however.)  Or  the  salad  may  contain  a large 
amount  of  nuts  which  average  about  60% 
oil ; this  means  a large  amount  of  fuel  which 
if  not  used,  is  stored  as  fat  for  the  consumer. 
All  of  these  things  are  called  salad  in  the 
balanced  diets  in  our  menus. 

Likewise  come  the  “two  vegetables.”  Fresh 
vegetables  contain  from  10-20%  carbohy- 
drate which  is  poorly  available  for  rapid 
utilization  in  the  body;  2-3%  protein  and 
about  75%  water.  Dried  beans  may  contain 
as  much  as  60%  carbohydrate  and  22%  of 
protein.  (Although  this  is  not  a good  qual- 
ity of  protein;  it  contains  the  wrong  amino- 
acids  for  building  body  tissues.  The  body 
can  only  use  some  of  them.  The  result  is 
that  the  rest  are  eliminated,  if  the  body  has 
a plentiful  choice ; but  if  it  does  not  have  this 
choice,  they  must  be  used  to  substitute  for 
the  proper  material.)  The  calorie  value  of  a 
serving  of  vegetables  may  be  anywhere  from 
0 to  200  calories. 

Apart  from  this  feature  in  giving  calories 
or  food  value  to  these  conventional  compul- 
sory “two  vegetables”  on  our  “balanced” 
menu,  a fuel  value  which  is  inconsequential 
compared  with  that  of  meat  or  starch,  what 
else  is  the  value  of  having  them  there?  Vita- 
min? Mineral?  Their  content  of  each  is 
about  1%.  Meat  has  two  or  more  times  as 
much  of  each  and  does  not  have  the  enor- 
mous overload  of  cellulose  with  which  the 
small  doses  of  vitamin  and  mineral  have  to 
be  taken,  when  they  are  taken  by  the  vege- 
table route.  A person  who  eats  all  the  leaves 
and  roots  and  stems  that  are  required  of 
him  as  vegetables  by  the  conventionalized 
diet,  eats  about  100  grams  of  cellulose  per 
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meal.  That  is  equivalent  to  39  sheets  of  this 
paper  and  is  made  of  exactly  the  same  mate- 
rial. It  is  indigestible  but  fermentable  and 
gas-producing.  It  is  a heavy  burden  to  the 
colon  and  of  no  use  of  any  kind  to  the  body. 
Herbivora  have  gastro-intestinal  receptacles 
in  which  the  material  may  remain  for  a suf- 
ficient length  of  time  to  be  converted  into 
combustible  carbohydrate ; but  unfortunately 
the  human  body  is  not  thus  equipped. 

There  is  one  good  point  that  can  be  said 
in  favor  of  vegetables  and  that  is  flavor. 
They  certainly  do  add  flavor  to  artistic  gus- 
tatorial  concoctions.  Yet  it  would  seem  to  a 
scientifically  inclined  person  that  in  order  to 
get  the  flavor  it  would  not  be  necessary  to 
add  100  gm.  of  cellulose.  It  would  be  ana- 
logous to  flavoring  up  39  sheets  of  this 
paper,  making  it  taste  good,  putting  in  a lit- 
tle vitamin  and  mineral  and  eating  it.  Why 
not  use  just  enough  vegetables  for  flavor? 

To  most  people  the  word  “dessert”  con- 
notes something  sweet,  like  pie  or  cake ; there 
are  other  desserts  of  something  or  other  con- 
taining sugar.  In  England,  in  fact,  the  word 
for  dessert  is  “sweet.”  Occasionally  fruits 
preserved  with  a great  deal  of  sugar  are 
used.  All  these  have  a high  carbohydrate 
value,  and  they  amount  to  500  to  600  calories 
per  serving.  That  means  they  have  a high 
fuel  content.  However,  a few  people  use  a 
high  fuel  content  nowadays,  and  therefore 
it  goes  into  storage.  We  like  to  eat  sweet 
stuffs,  we  dislike  to  walk;  and  we  wonder 
why  we  are  fat.  Cheese  is  more  of  a Euro- 
pean conception  for  a dessert  and  is  not  popu- 
lar here.  It  is  composed  of  protein  of  a good 
quality  and  considerable  in  amount;  and 
also  a considerable  amount  of  fat. 

It  will  be  seen  now  that  we  can  have  the 
following  variations  in  calories  in  the  differ- 
ent articles  on  the  “balanced”  menus: 

Soup  0 to  200 

Meat,  or  “substitutes” 100  to  600 

2 vegetables  0 to  100 

Salad  -0  to  250 

Beverage  (breakfast)  60  to  250 

Dessert  100  to  400 


Totals  260  to  1800 

It  will  be  seen,  therefore,  that  to  a person 
unacquainted  with  food  factors  and  food 
contents,  it  will  be  quite  possible  in  selecting 
menus,  to  have  a variation  in  a meal  in 
calories  from  260-1800.  Calories  are  a con- 
sideration in  the  building  of  a meal,  but  not 
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the  entire  consideration.  The  health  build- 
ing qualities  enumerated  as  functions  of  pro- 
tein in  discussing  the  eating  of  meat,  are 
quite  as  important,  if  not  more  so.  It  is  ob- 
vious from  a little  consideration  that  these 
will  vary  even  more  widely  than  the  calories 
in  the  average  conventional  “balanced”  meal. 

The  only  comment  that  can  be  made  on 
this  is  that  it  would  seem  that  there  is  called 
for  more  comprehensive  study  on  the  part  of 
the  public  as  to  the  actual  content  of  food, 
as  commercially  advertised,  in  respect  to  food 
elements  from  a chemical  and  nutritional 
standpoint.  Commercial  advertising  is  not 
always  dependable  as  a source  of  such  educa- 
tion. 

The  thing  for  the  medical  man  to  decide 
in  the  matter  of  menus  and  diets  is  whether 
or  not  he  wishes  to  babble  about  a “balanced” 
diet  or  a “balanced”  meal.  Just  precisely 
what  is  there  about  a meal  that  can  possibly 
be  balanced?  Is  it  possible  to  recommend 
the  same  type  of  meal  to  people  in  various 
walks  of  life?  People  working  in  the  same 
office  or  riding  on  the  same  truck  ought  not 
necessarily  eat  exactly  the  same  meal.  How, 
then,  can  it  be  possible  for  cookbooks,  maga- 
zines, and  classes  in  home  economics  to  teach 
how  to  cook  a meal?  Some  of  the  finest 
teachings  in  dietetics  that  I ever  saw  was 
when,  as  a student,  I worked  in  the  summer 
as  a threshing-hand  and  saw  14-year-old 
girls  helping  prepare  dinner  for  the  crew. 

When  it  comes  to  discussing  the  menus 
and  diets  made  out  by  medical  men  for  their 
patients,  it  would  take  a book  the  size  of 
Gray’s  Anatomy  to  do  it  on  the  same  basis 
that  I have  discussed  the  conventionalized 
lay  menus  taught  in  school  classes,  cook- 
books, and  magazines.  Except  for  the  menus 
for  diabetic  patients  gotten  out  by  commer- 
cial houses  manufacturing  insulin,  all  the 
menus  I have  seen  from  medical  men  or  clin- 
ics to  patients  have  been  so  verbose,  redun- 
dant, have  wandered  around  the  bush  and 
never  come  to  the  point,  and  have  shown  so 
little  of  scientific  understanding  of  nutri- 
tional principles,  that  I,  myself,  had  I been  a 
patient,  would  have  considered  them  quite 
useless,  and  that  I doubt  if  any  patient  ever 
uses  them.  The  usual  diet  prescription  con- 
sists of  two  or  three  hundred  words  of  an 
enormous  variety  of  all  sorts  of  possible 
foods,  75%  of  which  people  never  eat  any- 
way, and  the  rest  of  them  offering  choices 
so  confusing  and  uncertain  that  the  patient 
never  knows  where  he  is.  (Unquestionably 


there  are  individual  physicians  who  issue 
their  diets  in  a clear  and  concise  way;  I do 
not  happen  to  have  run  across  any  of  these 
and  am  speaking  of  those  which  are  in  gen- 
eral circulation.) 

There  is  only  one  possible  way  to  achieve 
success  by  means  of  a diet,  to  a patient.  That 
is  by  exactly  the  same  method  that  is  used  in 
diabetes.  The  treatment  of  diabetes  has  been 
successful  because  it  has  used  this  method. 

The  method  is  as  follows.  As  a concrete 
example,  let  us  suppose  that  we  wish  to  take 
weight  off  a patient.  First  of  all  we  must 
have  accurately  in  mind  the  precise  purpose 
which  we  wish  the  diet  to  accomplish.  This 
purpose  consists  of  giving  the  patient  exactly 
those  articles  which  will  help  him  replace  the 
waste  protein,  protect  himself  against  dis- 
ease and  acidosis  and  keep  up  his  energy 
stimulus  and  fuel  supply.  We  wish  to  avoid 
those  articles  which  will  go  into  storage,  and 
we  wish  to  give  a little  less  fuel  food  than  is 
sufficient  for  the  patient’s  daily  need.  We 
wish  to  give  some  foods  that  will  neutralize 
the  inevitable  acid  thus  formed.  If  we 
as  physicians  do  not  have  this  clearly  in 
mind,  we  can  never  plan  a diet  which  will  ac- 
complish the  purpose  safely.  If  we  do  have 
it  clearly  in  mind,  we  shall  be  able  to  teach 
the  patient  just  which  foods  contain  the  food 
element,  fat,  carbohydrate,  protein,  vitamins, 
minerals  and  water,  which  will  accomplish 
this  purpose.  The  patient  will  require  refer- 
ence tables;  he  will  require  frequent  confer- 
ences or  lessons  from  the  doctor.  He  may 
have  to  be  started  out  on  very  simple  menus, 
but  he  will  eventually  have  to  develop  the 
ability  to  plan  his  own  diets. 

If  anything  can  ever  be  accomplished  by 
the  diet  in  diseases  other  than  those  of  the 
metabolism,  it  will  have  to  be  done,  not  by 
bulky  menus,  mimeographed  or  printed,  or 
obtained  from  some  manufacturing  company 
and  handed  to  the  patient.  They  will  have  to 
be  obtained  by,  first  of  all,  the  physician 
getting  in  his  own  mind,  accurately,  the  ac- 
tual physiological  result  to  be  obtained:  gain 
or  loss  of  weight;  increase  or  decrease  in 
nitrogen  stimulating  factor;  increase  or  de- 
crease in  protein,  fuel,  or  storage  material; 
increase  or  decrease  of  acid  in  the  acid-base 
balance. 

He  will  have  to  know  how  to  obtain  these 
factors  from  food  articles  which  are  avail- 
able on  the  market  to  the  patient.  He  will 
have  to  know  how  to  teach  the  patient  to  do 
this  for  himself,  just  as  we  do  in  diabetes. 


Early  Recognition  of  Suicidal  Tendencies" 

HARRISON  A.  WIGTON,  M.  D. 
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It  is  said  that  every  perception  that  one 
experiences  is  accompanied  by  some  emotion- 
al reaction.  In  every  day  life,  many  pro- 
nounced emotional  reactions  occur  which  are 
well  wdthin  normal  bounds.  However,  vary- 
ing waves  of  emotional  exaltation  and  emo- 
tional depression  may  take  place  which  when 
further  exaggerated  become  hypomanic  and 
hypodepressive  states.  Usually  adequate 
causes  are  present  to  account  for  these  waves 
of  depression  or  melancholy  feelings.  As 
one  considers  the  causes  in  frankly  abnormal 
reaction  types  it  is  noted  that  the  depression 
is  deeper  and  without  adequate  external 
causes.  Profound  depression  may  occur  in 
the  various  hysterias,  in  toxic  and  infectious 
states,  in  organic  reaction  types,  in  paranoid 
depression,  in  manic  depressive  psychoses 
and  in  depressions  of  involutional  states.  In 
all  of  these  depressions,  suicidal  ideas  are 
apt  to  develop. 

An  early  recognition  of  such  trends  is  of 
great  importance  not  only  from  the  medical 
but  also  from  the  social  standpoint.  The 
difficulties  in  the  way  of  making  such  early 
recognition  are  evident  when  one  stops  to 
consider  that  such  tendencies  may  be  pres- 
ent in  persons  who  have  not  shown  in  con- 
duct any  marked  signs  of  depression  but  who 
may  have  had  such  ideas  in  the  form  of  ob- 
sessions for  a considerable  period  of  time. 
Suicidal  attempts  when  they  represent  a 
custom  or  standard  of  groups  of  people  such 
as  military  officers  who  in  some  countries  re- 
sort to  suicide  in  event  of  loss  of  battles,  can 
hardly  be  prevented.  Where  frank  depres- 
sion states  are  recognized  and  are  being 
treated,  suitable  precautions  can  usually  be 
made  to  guard  against  early  attempts  at  self 
destruction.  Where  attempts  have  been 
made,  a follow-up  system  is  advisable,  so  the 
disorder  is  not  lost  sight  of. 

From  the  social  standpoint  it  is  of  the 
greatest  importance  to  study  the  depressions 
associated  with  marital  difficulties  with  a 
view  to  finding  an  early  solution  of  such  dif- 
ficulties. The  legal  side  of  attempted  suicide 
should  be  called  to  the  attention  of  the  pub- 
lic in  order  that  a more  careful  watch  of  such 
patients  can  be  provided  and  suitable  treat- 
ment established  regardless  of  whether  the 
patient  appears  to  be  sick  or  not. 

•Presented  before  Omaha  Mid-West  Clinical  Society.  Omaha. 
Oct.  25.  1939. 
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In  the  public  health  reports  for  the  years 
1933  to  1937,  suicide  comes  eleventh  in  the 
principal  causes  of  death  in  the  United 
States.  It  immediately  follows  automobile 
and  other  accidents.  Suicide  is  between  three 
and  four  times  as  frequent  in  Nebraska  as 
is  homicide.  Appendicitis  causes  fewer 
deaths  than  does  suicide. 

In  the  depressive  states  with  suicidal 
trends  we  recognize  a lessening  of  the  psy- 
chic functions  with  manifestations  of  sad- 
ness and  general  sluggishness  of  all  organic 
functions.  These  states  are  characterized 
by  two  kinds  of  phenomena,  somatic  and 
psychic.  The  somatic  manifestations  are 
signs  of  general  physical  depression  as  is 
shown  by  a drooping  posture  of  the  head  and 
a tendency  for  the  eyes  to  look  on  the  ground. 
The  face  is  somewhat  expressionless,  the  at- 
titude is  one  of  fatigue.  The  voice  is  some- 
what subdued,  words  are  fewer  and  the 
speech  is  slower.  Vasomotor  changes  are 
pronounced,  such  as  are  shown  by  cold  hands, 
cyanosed  lips,  a lowered  body  temperature 
and  a slowing  of  the  pulse.  Digestive  troubles 
are  quite  common  and  are  shown  by  a coated 
tongue,  flatulence  and  loss  of  appetite.  Sen- 
sation is  diminished,  sleep  is  poor  and  rest- 
less. Mental  changes  are  noticeable  in  con- 
duct and  speech.  A complaint  of  a feeling 
of  sadness  together  with  a feeling  of  guilt 
is  not  uncommon.  A certain  humbleness  and 
indecision  is  apparent. 

Ideas  of  suicide,  more  or  less  fixed,  so  com- 
mon in  psychoses  of  the  depressive  reaction 
type,  may  also  be  found  in  paranoia  with  pre- 
meditated ideas  of  self  injury  or  self  destruc- 
tion. In  certain  hypochondriacal  states  self- 
mutilation  must  be  guarded  against.  In  al- 
coholism when  hallucinations  are  present,  im- 
pulsive acts  may  result  in  injury.  The  pur- 
posefulness of  such  attempts  may  usually 
be  shown  as  an  effort  to  escape  from  imagi- 
nary persecutions.  In  psychoneuroses,  simi- 
lar reactions  are  present  in  the  form  of  pho- 
bias and  obsessions.  Impulsions  may  have  a 
basis  in  heredity  trends,  in  homesickness  and 
in  a feeling  of  getting  even  with  some  one. 
In  states  of  mental  confusion  and  in  various 
senile  dementia  reactions  the  urge  to  self  de- 
struction may  be  very  troublesome  at  times. 
The  same  is  true  of  paresis  in  confusional 
states.  One  should  keep  in  mind  also  the 
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possibility  of  clear  suicidal  attempts  oc- 
curring in  an  early  case  of  paresis  where  the 
patient  is  a man  of  high  intelligence,  well 
aware  of  the  late  effects  of  the  disorder. 
Toxic  psychotic  states  as  in  morphinism 
with  forced  abstinence,  are  subject  to  sui- 
cidal thoughts.  It  must  not  be  forgotten 
that  hysteria  in  which  depression  always 
plays  a part,  may  develop  a special  reaction 
which  leads  to  suicide.  These  considerations 
should  impress  us  with  the  necessity  for 
guarding  against  any  untoward  actions 
which  may  occur  in  the  course  of  treatment 
of  any  disorder  in  which  mental  depression 
is  shown. 

There  has  not  been  much  change  in  the 
past  150  years  in  the  thoughts  upon  the  sub- 
ject of  suicide.  In  the  remote  past,  the  idea 
developed  that  suicide  was  a sin  and,  as 
other  works  of  the  devil  had  to  be  treated 
in  a certain  way,  so  self  destruction  should 
be  under  the  same  ban  as  other  sinful  acts. 
In  many  countries  attempted  suicide  for  a 
long  time  has  been  considered  a crime  to  be 
punished  by  imprisonment.  The  person  at- 
tempting suicide  may  be  arrested  and  legal 
action  taken  against  him.  However,  in  this 
community  there  have  been  very  few  in- 
stances as  I recall,  that  anything  has  been 
done  about  the  matter  except  to  recognize  an 
occasional  out-and-out  psychosis  and  arrange 
for  care  at  the  County  Hospital. 

We  have  indicated  that  certain  patients 
having  a severe  depressive  psychosis  are  po- 
tentially suicidal  and  are  placed  in  institu- 
tions where  such  reactions  can  be  more  easily 
guarded  against  but  it  is  quite  evident  that 
numerous  depressions  are  not  recognized  as 
potentially  suicidal  for  the  reason  that  sui- 
cide has  not  been  openly  threatened.  One 
finds  from  experience  that  the  involutional 
types  are  more  prone  to  be  persistently  sui- 
cidal than  are  some  other  forms  of  depres- 
sion. Therefore  such  types  should  be  under 
the  protection  of  a hospital  regardless  of 
whether  or  not  threats  of  self  injury  have 
been  made. 

The  constitutional  predisposition  to  this 
reaction  is  pretty  generally  recognized.  I re- 
call that  at  one  inquest  a young  man  whose 
father  had  just  accomplished  suicide  by  gun- 
shot wound  had  to  listen  to  testimony  which 
brought  out  the  fact  that  his  grandfather, 
and  his  great  grandfather  and  his  great, 
great  grandfather  had  done  away  with  them- 
selves in  the  same  manner  and  at  about  the 
same  age  of  late  maturity. 


Explanations  as  to  why  self  destruction  is 
resorted  to  have  never  been  satisfactory.  The 
motive  of  action  is  the  resultant  of  so  many 
different  forces  working  together  that  one  is 
apt  to  get  beyond  his  depth  in  trying  to 
separate  them  and  give  them  their  true  dy- 
namic values.  In  many  cases  the  psychic  fac- 
tors stand  out  with  considerable  prominence 
while  in  others  the  most  adept  detective 
work  has  to  be  done  and  oftentimes  the  re- 
sults are  not  so  very  convincing  to  any  one 
other  than  the  elaborator  of  the  explanation. 
In  many,  the  life  story  does  indicate  that 
there  is  a definite  endowment  of  certain  men- 
tal patterns  such  as  may  be  found  in  psycho- 
neuroses. Difficulties  of  adaptation  to  situa- 
tions are  shown  quite  early  in  life  as  well  as 
evidence  of  Oedipus  conflicts.  Often  times 
mental  mechanisms  which  lead  to  neuroses  in 
some  individuals,  in  others  lead  to  efforts  to- 
ward self-destruction.  The  motives  may  in- 
clude identity  with  another  person,  a wish 
to  punish  others,  a wish  to  punish  one’s  self 
or  to  attract  attention  and  gain  notoriety. 
Self-mutilation  seems  to  have  the  same  moti- 
vation. Self-punishment  is  merged  with 
paranoid  satisfactions. 

Nine  groups  of  diseases  are  said  to  have 
caused  72%  of  all  the  deaths  reported  in  1937 
according  to  the  Bureau  of  Census.  Suicide 
occupied  eleventh  place,  following  auto  acci- 
dents and  preceding  appendicitis.  Little  vari- 
ation has  been  noted  from  year  to  year.  A 
continuous  campaign  is  directed  against  an 
increase  in  the  auto  deaths.  Something  like- 
wise should  be  done  in  a precautionary  way 
to  lessen  suicidal  deaths  if  such  be  possible. 
There  are  a number  of  ways  in  which  at- 
tempts at  self-destruction  may  be  hindered. 
Cases  at  hospitals  falling  in  the  general 
groups  discussed  above,  should  be  cared  for 
on  the  first  or  ground  floor.  Alcoholics  with 
delirium  or  delirious  patients  from  any  cause 
are  prone  to  take  the  quickest  way  out  when 
hallucinating.  A window  looks  just  as  good 
as  a door  to  go  out  of.  The  patient  does  not 
stop  to  think  whether  it  is  the  first  floor  or 
the  fourth  floor.  Therefore  patients  de- 
veloping delirium  should  be  removed  to  the 
first  floor  if  possible. 

When  a patient  expresses  a wish  to  end  it 
all,  such  information  should  be  entered  in  red 
ink  on  the  chart  so  the  nurses  always  bear  it 
in  mind  in  order  that  suitable  precautions 
be  taken  even  after  the  depression  apparent- 
ly disappears.  If  a certain  method  of  self- 
injury  is  spoken  of  by  the  patient,  it  also 
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should  be  kept  in  mind  for  there  usually  is  a 
preference  for  one  particular  way  which  gen- 
erally remains  unchanged.  A history  of  a 
previous  attempt  thus  gives  an  indication 
as  to  the  method  which  will  be  tried  again. 
I recall  one  woman  w7hom  I treated  in  her 
fourth  attempt  at  suicide  by  the  morphine 
route.  A year  and  a half  later  I read  in  the 
newspaper  that  she  was  successful  in  the 
sixth  attempt  using  the  same  drug.  Special 
precautions  should  be  taken  with  depressive 
persons  on  holidays,  especially  Christmas.  In- 
volutional forms  of  depression  are  most  sui- 
cidal of  all  on  account  of  the  feeling  that  one 
has  committed  the  unpardonable  sin.  A 
mother  with  melancholy  reactions  sometimes 
feels  guilt  so  strongly  that  she  will  do  away 
with  her  child  at  the  same  time  she  attempts 
her  own  life.  Gas  is  not  uncommonly  made 
use  of  in  such  cases.  Automobile  exhaust 
gas  is  used  not  infrequently  in  double  sui- 
cides. Another  popular  method  consists  in 
leaping  from  high  places.  The  notoriety  of 
this  way  appeals  to  the  hysteroid  person- 
ality which  is  hungry  for  attention  and 
thrills. 

Treatment  of  depressions  depends  upon 
many  conditions  such  as  sex,  period  of  life, 
heredity,  illnesses,  emotional  conflicts  in 
childhood,  present  lack  of  adaptation  to  en- 
vironment, and  present  physical  condition 
such  as  foci  of  infection,  febrile  reactions, 
and  so  on.  Home  care  of  such  cases  is  not  to 


be  advised.  While  there  is  no  specific  treat- 
ment for  depressive  reaction  types,  still  we 
have  in  metrazol  and  in  insulin  plus  metrazol 
something  which  seems  to  break  the  vicious 
circle  and  allows  a return  to  normalcy.  This 
treatment  requires  hospitalization  in  a 
psychopathic  department  where  the  nurses 
are  experienced  in  such  work.  By  hypogly- 
cemia and  convulsive  therapy  the  time  of 
stay  in  the  hospital  is  cut  in  half.  The  pre- 
cautions taken  in  a psychopathic  ward  auto- 
matically guard  against  the  usual  methods  of 
suicide. 

Estrogen  in  involutional  types  is  some- 
times adequate  for  a cure  but  may  also  be 
used  in  conjunction  with  the  metrazol  treat- 
ment. 

It  is  to  be  hoped  that  the  medical  profes- 
sion will  pay  more  attention  to  suicide  as  a 
relatively  important  cause  of  death  in  this 
state  and  will  see  that  everyone  who  at- 
tempts to  end  his  life  shall  be  required  to 
take  some  treatment  such  as  is  available  in 
state  hospitals  or  psychopathic  departments 
of  general  hospitals.  A history  of  an  unsuc- 
cessful suicidal  attempt  any  time  in  the  past 
warrants  some  concern  and  should  not  later 
be  forgotten.  After  treatment,  a follow-up 
system  should  be  set  into  motion  by  some 
appropriate  county  or  state  organization  so 
that  the  proper  studies  of  home  conditions 
may  be  made  and  suitable  mental  hygiene 
be  instituted. 


WARNING 

Numerous  complaints  have  reached  the 
Registry  of  Medical  Technologists  regarding 
the  activities  of  a Mr.  C.  A.  Bartholomew  of 
Red  Bank,  New7  Jersey,  who  has  launched  an 
organization  styled  the  “American  Medical 
Technologists”  which  purports  to  issue  certi- 
ficates of  qualification.  It  is  soliciting  mem- 
bership especially  among  graduates  of  non- 
approved  schools  or  those  who  are  ineligible 
for  examination  by  the  standards  of  the  Reg- 
istry. 

Bartholomew  has  never  taken  the  Registry 
examination  but  assumes  the  designation  of 
M.  T.  after  his  name  in  his  drive  for  member- 
ship. He  has  also  presumed  to  give  approval 


to  a number  of  commercial  schools  which  are 
not  approved  by  the  Registry. 

This  enterprise  is  not  sponsored  by  any 
scientific  society  but  appears  to  be  motivated 
by  commercial  aspects,  as  a $5.00  registra- 
tion fee  is  solicited  from  those  desiring  to 
join. 

To  obviate  any  confusion  of  this  unauthor- 
ized movement  with  the  legitimate  work  of 
the  Registry  of  Medical  Technologists  of  the 
American  Society  of  Clinical  Pathologists, 
this  warning  is  issued  to  all  interested  in 
maintaining  high  standards  to  disseminate 
the  true  information  to  the  unwary  about  the 
standing  of  the  so-called  “American  Medical 
Technologists.” 

From  “American  Journal  of  Pathology”  : Volume  10,  Number 
3.  March,  1940,  p.  261. 


Prostatic  Hypertrophy  vs.  Neurogenic 
(Cord)  Bladder* 

Differential  Diagnosis 
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Omaha,  Nebr. 

From  the  Department  of  Urology 
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Severe  vesical  symptoms  of  acute  urinary 
retention  or  incontinence,  or  mild  vesical  dis- 
tress consisting  of  frequency  of  urination, 
nocturia  and  dysuria  may  be  caused  either 
by  a mechanical  obstructive  lesion  at  the 
vesical  neck,  most  frequently  prostatic  hy- 
pertrophy, or  by  a central  or  peripheral 
nerve  lesion.  The  latter  type  of  bladder  is 
often  spoken  of  incorrectly  as  a “cord  blad- 
der,” or  if  the  cause  is  known,  as  “tabetic 
bladder,”  or  frequently  simply  as  “paralyzed 
bladder.”  The  term  “neurogenic  dysfunction 
of  the  bladder”  is  more  inclusive. 

Many  aged  patients  are  vulnerable  to  neu- 
rological diseases  of  either  central  or  peri- 
pheral origin,  such  as  paralysis  agitans,  sub- 
acute combined  sclerosis  associated  with 
pernicious  anemia,  hemiplegias  of  various 
causes,  and  metastatic  carcinoma  involving 
various  sites  in  the  nervous  system.  The 
aged  patient,  too,  is  apt  to  develop  a pro- 
static obstruction,  making  it  important  that 
a differential  diagnosis  be  made  between 
these  two  types  of  bladders.  Urinary  symp- 
toms existing  in  a patient  with  a neurologi- 
cal lesion  need  not  necessarily  be  due  to  the 
disease  per  se,  but  obviously  might  be  due 
to  a co-existing  or  intercurrent  hypertrophy 
of  the  prostate.  Removal  of  the  prostatic 
obstruction  would  be  indicated  in  such  a case, 
but  if  the  urinary  symptoms  are  of  neuro- 
genic origin,  removal  of  the  obstruction 
would  result  in  incomplete  relief  or  urinary 
incontinence.  Close  cooperation  between  the 
neurologist  and  the  urologist  is  necessary  in 
such  complicated  cases. 

Differential  diagnosis  between  dysfunc- 
tions of  the  bladder  due  to  enlargement  of 
the  prostate  and  those  of  neurogenic  origin, 
then,  is  of  real  and  practical  importance. 
Complete  neurological  history  and  examina- 
tion are  of  primary  importance.  The  absence 
of  ankle  jerks,  the  presence  of  a relaxed  rec- 
tal sphincter,  or  the  finding  of  perineal  par- 
esthesia or  saddle  anesthesia  may  suggest  a 
neurological  cause  for  the  bladder  symptoms. 

Detailed  urological  history  is  of  value,  but 

•Presented  at  the  Nebraska  University  Hospital  staff  meeting, 
February’,  1939. 


the  bladder  symptoms  in  the  two  conditions 
frequently  are  similar.  Rectal  palpation  may 
reveal  a grossly  enlarged  prostate,  which 
may  or  may  not  be  causing  obstruction.  The 
opposite  is  true  also.  The  prostate  may  feel 
normal  to  rectal  touch  and  yet  a large  intra- 
vesical median  lobe  be  obstructing  the  vesi- 
cal neck.  At  the  time  the  residual  urine  is 
estimated  by  passing  a catheter  after  the  pa- 
tient has  voided,  the  length  of  the  prostatic 
urethra  may  be  estimated.  In  hypertrophy 
of  the  prostate,  the  posterior  urethra  is 
lengthened,  although  in  sclerosis  of  the  pros- 
tate causing  median  bar  obstruction,  this  is 
not  true.  Bladder  capacity,  sensation,  and 
detrusor  tone,  estimated  by  filling  the  blad- 
der, may  yield  important  information.  The 
large,  relaxed,  insensitive,  hypotonic  bladder 
of  tabetic  origin  may  be  simulated  by  long- 
standing prostatic  obstruction  without  in- 
fection, particularly  if  a large  diverticulum 
of  the  bladder  is  present.  In  the  latter  con- 
dition the  bladder  sensation,  although  im- 
paired, remains,  and  the  bladder  capacity 
usually  does  not  equal  that  of  the  tabetic 
bladder.  The  contracted,  spastic,  hypertonic 
bladder  seen,  for  example,  in  the  patient  with 
paralysis  agitans,  may  be  simulated  by  me- 
dian bar  sclerosis  of  the  prostate  with  sec- 
ondary cystitis  and  often  by  vesical  calculi. 

Cystograms,  obtained  by  filling  the  blad- 
der with  5%  sodium  iodide  will  outline  the 
bladder  and  prostatic  intrusion.  The  typical 
neurogenic  bladder  is  pyramid-shaped  and 
often  the  vesical  neck  is  relaxed  so  that  the 
posterior  urethra  is  visualized.  The  bladder 
outline  associated  with  prostatic  hyper- 
trophy is  more  rounded  and  frequently 
shows  coarse  trabeculations,  cellules  and  di- 
verticula on  its  surface. 

Cystoscopy  is  difficult  in  the  presence  of 
prostatic  hypertrophy,  not  only  because  it  is 
hard  to  introduce  the  instrument,  but  be- 
cause the  ocular  end  must  be  depressed 
markedly  to  visualize  the  interior  of  the  blad- 
der, whereas  cystoscopy  in  the  patient  with 
a neurogenic  bladder  is  often  easy  because 
relaxation  of  the  vesical  neck  and  prostatic 
urethra  makes  depression  of  the  ocular  end 
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unnecessary  and  the  posterior  urethra  may 
be  visualized  with  the  ordinary  instrument. 
This  is  a valuable  clue.  The  coarse  trabecu- 
lations  of  the  bladder  wall,  associated  with 
cellules  and  diverticula  seen  in  prostatic  ob- 
struction, may  be  differentiated  from  the 
fine  trabeculations  seen  in  the  neurogenic 
bladder.  Obviously,  the  extent  of  prostatic 
intrusion  and  the  degree  of  enlargement  may 
be  better  estimated  by  cystoscopic  observa- 
tion. 

Doubt  may  still  exist  as  to  the  exact  cause 
of  the  urological  symptoms  even  in  the  pres- 
ence of  frank  vesical  neck  obstruction.  A 
practical  and  more  precise  method  of  diagno- 
sis supplementing  those  enumerated,  is  cys- 
tometry. Cystometric  readings  are  obtained 
with  a manometer  adapted  to  this  use  which 
records  intrabladder  pressure  at  intervals  of 
bladder  filling.  I have  previously  called  at- 
tention to  the  practical  use  of  this  instru- 
ment which  is  called  a cystometer.*  There- 
fore, only  a brief  description  of  the  cysto- 
meter and  a short  discussion  of  the  types  of 
neurogenic  bladders  need  be  given. 

There  are  two  main  groups  of  neurogenic 
bladders,  hypotonic  and  hypertonic.  The 
hypotonic  bladder  (Fig.  3)  shows  evidence  of 
a relaxed  detrusor  muscle,  a contracted  vesi- 
cal sphincter,  and  a large  bladder  capacity. 
Expulsive  force  is  therefore  lost  and  the 
bladder  distends  until  sufficient  bladder 
pressure  is  reached  to  cause  the  urine  to  spill 
over.  This  results  in  paradoxical  but  not 
true  incontinence.  The  hypertonic  bladder 
(Fig.  2),  on  the  other  hand,  shows  evidence 
of  a spastic  detrusor  muscle.  The  bla'dder  is 
contracted  and  therefore  the  capacity  is 
small.  The  internal  sphincter  is  relaxed, 
thus  causing  true  incontinence. 

The  cystometer  is  simply  a mercury  mano- 
meter designed  to  record  the  response  or 
tonus  of  the  detrusor  muscle  of  the  bladder 
to  gradual  instillation  of  fluid.  As  the  blad- 
der begins  to  fill,  the  patient  is  instructed  to 
tell  the  operator  when  he  feels  the  first  de- 
sire to  void.  This  is  recorded  on*  the  curve 
as  (F).  Filling  is  continued  and  notations 
are  made  of  the  points  at  which  pain  of  over- 
distention (P)  and  severe  pain  are  reached 
(SP).  The  patient  is  then  instructed  to 
make  an  effort  to  empty  his  bladder  (strain), 
thus  recording  the  maximum  voluntary  blad- 
der pressure  (S). 

The  normal  curve  (Fig.  1)  rises  slowly 

♦Use  of  the  Cystometer  in  Diagnosis  of  Neurogenic  Bladders, 
Nebraska  State  M.  J.,  February,  23 :63,  1939. 


with  each  50  cc.  of  fluid  instilled,  always  re- 
mains below  40  mm.  of  mercury  and  becomes 
more  acute  after  500  cc.  of  fluid  have  been 
introduced.  The  normal  first  desire  to  void 
occurs  between  150  and  250  cc.  The  maxi- 
mum voluntary  pressure  is  between  40  and 
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Figure  1.  Cystometrogram  in  a normal  bladder. 

60  mm.  of  mercury.  Therefore,  four  im- 
portant points  are  noted  in  a cystometro- 
gram: 1,  first  desire  to  void;  2,  feeling  of 
fullness  or  pain  of  overdistention;  3,  maxi- 
mum voluntary  bladder  pressure  and,  4,  the 
relative  pressure  curve.  All  four  of  these 
factors  need  not  be  in  agreement  in  any  sin- 
gle case,  but  if  three  out  of  four  correspond, 
a definite  diagnosis  can  be  made. 
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Figure  2.  Cystometrogram  in  a typical  hypertonic  bladder. 

The  hypertonic  bladder  (Fig.  2)  shows  a 
shift  of  the  first  desire  to  void  to  the  left 
(between  50  and  150  cc.),  a shift  of  the  full 
point  to  the  left  (between  200  and  400  cc.) 
and  a relatively  high  pressure  curve  and  high 
maximum  voluntary  bladder  pressure  <60  to 
100  mm.  of  Hg.).  The  hypotonic  bladder  on 
the  contrary  shows  a shift  to  the  right  and 
relatively  low  pressures  throughout.  The 
bladder  capacity  may  exceed  1200  to  1400  cc. 
The  first  desire  to  void  is  usually  not  ob- 
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tained  until  250  to  300  cc.  of  fluid  have  been 
introduced  into  the  bladder  and  in  extreme 
cases  there  may  be  no  desire  to  void  at  all. 


mm. 
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Figure  3.  Cystometrogram  in  a typical  hypotonic  bladder. 

Cystometric  studies  in  cases  of  neurogenic 
bladder  dysfunction  will  give  much  informa- 
tion of  practical  value  pertaining  to  diagno- 
sis, prognosis  and  treatment.  This  discus- 
sion, however,  is  limited  to  the  differentia- 
tion of  the  neurogenic  bladder  dysfunction 
from  those  of  obstructive  origin. 

Two  brief  case  reports  may  be  of  value  in 
illustrating  the  importance  of  accurate  dif- 
ferential diagnosis  between  bladder  symp- 
toms of  neurogenic  origin  and  those  due  to 
the  obstructing  prostate. 

Case  1.  C.  H.,  age  66,  Nebraska  Methodist  Hospital, 
No.  117239.  Eleven  years  ago,  patient  began  to  com- 
plain of  paresthesia  of  the  lower  extremities,  in- 
creasing in  the  next  two  years  to  involve  the  lower 
abdomen,  accompanied  by  vesical  symptoms  of  ob- 
struction and  retention.  A small  sclerotic  area  found 
in  the  cord  by  laminectomy  was  split  longitudinally. 
Following  operation  (1930)  the  paresthesia  was 
greatly  improved  but  the  vesical  symptoms  of  ob- 
struction continued  and  he  voided  with  difficulty  un- 
til two  months  before  admission  to  the  Methodist 
Hospital  in  October,  1936,  when  it  became  necessary 
for  him  to  be  catheterized  upon  several  occasions. 
For  over  two  months  he  catheterized  himself  sev- 
eral times  a week.  The  residual  urine  varied  be- 
tween 300  and  600  cc.  The  bladder  was  distended 
2 cm.  above  the  symphysis.  The  rectal  sphincter 
was  normal  in  tone.  The  prostate  was  uniformly 
enlarged  to  two  times  normal  size.  This  patient 
had  received  competent  medical  treatment  during 
the  nine  years  prior  to  hospital  admission,  during 
which  time  he  had  been  allowed  to  progress  under 
the  diagnosis  of  “cord  bladder.”  The  finding  of  a 
prostate  somewhat  enlarged  at  that  time  suggested 
that  this  might  be  the  cause  of  the  patient’s  vesical 
symptoms,  although  it  was  thought  that  the  prostate 
was  not  much  changed  from  that  noted  at  earlier 
examinations. 

Cystoscopic  examination  showed  marked  median 
and  moderate  lateral  lobe  enlargement  and  a few 
fine  trabeculations  of  the  bladder  wall.  The  pyelo- 
grams  were  normal.  The  finding  of  an  enlarged 
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and  slightly  obstructing  prostate  shemed  to  be  ample 
cause  for  the  retention. 

However,  further  evidence  was  desirable  to  defi- 
nitely rule  out  a neurogenic  cause  as  well.  The 
cystometric  curve,  together  with  the  first  desire  to 
void,  the  bladder  capacity,  and  the  maximum  volun- 
tary bladder  pressure  were  all  within  normal  limits. 
The  reading  definitely  ruled  out  neurogenic  bladder. 

Transurethral  prostatic  resection  done  on  October 
17,  1936,  removing  7 grams  of  prostatic  tissue,  ef- 
fected a cure  of  urinary  symptoms.  Three  days 
after  operation  the  retention  catheter  was  removed 
and  the  patient  voided  spontaneously,  emptying  his 
bladder  completely.  The  residual  urine  has  been 
determined  on  numerous  occasions  during  the  past 
three  years  and  has  varied  between  0 and  50  cc.  He 
now  voids  freely  and  easily  and  is  entirely  symptom- 
free. 

This  case  demonstrates  nicely  the  useful- 
ness of  the  cystometer  in  differentiating  the 
neurogenic  bladder  from  the  obstructed  blad- 
der as  a result  of  prostatic  hypertrophy.  Had 
the  two  conditions  co-existed,  perineal  pros- 
tatectomy or  transurethral  prostatic  resec- 
tion would  have  been  done  with  a great  deal 
more  hesitancy  and  with  a much  more 
guarded  prognosis  as  to  ultimate  bladder 
control  and  function. 

Case  2.  A.  W.,  age  52,  Nebraska  Methodist  Hos- 
pital. This  patient,  seen  in  July,  1936,  complained  of 
frequency,  incomplete  emptying  of  the  bladder,  and  a 
slow,  weak  urinary  stream  during  the  previous  six 
years.  Examination  showed  a relaxed  rectal  sphinc- 
ter and  a boggy  prostate  twice  normal  in  size.  The 
prostatic  secretion  contained  pus  grade  3.  The  resi- 
dual urine  was  240  cc.  No  abnormal  reflexes  or 
neurological  findings  were  noted. 

Cystoscopy  showed  mild,  coarse  trabeculations  and 
a slight  intrusion  of  the  median  lobe  of  the  prostate. 
Granulation  tissue  seen  in  the  posterior  urethra  gave 
evidence  of  chronic  infection.  The  examination  of 
the  upper  urinary  tract  was  negative.  Because  of 
the  relaxed  rectal  sphincter  and  marked  residual 
urine  without  good  expulsive  power  and  only  slight 
enlargement  of  the  median  lobe  of  the  prostate,  it 
was  thought  possible  that  this  patient  had  an  early 
neurogenic  bladder  without  other  neurological  signs. 
Accordingly,  a cystometrogram  was  done  which 
showed  a fairly  normal  reading.  The  first  desire  to 
void,  maximum  voluntary  bladder  pressure,  and  blad- 
der capacity  were  all  normal.  However,  the  pres- 
sure curve  was  rather  low.  Normal  cystometric 
determination  ruled  out  neurogenic  bladder. 

While  this  case  is  not  so  spectacular  as 
Case  1,  the  normal  cystometric  reading 
helped  to  rule  out  the  diagnosis  of  neurogenic 
bladder. 

The  patient  was  treated  by  prostatic  mas- 
sage and  bladder  irrigation  in  an  effort  to 
minimize  the  gross  infection  of  the  prostate 
and  thereby  reduce  the  edema  and  size  of  the 
prostate.  Symptomatic  improvement  re- 
sulted and  reduction  of  the  amount  of  resid- 
ual urine  occurred  under  these  conservative 
measures. 


Urinary  Calculi  " 

(Urolithiasis) 

CLAUDE  W.  MASON,  M.  D.,  F.  A.  C.  S. 
Omaha 


A urinary  calculus  is  a deposit  of  salts 
precipitated  from  the  urine,  and  it  may  form 
in  any  portion  of  the  urinary  tract;  kidney 
substance,  kidney  pelvis,  ureters,  urinary 
bladder  (within  the  prostatic  substance-sem- 
inal vesicles),  urethra,  and,  in  the  case  of 
phymosis  (not  true  urinary  tract),  between 
the  glans-penis  and  the  prepuce. 

This  condition  is  one  of  the  oldest  and 
earliest  of  the  surgical  problems,  and  one 
that  has  not  been  fully  solved  to  date,  al- 
though a great  deal  of  progress  has  been 
made.  Many  substances  are  excreted  through 
the  kidneys.  Some  of  them  are  inorganic 
and  some  are  organic,  some  are  almost  in- 
soluble in  water  or  urine  such  as  uric  acid 
and  calcium,  and  some  are  more  or  less  solu- 
ble. All  of  us  have  noticed  in  our  routine  ex- 
amination of  urine  solid  precipitations  espe- 
cially uric  acid,  calcium  oxalate,  and  the 
amorphous  phosphates.  In  fact,  this  is  nor- 
mal and  no  stone  formation  takes  place.  It 
is,  therefore,  evident  that  some  change  must 
take  place  in  the  urine  chemically  or  physi- 
cally to  cause  stone  formation. 

Etiology:  The  real  or  true  etiology  is  vet 
to  be  discovered.  I personally  believe  that 
there  mav  be  many  causes  or  contributing 
factors,  but  many  theories  have  been  ad- 
vanced. (a)  Supersaturation,  (b)  Nucleus  as 
bacteria  (same  as  in  the  gall-bladder),  or 
mucus,  epithelium,  products  of  inflamma- 
tions, clumps  of  pus  cells,  blood  cells,  and  so 
forth.  This  is  not  a good  explanation.  How- 
ever, to  quote  Richard  Chute(1) : “In  the 
course  of  the  last  three  years  at  the  Stone 
Clinic  at  the  Massachusetts  General  Hospital 
I have  become  increasingly  impressed  with 
the  prevalence  and  potency  of  the  urea-split- 
ting, alkalinizing  bacteria  in  the  formation 
of  urinary  stones.”  These  bacteria  split  the 
urea  with  the  formation  of  ammonia,  alkalin- 
izing the  urine,  causing  precipitation  of  the 
calcium  and  phosphate  salts.  This  accounted 
for  eighty  per  cent  of  cases  with  recurrent 
or  multiple  stones  in  his  series,  (c)  Foreign 
bodies — always  accidental,  (d)  Incomplete 
emptying  of  the  bladder.  Residual  urine  al- 
most always  becomes  alkaline  and  hence  pre- 
cipitation of  solid  salts  and  irritation  to  blad- 

*Presented  before  Omaha  Mid-West  Clinical  Society,  Omaha. 
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der  mucus  membrane,  (e)  The  most  modern 
etiological  explanation  and  probably  the  best 
was  given  by  Osborne,  Mendel,  and  Terry(2), 
in  their  article,  “Deficiency  in  Fat  Soluble 
Vitamin  A.”  Steiner-Zuger,  Kramer(3),  quot- 
ing the  above  men,  state:  “Although  numer- 
ous investigators  have  succeeded  in  inducing 
urinary  lithiasis  in  rats  by  employing  similar 
diets  (e.i.  those  deficient  in  Vitamin  A),  it 
has  been  evident  that  the  role  of  Vitamin  A 
in  the  disease  is  by  no  means  clear.  Simul- 
taneously operating  factors,  such  as  improp- 
er mineral  balance  of  the  diet,  the  lack  of 
other  accessory  factors,  excessive  alkalinity 
of  the  urine  and  the  presence  of  urinary  in- 
fection have  been  variously  implicated  by 
workers  who  have  used  rats  in  their  studies. 

. . . “Renal  and  ureteral  calculi  produced 
in  nine  out  of  thirty-five  guinea  pigs  by  diets 
deficient  in  Vitamin  A,  brought  about  histo- 
logical changes  of  pelvis  and  ureter  from  nor- 
mal epithelium  to  stratified  keratinized  epi- 
thelium. Vitamin  A deficiency  apparently 
caused  hypoplasia,  then  metaplasia,  and 
finally  atrophy  of  pelvic  and  ureteral  muco- 
sa. Large  plaques  of  desquamated  epithe- 
lium act  as  niduses  for  formation  of  calculi.” 

Composition:  Usually  calcium  carbonate, 
calcium  oxalate,  the  phosphates  or  uric  acid, 
ammonium  urate,  cystin,  and  so  forth.  Many 
are  colored  with  blood  deposits. 

Pathology:  In  the  kidney  there  may  be 
great  destruction  in  long  standing  cases. 
Many  are  symptom  free  as  long  as  the  calcu- 
lus is  in  the  kidney.  Where  a ureteral  cal- 
culus is  present  there  is  usually  not  a great 
deal  of  damage  unless  the  calculus  becomes 
permanently  lodged  in  the  ureter.  When  this 
happens  back  pressure  causes  hvdronephro- 
sis.  In  the  bladder  a chronic  cystitis  results, 
and  if  pus  infection  exists,  a severe  ulcera- 
tive cystitis  may  be  found. 

Symptoms:  Renal  colic  either  from  kidney 
pelvic  obstruction  or  a ureteral  stone.  In- 
fection is  a serious  complication  causing 
symptoms  of  a pylonephritis  and  pyuria.  The 
usual  site,  however,  is  in  the  bladder  with 
symptoms  of  cystitis  plus  extreme  pain  due 
to  cramping  of  the  muscles  of  the  bladder 
walls  down  against  the  stone.  There  is  also 
frequency,  dysuria,  hematuria,  and  sudden 
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stopping  of  the  flow  of  urine  and  pain.  This 
is  characteristic.  There  is  a severe  bearing 
down  pain  radiating  to  the  shaft  and  espe- 
cially to  the  glans-penis. 

Diagnosis  is  made  from  the  symptoms. 
Usually  if  the  stone  is  in  the  bladder  it  can 
be  found  with  a sound  like  instrument  called 
a Stonesearcher.  The  click  against  the  stone 
can  be  easily  felt  and  often  heard.  This  is  a 
positive  diagnostic  finding.  The  x-ray  will 
show  the  calculus  in  any  location  in  the  uri- 
nary tract  if  the  stone  is  of  any  size. 

Treatment : Aside  from  prophylaxis  the 
treatment  is  nearly  always  a surgical  proce- 
dure. At  the  present  time  prophylaxis  con- 
sists in  a proper  amount  of  Vitamin  A,  plenty 
of  fluids,  and  keeping  the  urine  acid.  Medi- 
cal treatment  is  limited  to  antispasmodics  es- 
pecially for  small  ureteral  stones. 

Surgical  technique  depends  upon  the  loca- 
tion of  the  stone.  Many  stones  can  be  re- 
moved from  the  pelvis  and  calices.  This  is 
the  procedure  of  choice  if  there  are  stones  in 
both  kidneys.  If  unilateral  and  the  kidnev 
function  of  the  good  side  is  normal,  the  af- 
fected kidney  may  be  removed.  Ureteral 
stone  usually  can  be  excised  and  the  ureter 
repaired.  In  the  case  of  a bladder  stone  two 
procedures  are  possible: 

First,  if  the  stone  is  under  5 cm  in  dia- 
meter, lithoplaxy  in  the  hands  of  an  exper- 
ienced operator  is  the  best.  This  consists  of 
crushing  the  stone  with  a lithotrite  into  small 
sand-like  fragments  and  washing  out  the 
bladder  with  a special  suction  apparatus. 

Second,  if  the  stone  is  large,  a supra-pubic 
cystotomy  must  be  done  (a  perineal  cystoto- 
my for  stone  is  mentioned  only  to  condemn 
it).  In  my  experience  it  is  best  to  make  a 
supra-pubic  incision  in  the  midline,  going 
down  between  the  pyramidal  muscles  or  split- 
ting one  of  them,  not  going  above  the  apex 
of  the  muscle.  Then  breaking  through  with 
blunt  dissection  into  the  space  of  Retzius, 
the  peritoneal  layer  is  carefully  pulled  up- 
ward and  away  from  the  bladder  until  a space 
about  1 y2  to  2 cm  of  the  bladder  surface  is 
exposed — care  being  taken  not  to  loosen  the 
bladder  from  its  pubic  anchorage.  Then, 
having  a sound  in  the  empty  bladder,  have 
the  assistant  force  the  bladder  wall  into  the 
abdominal  wound.  Then  place  a ten-day 
chromic  suture  through  the  entire  thickness 
of  the  bladder  wall  including  the  mucus  mem- 


brane on  each  side  of  the  sound,  leaving  these 
sutures  long  to  act  as  retractors.  Cut  down 
onto  the  point  of  the  sound  until  the  sound 
protrudes  into  the  wound.  Then  pushing  the 
sound  upwards,  a hemostat  can  be  inserted 
into  the  bladder.  The  sound  is  then  removed 
and  the  hemostat  opened,  tearing  the  bladder 
wall  vertically  until  two  fingers  can  be  in- 
serted into  the  bladder.  Palpate  digitally 
for  the  stone  or  stones.  The  stone  forceps 
are  then  inserted  and  the  stone  extracted 
in  just  the  same  manner  as  an  obstetrical  for- 
ceps delivery.  For  large  stones  I had  a spe- 
cial forceps  made  on  the  plan  of  the  obste- 
trical forceps  so  I could  insert  first  one  and 
then  the  other  blade  and  then  lock  them. 
Then  I tie  down  my  two  retraction  sutures 
which  controls  the  major  bleeding  points. 

Then  the  question  of  closure  confronts  us. 
I soon  learned  that  suturing  of  the  bladder 
and  abdominal  wound  in  these  old  infected 
cases  did  not  do  well.  Each  suture  became 
a drain.  A rubber  tube  sewed  in  formed  a 
slow  healing  tract,  and  I found,  not  infre- 
quently, an  infiltration  of  urine  into  the 
space  of  Retzius  and  subcutaneous  tissue 
with  a severe  cellulitis,  with  a slough  of  six 
to  eight  weeks’  duration.  A better  proce- 
dure is  to  put  in  a simple  gauze  drain  for 
about  twenty-four  hours,  or  until  clear  non- 
hemorrhagic  urine  was  draining  out.  The 
drain  is  then  removed.  The  wound  contracts 
down  to  an  unbelievably  small  calibre  and  the 
wound  fills  in  by  granulation  in  from  ten  to 
fifteen  days.  I have  never  had  one  form  a 
permanent  fistula.  The  difficulty  is  the  tak- 
ing care  of  the  draining  urine  in  these  cases. 
Large  absorbent  packs,  frequently  changed, 
will  take  care  of  the  problem  in  most  cases. 
Generous  application  of  zinc  oxide  ointment 
around  the  wound  will  protect  the  skin  from 
irritation. 

The  small  incision,  the  rapid  healing,  and 
almost  negligible  scar,  I believe,  are  all  fac- 
tors that  we  should  take  into  consideration. 
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THE  SEVENTY-SECOND  ANNUAL 
ASSEMBLY 

The  seventy-second  annual  assembly  of 
the  Nebraska  State  Medical  Association 
marks  another  milestone  in  the  history  of 
organized  medicine  in  this  state.  The  pro- 
gram committee  is  again  to  be  commended 
not  only  for  the  careful  selection  of  the 
papers  presented  and  the  persons  chosen  to 
make  these  presentations,  but  as  well  for  the 
careful  arrangement  of  the  material  ac- 
cepted. In  times  past  the  thought  was  fol- 
lowed that  the  first  morning  did  not  amount 
to  much  and  therefore  the  minor  papers  were 
distributed  with  that  policy  in  mind.  That 
the  small  attendance  at  the  beginning  of  the 
sessions  was  the  result  rather  than  the  cause 
of  this  policy  was  proven  for  the  first  time 
this  year. 

More  than  fifty  per  cent  of  the  total  regis- 
trants (709)  for  the  week  came  for  and  at- 
tended the  first  session.  Interesting  papers 
delivered  by  competent  speakers  created  an 
unprecedented  enthusiasm  which  pervaded 
the  meeting,  and  this  enthusiasm  endured 
the  entire  session. 

Again  the  Journal  is  proud  of  the  papers 


read  by  the  members  of  our  own  Associa- 
tion. Well  prepared,  well  read  theses  given 
by  these  gentlemen  received  attention  and 
consideration  due  them.  These  essayists 
proved  themselves  prophets  not  only  in  their 
own  rights  but  what  is  unique,  in  their  own 
country ! 

What  is  true  of  the  speakers  is  equally 
true  of  the  scientific  exhibitors.  The  scien- 
tific exhibits  have  become  an  accepted  pro- 
cess for  objective  teaching  and  only  those 
who  have  occasion  to  prepare  an  exhibit  can 
fully  appreciate  the  effort  involved  in  its 
preparation.  Yet  here  again  our  members 
deserve  credit.  Taken  as  a whole  the  annual 
sessions  have  proved  themselves  important 
post-graduate  institutions  of  excellent  cali- 
ber. It  is  to  be  hoped  that  they  continue  in 
the  same  trend. 


MEDICINE  AND  LEGAL  JUSTICE 

When  the  House  of  Delegates  at  the  last 
Annual  Session  created  a committee  to  co- 
operate with  the  Bar  Association  for  improv- 
ing the  status  of  the  medical  witness  in  court, 
it  fulfilled  a need  of  long  standing.  The 
doctor’s  role  in  court  is  assuming  constantly 
increasing  importance,  and  that  the  situation 
is  far  from  satisfactory  is  no  secret  to  the 
medical  profession  nor  to  the  courts  anxious 
to  utilize  expert  testimony.  The  ramifica- 
tions of  the  problem  are  legion.  The  expert 
on  the  witness  stand,  the  pathologist  behind 
the  scene,  the  psychiatrist  in  his  socio-medico 
relationship,  all  point  to  the  complexity  of 
the  problem.  The  legal  profession  in  its  ef- 
fort to  enlist  technical  information  utilized 
in  behalf  of  a client  will  often  resort  to  a 
choice  that  is  not  strictly  within  the  province 
of  justice.  Expert  testimony  implies  techni- 
cal knowledge  in  a given  field. 

The  possession  of  an  M.  D.  degree  by  no 
means  implies  the  possession  of  specific 
knowledge  in  all  domains  of  medicine  and 
surgery.  This  is  well  depicted  in  a state- 
ment by  Dr.  Roy  W.  Fouts,  former  presi- 
dent of  the  Nebraska  State  Medical  As- 
sociation in  a recent  address  before  the  Oma- 
ha Bar  Association  when  he  said,  “The  in- 
telligent layman  who  reads  a court  trial  in 
the  public  press  is  often  confused  by  the  re- 
port of  the  directly  opposite  testimony  given 
by  alleged  medical  experts  in  court.  The  un- 
intelligent reader  shrugs  his  shoulders  and, 
with  the  prerogative  of  mediocrity,  assumes 
that  one  can  buy  opinion  for  either  side,  pro- 
viding the  price  is  right.”  Quoting  a supreme 
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judge  on  a decision  involving  medical  testi- 
mony in  a compensation  case,  Dr.  Fouts 
states,  “To  me,  the  antipodal  disagreement 
of  these  ‘medical’  experts  on  whether  demon- 
strable physical  conditions  exist  or  not  is 
disappointing  and  bewildering.  It  shakes  my 
faith  a little  in  the  skill  of  the  medical  pro- 
fession or  in  its  scientific  impartiality.” 
Thus  is  there  not  only  a problem  but  in- 
deed a challenge  to  the  profession  that  can- 
not be  taken  lightly  if  it  is  to  perform  its 
duties  to  the  public  and  to  the  courts  which 
the  public  maintains.  It  is  ardently  hoped 
that  the  committee  now  appointed  will  set  to 
work  diligently  in  an  effort  to  lead  the  two 
professions  out  of  the  fog  so  that  medicine 
will  occupy  its  rightful  place  in  protecting 
public  interest  through  helping  the  courts  in 
administering  justice. 


NUTRITIONAL  DEFICIENCIES 

It  is  generally  appreciated  by  every  prac- 
ticing physician  that  there  exist  certain  clin- 
ical manifestations  the  symptoms  of  which 
frankly  point  to  diseases  of  nutrition.  These 
diseases  are  well  defined  and  the  physician  on 
the  alert  experiences  little  difficulty  in  their 
diagnoses  and  prides  himself  at  times  on  the 
successful  alleviation  of  these  symptoms. 
Scurvy,  pellagra,  hypothyroidism  and  a host 
of  other  well  defined  clinical  entities  come  in 
this  group.  However,  the  problem  of  diagno- 
sis of  latent  nutritional  insufficiencies  is  not 
nearly  as  clear  as  is  the  case  of  the  frank 
deficiencies.  There  are  a host  of  sub- 
nutritional  states  which  manifest  them- 
selves in  inefficiency  of  the  patient  rather 
than  in  well  accepted  symptoms  of  dis- 
ease. Considerable  light  on  these  states 
has  come  to  our  attention  as  a result 
of  laboratory  studies  of  vitamins  and  endo- 
crine secretions.  Thus,  while  the  recognition 
of  a case  of  scurvy  requires  little  more  than 
a basic  knowledge  of  symptoms  of  the  dis- 
ease, and  while  the  cretin  is  easily  enough 
recognized  as  a case  of  marked  thyroid  in- 
sufficiency, there  are,  nevertheless,  sub-clini- 
cal states  that  characterize  these  deficiencies 
which  may  be  recognized  early  and  alleviated 
to  a great  extent  through  the  supply  of  the 
deficient  product.  Many  of  these  specific 
conditions  manifest  themselves  as  symptoms 
referable  to  certain  organs  or  tissues.  Meikle- 
john*  presents  an  excellent  review  of  the 
problem  and  concludes  that  the  correct  diag- 
nosis of  nutritional  deficiency  usually  de- 
pends upon  the  clinical  appraisal  of  informa- 


tion obtained  from  the  history,  physical  ex- 
amination and  laboratory  tests.  This  author 
cautions  that  to  administer  vitamins  or  hor- 
mones blindly  on  mere  suspicion  of  deficiency 
disease  is  not  good  medicine.  However,  the 
watchful  physician  will  evaluate  the  case  un- 
der suspicion,  and  thus  prevent  the  develop- 
ment of  a truly  nutritional  disease  which  is 
productive  of  the  social  and  economic  ineffi- 
ciency so  frequently  observed  in  patients 
with  asymptomatic  nutritional  syndromes. 

*Meiklejohn,  The  New  England  Journal  of  Medicine,  Vol.  222, 
page  760,  May  2,  1940. 


Nebraska  State  Medical  Association 
GOLF  TOURNAMENT  AND  TRAP  SHOOT 

The  Golf  Tournament  and  Trap  Shoot  held 
in  connection  with  the  Annual  Assembly  of 
the  Nebraska  State  Medical  Association  was 
held  on  Monday,  April  22,  1940,  at  the  Happy 
Hollow  Club,  Omaha.  Winner  of  trophies  in 
the  Golf  Tournament  are  as  follows : 

Silver  trophy  (permanent)  donated  by  the 
Nebraska  Power  Co.,  won  by  Dr.  Paul  W. 
Tipton,  Omaha.  1st  low  gross,  18  holes. 

Gold  trophy  (2-year  circulating)  donated 
by  W.  A.  Piel  Drug  Co.,  won  by  Dr.  W.  L. 
Sucha,  Omaha,  Seniors’  tournament. 

Silver  trophy  (2-year  circulating)  donated 
by  W.  A.  Piel  Drug  Co.,  won  by  Dr.  J.  R. 
Moritz,  Beatrice,  1st  low  net,  18  holes. 

The  Silver  trophy  (3-year  circulating)  do- 
nated by  John  O’Brien  Drug  Co.,  for  the  trap 
shoot,  was  won  by  Dr.  Eli  A.  Watson  of 
Grand  Island. 

Other  prizes  were  donated  by  Abbott  Co., 
Alpersons,  American  Optical  Co.,  Chas.  J. 
Assman  Clothing  Co.,  Baum  Drug  Co.,  Bea- 
ton Drug  Co.,  John  Beranek,  Berg  Clothing 
Co.,  Brandeis  Store,  Browning  King,  City 
National  Drug  Co.,  Cleo  Vess  Beverage  Co., 
Fontenelle  Hotel,  General  Electric  X-ray 
Corp.,  John  A.  Gentleman,  Graham  Ice  Cream 
Co.,  Green  Pharmacy,  Gould  Drug  Co.,  C.  C. 
Heafey,  Howard  Drug  Co.,  Kunold  Mortuary, 
L.  A.  Leepke,  Liggett  Drug  Co.,  Ludmill, 
Mead  Johnson  Co.,  Medical  Arts  Barber  Shop, 
McKesson  & Robbins,  Omaha  Ambulance, 
Palace  Ambulance,  Paxton  Hotel,  Peoples 
Cab,  Phebus  Surgical  Co.,  Physicians  Optical 
Co.,  Professional  Supply  Co.,  Redick  Tower 
Garage,  Riggs  Optical  Co.,  Seiler  Surgical 
Co.,  A.  G.  Spalding  & Brothers,  Upjohn  Co., 
John  Wyeth  & Co.,  Yellow  Cab  Co.  Falstaff 
beer,  milk,  chocolate  milk,  and  buttermilk 
were  served  at  the  Club  through  the  courtesy 
of  the  Falstaff  Brewing  Co.,  and  Associated 
Dairies. 
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IN  (JlEMORIAM 

As  from  the  power  of  sacred  lays 
The  spheres  began  to  move, 

And  sung  the  Great  Creator’s  praise 
To  all  the  best  above ; 

So  when  the  last  and  dreadful  hour 
This  crumbling  pageant  shall  devour. 

The  trumpet  shall  be  heard  on  high. 

The  dead  shall  live,  the  living  die, 

And  music  shall  untune  the  sky. 


Abbott,  C.  E.  - - - - Dec.  17,  1939 
Ammerman,  Ulysses  S.  - Jan.  19,  1939 
Bartlett,  Arthur  - - - Oct.  25,  1939 
Beatty,  John  Ray  - - - Oct.  5,  1939 
Beghtol,  J.  V.  - - - - Feb.  6,  1940 

"Buis,  John Aug.  7,  1939 

Campbell,  R.  B.  - - - Jan.  22,  1940 

Clark,  Freeda  May  - - Feb.  5,  1939 
’"Condon,  A.  P.  - - - - May  27,  1939 
Du  Vail,  Grace  - - - June  17,  1939 
* Dwyer,  E.  H.  - - - - Nov.  24,  1939 
"Egbert,  Chas.  Lloyd  - Aug.  26,  1939 
Fossler,  John  J.  - - - Sept.  27,  1939 

Gray,  J.  Worth  - - - June  18,  1939 

Grosbach,  H.  H.  - - March  28,  1939 
’"Hamilton,  Howard  B.  - Oct.  12,  1939 

’"Hutten,  J.  H.  - - - - Aug.  12,  1939 

Kelley,  Peter  C.  - - - May  17,  1939 

Kenner,  Chas.  A.  - - - Jan.  24,  1939 
: Knode,  A.  R.  - - - - Oct.  11,  1939 

Koutsky,  James  W.  - - Nov.  28,  1939 
"Lindquest,  Adolph  B.  - June  4,  1939 
: Marron,  James  G.  - - Aug.  19,  1939 
Mattson,  Alfred  B.  - - June  10,  1939 
Miller,  Earl  E.  - - - Sept.  20,  1939 

^Represents  1939  members. 


—JOHN  DRYDEN 


Neely,  A.  D.  - - - - July  23,  1939 
Novak,  Charles  E.  - - April  25,  1939 
"O’Sullivan,  Margaret  - May  2,  1939 
Perlee,  Byron  L.  - - March  2,  1939 
"Peterson,  Alfred  O.  - - May  9,  1939 
’"Phipps,  John  A.  - - - Nov.  26,  1939 
Rich,  Max  Lee  - - - July  19,  1939 
Roberts,  W.  C.  - - - Aug.  27,  1939 
Ross,  C.  H.  - - - - Dec.  17,  1939 
"Ross,  Wm.  L.  - - - - Aug.  26,  1939 
Schauffelberger,  F.  - - Oct.  9,  1939 
Stewart,  W.  E.  - - - Jan.  6,  1939 

Stokes,  A.  C.  - - - - Jan.  24,  1939 

Sturdevant,  Chas.  L.  - March  22,  1939 
Van  Camp,  Lee  B.  - - Feb.  27,  1939 
"Vanderhoof,  Don  W.  - Aug.  2,  1939 
Vrandenburg,  H.  L.  - Feb.  19,  1939 
Weiss,  Irving  - - - - Oct.  18,  1939 

Westfall,  Davis  H.  - - Aug.  12,  1939 
Wilson,  Arthur  J.  - - Nov.  10,  1939 
Wilson,  E.  O.  - - - - Jan.  9,  1939 
Weyrens,  J.  P.  - - - - Oct.  7,  1939 
Winter,  F.  W.  - - - - Nov.  13,  1939 

Wood,  Irving  C.  - - - Sept.  7,  1939 
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1940 

Announced  by  President  Andrews 

NON-SCIENTIFIC 
Committee  on  Medical  Economics 


E.  W.  Rowe,  Chairman Lincoln 

H.  W.  Benson Oakland 

I.  C.  Munger,  Sr Lincoln 

R.  W.  Fouts Omaha 

J.  W.  Duncan Omaha 

President,  Secretary-Treasurer,  Executive 

Secretary. 

Scientific  Assembly 

J.  W.  Duncan,  1941 Omaha 

J.  D.  McCarthy,  1942 Omaha 

R.  H.  Whitham,  1943 Lincoln 

Morris  Nielsen,  1944 .Blair 

R.  B.  Adams  (ex-officio) .....Lincoln 

Insurance 

Earle  Johnson,  Chairman Grand  Island 

E.  E.  Clark Ashland 

A.  A.  Ashby ..Fairmont 

Advisory  to  Woman’s  Auxiliary 

T.  C.  Moyer,  Chairman Lincoln 

R.  F.  Jester Kearney 

Ralph  Luikhart Omaha 

Allied  Professions 

W.  L.  Shearer,  Chairman Omaha 

C.  G.  McMahon... Superior 

Donald  Steenberg .Aurora 

Credentials 

R.  B.  Adams.  Chairman..... Lincoln 

W.  E.  Wright ..Creighton 

Hal  C.  Smith Franklin 

G.  L.  Pinney ....Hastings 

0.  J.  Cameron ...  Omaha 

Library,  Necrology  and  Records 

0.  V.  Calhoun,  1942,  Chairman Lincoln 

J.  C.  Waddell,  1941. ...Beatrice 

C.  W.  M.  Poynter,  1940. ..  Omaha 

Medico-Legal  Advice 

R.  W.  Fouts.  1943,  Chairman Omaha 

0.  R.  Platt,  1942. North  Platte 

R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

J.  Dewey  Bisgard,  Chairman Omaha 

Lowell  Dunn  ...Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publications 

B.  F.  Bailey,  Chairman,  1941..  . ...Lincoln 

W.  H.  Heine,  1942 ...Fremont 

A.  F.  Tyler,  1943.. ...Omaha 

R.  B.  Adams,  Sec.  (ex-officio) Lincoln 


F.  S.  A. 

E.  S.  Wegner,  Chairman .Lincoln 

E.  E.  Koebbe Columbus 

R.  T.  Van  Metre Fremont 

SCIENTIFIC 

Medical  and  Public  Health  Education 

C.  A.  Selby,  1945,  Chairman North  Platte 

J.  D.  McCarthy,  Vice-Chairman Omaha 

G.  W.  Covey,  1941. Lincoln 

H.  E.  Flansburg,  1942 Lincoln 

W.  J.  Arrasmith,  1943.. Grand  Island 

E.  L.  McQuiddy,  1944 Omaha 

President-Elect  Ex-Officio 

President  Ex-Officio 

Secretary-Treasurer  ..Ex-Officio 

Speaker  of  the  House Ex-Officio 

Editor  of  the  Journal Ex-Officio 

Executive  Secretary Ex-Officio 

Planning 

F.  L.  Rogers,  Chairman Lincoln 

W.  C.  Becker Lincoln 

Fritz  Teal  ....Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Chairman Lincoln 

Clyde  Moore  ...Omaha 

G.  E.  Peters Randolph 

Vascular  and  Cardiac  Diseases 

F.  W.  Niehaus,  Chairman Omaha 

John  C.  Thompson Lincoln 

Lucien  Stark  Norfolk 

Public  Health 

J.  C.  Nielson,  Chairman Ingleside 

G.  E.  Charlton....... Norfolk 

A.  A.  Conrad. Crete 

Tuberculosis 

E.  W.  Hancock,  Chairman .Lincoln 

John  F.  Allen.... Omaha 

George  W.  Ainlay Fairbury 

Venereal  Diseases 

A.  D.  Munger,  Chairman.  .. .Lincoln 

Donald  J.  Wilson Omaha 

H.  D.  Runty De  Witt 

Prevention  and  Amelioration  of  Deafness 

C.  T.  Uren,  Chairman Omaha 

J.  J.  Hompes. Lincoln 

Paul  Black  Lincoln 

Conservation  of  Vision 

S.  G.  Zemer,  Chairman ....Lincoln 

E.  C.  Foote..... Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Chairman ..Omaha 

J.  M.  Willis...... ...McCook 

N.  H.  Rasmussen Scottsbluff 
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Fractures 

J.  E.  M.  Thomson,  Chairman, Lincoln 

R.  D.  Schrock Omaha 

H.  R.  Miner., Falls  City 

Hospitals  and  Medical  Standards 

D.  D.  King,  Chairman ....York 

John  Gilligan Nebraska  City 

W.  W.  Carveth Lincoln 

Pneumonia 

Adolph  Sachs,  Chairman Omaha 

D.  H.  Morgan McCook 

Joseph  Kuncl  Alliance 

Convalescent  Serum 

Floyd  Clarke,  Chairman.. Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson ...North  Platte 

C.  S.  Sub-Committee 

George  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce. Chadron 

Paul  Bancroft Lincoln 

Donald  Watson Grand  Island 

Ernest  Lennemann Falls  City 

Industrial  Health 

H.  W.  Orr,  Chairman Lincoln 

Herman  Johnson  Omaha 

A.  A.  Smith Hastings 


Dr.  E.  J.  Angle 

The  death  of  Dr.  E.  J.  Angle  of  Lincoln  is 
sorrowful  news  to  a large  circle  of  friends. 
Dr.  Angle  not  only  attained  high  ranking  as 
a scientist  in  his  profession  but  was  an  un- 
usually public  spirited  and  civic-minded  man. 
To  such  a marked  degree  he  revealed  quali- 
ties of  kindliness  and  neighborliness  to  his 
wide  circle  of  acquaintances.  Busy  though 
he  was,  it  was  his  inveterate  habit  to  stop 
for  a word  of  greeting,  cheery  and  warm- 
hearted, with  those  he  met. 

He  took  a deep  interest  in  public  affairs,  an 
interest  that  was  masked  because  he  was  shy 
and  never  inclined  to  assert  himself  or  to 
force  his  opinion  upon  others.  But  every 
activity  that  had  back  of  it  the  development 
of  the  community  had  his  sympathy  and  sup- 
port. He  was  widely  read  on  subjects  outside 
of  his  immediate  field,  a careful  and  thought- 
ful student,  an  interesting  conversationalist, 
and  most  of  all  interested  in  life  around  him. 
— From  Lincoln  Star. 


NEWS  and  VIEWS 


In  observance  of  National  Health  Week 
last  month,  pre-school  examinations  were 
held  in  many  sections  of  the  state.  Parent- 
Teacher  Associations  in  cooperation  with 
medical  and  dental  groups  sponsored  clinics 
in  Norfolk,  Kearney,  Beatrice,  Lexington, 
Grand  Island.  At  some  of  these  clinics  the 
children  were  immunized  against  diphtheria 
and  smallpox. 


There  are  6,043  more  physicians  practicing 
medicine  than  there  were  last  year.  Accord- 
ing to  the  Journal  of  the  A.M.A.  about  4,000 
doctors  were  removed  by  death. 


Dr.  J.  J.  Keegan  of  Omaha  was  elected 
vice-president  of  the  Society  of  Neurologic 
Surgeons  at  the  annual  meeting  of  the  or- 
ganization in  St.  Louis,  early  in  May. 


Dr.  L.  C.  Albertson,  formerly  assistant 
superintendent  of  the  Kearney  Tuberculosis 
Hospital,  was  recently  appointed  superin- 
tendent of  the  institution  following  the  resig- 
nation of  superintendent  L.  T.  Sidwell.  Mr. 
Bernard  P.  Daxon  of  Lincoln  was  appointed 
business  manager. 


Dr.  W.  H.  Heine  of  Fremont  was  elected 
president  of  the  Omaha  and  Council  Bluffs 
Eye,  Ear,  Nose  and  Throat  Academy  in 
April. 


Dr.  James  W.  Carr  of  Seward  was  recently 
appointed  physician  to  the  Nebraska  Indus- 
trial Home  at  Milford.  Dr.  Carr  succeeds  Dr. 
William  Sandusky,  who  died  in  April. 


During  the  spring  cancer  campaign  Dr.  J. 
M.  Willis  of  McCook  presented  a comprehen- 
sive talk  on  cancer  mortality  before  the  Busi- 
ness and  Professional  Women’s  club. 


Dr.  Leo  Phelan  of  Grand  Island  celebrated 
his  fiftieth  anniversary  of  medical  practice. 


Dr.  F.  C.  Hill  was  appointed  director  of  the 
Creighton  medical  school  dispensary  to  suc- 
ceed Dr.  E.  R.  Hays,  who  moved  to  New 
York. 
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The  following  Nebraskans  recently  attend- 
ed the  annual  session  of  Region  3 of  the 
American  Academy  of  Pediatrics  in  Kansas 
City:  Drs.  Hancock  and  Paul  Bancroft  of 
Lincoln,  and  J.  A.  Henske,  Charles  Tompkins, 
E.  W.  Bantin,  Herman  Jahr,  of  Omaha. 


The  1940  annual  address  to  the  Omaha 
Chapter  of  Alpha  Omega  Alpha  was  deliver- 
ed in  April  by  Dr.  R.  H.  Wilder  of  Rochester, 
Minnesota,  on  “The  Use  and  Misuse  of  Vita- 
mines.” 


Among  those  registered  for  Clinic  Week, 
May  6 to  11,  at  the  Mayo  Clinic,  were  the 
following  Nebraska  Physicians:  C.  R.  Ander- 
son, M.  D.,  Stromsburg;  A.  W.  Anderson, 
M.  D.,  West  Point;  A.  W.  Anderson,  M.  D., 
Lexington;  C.  M.  McMartin,  M.  D.,  Omaha; 
Paul  J.  Sullivan,  M.  D.,  Rushville;  J.  A.  Lan- 
spa,  Tecumseh ; R.  P.  Carroll,  Laurel. 


ANNOUNCEMENTS 


Pan-American  Congress  of  Ophthalmology 
in  Cleveland  Next  October 

Plans  for  a Pan-American  Congress  of 
Ophthalmology  to  be  held  at  the  Hotel  Cleve- 
land, Cleveland,  Ohio,  October  11-12,  have 
been  announced. 

The  congress  wTill  be  sponsored  by  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  an  organization  of  more 
than  2,500  specialists  in  diseases  of  the  eye, 
ear,  nose  and  throat,  wdiich  will  hold  its  an- 
nual convention  immediately  preceding  the 
Pan-American  gathering. 

The  U.  S.  Department  of  State  has  ex- 
pressed its  interest  and  the  governments  of 
all  the  countries  of  the  Western  Hemisphere 
have  been  invited  to  send  official  delegates. 
It  is  felt  that  the  meeting  will  do  much  to- 
ward bringing  about  an  entente  cordiale 
among  scientific  men  of  the  two  Americas, 
and  it  is  expected  that  a permanent  organiza- 
tion will  be  effected. 

Among  the  guests  expected  for  the  con- 
gress is  Dr.  Manuel  Marquez  y Rodriguez,  for 
many  years  a prominent  eye  specialist,  teach- 
er and  writer  in  Madrid  and  now  living  in 
Mexico  City. 


The  Omaha  Mid-West  Clinical  Society 

The  19th  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical 
Therapy  will  be  held  September  2,  3,  4,  5,  and 
6,  1940,  at  the  Hotel  Statler,  Cleveland,  Ohio. 

The  mornings  will  be  devoted  to  our  annual 
instruction  course,  enabling  attendance  at 
both  the  course  and  scientific  sessions  which 
will  be  given  in  the  afternoons  and  evenings. 
This  will  minimize  the  time  element  and  per- 
mit attendance  at  both  functions  during  the 
same  week.  The  seminar  and  convention 
proper  will  be  open  to  physicians  and  quali- 
fied technicians. 

Numerous  newr  features  will  be  manifest  in 
the  1940  program.  While  every  phase  of 
physical  therapy  will  be  covered  in  the  gen- 
eral program,  special  emphasis  will  be  laid  on 
the  use  of  physical  measures  in  general  prac- 
tice. Symposia  dealing  with  light,  heat  and 
electricity  as  important  therapeutic  adjuv- 
ants in  general  medical  and  surgical  practice 
will  appeal  to  every  physician  interested  in 
modern  therapy. 

For  information  concerning  the  seminar 
and  preliminary  program  of  the  convention 
proper,  address  American  Congress  of  Physi- 
cal Therapy,  30  North  Michigan  Avenue,  Chi- 
cago. 

The  Omaha  Mid-West  Clinical  Society  will 
hold  its  1940  meeting  October  28th  to  No- 
vember 1st,  inclusive,  in  Hotel  Paxton. 

Following  are  the  guest  speakers,  repre- 
senting the  various  sections : 

Dermatology:  Dr.  Samuel  Ayres,  Jr.,  Los 
Angeles,  California. 

Eye.  Ear,  Nose  and  Throat:  Dr.  Harold  I. 
Lillie,  Rochester,  Minnesota. 

Gynecology  and  Obstetrics:  Dr.  Joseph  L. 
Baer,  Chicago,  Illinois. 

Medicine:  Dr.  Reginald  Fitz,  Boston,  Mas- 
sachusetts; Dr.  George  R.  Herrmann,  Gal- 
veston, Texas. 

Neurology:  Dr.  Wendell  S.  Muncie,  Balti- 
more, Maryland. 

Orthopedic  Surgery:  Dr.  Paul  C.  Colonna, 
Oklahoma  City,  Oklahoma. 

Pediatrics:  Dr.  Horton  R.  Casparis,  Nash- 
ville, Tennessee. 

Radiology:  Dr.  John  T.  Murphy,  Toledo, 
Ohio. 

Surgery:  Dr.  Verne  C.  Hunt.  Los  Angeles, 
California;  Dr.  William  E.  Ladd,  Boston, 
Massachusetts. 

A symposium  on  The  Anemias  will  be  pre- 
sented Friday,  November  1st,  the  personnel 
of  which  has  not  as  yet  been  completed. 
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WOMAN'S  AUXILIARY 


President — Mrs.  James  E.  M.  Thomson, 

Lincoln 

President-Elect — Mrs.  A.  D.  Brown, 

Central  City 

Secretary — Mrs.  Walter  W.  Carveth, 

Lincoln 


Treasurer — Mrs.  Harley  Anderson, 

Omaha 

First  Vice  President — Mrs.  Olin  J.  Cameron, 

Omaha 

Second  Vice  President — Mrs.  Allan  Campbell, 

Lincoln 


MRS.  BROWN’S  ACCEPTANCE  SPEECH 

Ladies  of  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association:  It  is 
with  mingled  pride  and  deep  humility  that  I 
accept  the  office  of  your  president  for  the 
current  year.  PRIDE — because  of  the  honor 
that  goes  with  being  your  president  and 
HUMILITY — because  I am  not  unmindful  of 
the  deep  responsibilities  that  go  with  my  of- 
fice at  a time  when  the  practice  of  legitimate 
medicine  is  at  the  cross-roads  of  its  very  ex- 
istence, which  today,  is  bearing  more  bur- 
dens than  ever  before  in  its  history. 

Regardless  of  party,  the  profession  of 
medicine  today  is  in  more  danger  of  being 
regimentated  than  ever  before  and  it  will  be 
only  by  unselfish  and  friendly  co-operation 
that  we  may  be  of  assistance  to  the  Associa- 
tion whose  Auxiliary  we  are  honored  to  be. 

I believe  that  those  from  the  smallest 
drouth-ridden  villages  and  from  our  larger 
centers  must  meet  on  common  ground  with 
a common  purpose  and  if  we  will  all  do  this, 
we  can  accomplish  a great  deal. 


Advisory  Committee 


Dr.  T.  C.  Moyer,  Chairman Lincoln 

Dr.  R.  F.  Jester Kearney 

Dr.  Ralph  Luikart Omaha 


A LAST  REMINDER  to  make  your  reser- 
vation for  the  18th  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  to  be  held  at  the  Hotel 
Pennsylvania,  New  York  City,  June  10th  to 
14th,  1940.  New  York  has  much  to  offer 
aside  from  the  convention  and  we  are  sure 
you  will  not  want  to  miss  the  opportunity 
of  visiting  New  York  this  year. 


Minutes  of  Post-Convention  Board  Meeting 

The  Post-Convention  Board  Meeting  of 
the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  was  called  to  order 
by  the  President,  Mrs.  A.  D.  Brown,  with 
eighteen  answering  roll  call. 

Mrs.  F.  Ferciot  took  the  chair  while  Mrs. 
Brown  delivered  her  acceptance  address,  in 
which  she  gave  her  plans  for  the  ensuing 
year. 


In  the  past,  our  organization  has  gained 
national  recognition  and  we  can  only  hope 
that  our  efforts  will  be  worthy  of  further 
notice. 

Our  out-going  officers  have  set  a notable 
example  to  those  of  us  who  take  office  to- 
day and  in  extending  my  thanks  to  you  once 
more,  may  I ask  only  that  you  all  help  to 
preserve  the  practice  of  medicine  as  it  is 
today,  under  the  guidance  of  the  Nebraska 
State  Medical  Association. 

Thanks ! 


NEW  OFFICERS 


Mrs.  F.  Ferciot  moved  that  Mrs.  Brown’s 
speech  be  accepted  and  filed.  The  motion 
was  seconded  by  Mrs.  Earle  Farnsworth, 
voted  and  carried. 

Under  new  business  Mrs.  Brown  stressed 
the  following  activities: 

Membership  drive. 

Fall  reports  by  County  Presidents. 

New  Auxiliaries. 

Personal  contacts  and  membership  at 
large. 

The  minutes  of  the  annual  meeting  were 
read  by  Mrs.  Royer.  They  were  corrected 
and  approved. 

Meeting  was  then  adjourned. 


President Mrs.  A.  D.  Brown,  Central  City 

President-elect Mrs.  M.  C.  Green,  Omaha 

1st  Vice-Pres — ...Mrs,  F.  Ferciot,  Lincoln 

2nd  Vice-Pres Mrs.  G.  Pinney,  Hastings 

Secretary Mrs.  Howard  Royer,  Gr.  Island 

Treasurer Mrs.  Harley  Anderson,  Omaha 


As  we  go  to  press  word  has  reached  us  of 
the  death  of  two  prominent  members  of  the 
Nebraska  State  Medical  Association  — Dr. 
Max  Emmert,  age  56,  and  Dr.  Claude  Uren, 
age  52,  both  of  Omaha,  died  May  17.  Obitu- 
aries will  appear  in  next  month’s  Journal. 
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MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


April 

1940 

March 

Total 

to  Date  April 

1939 

March 

Total 
i to  Date 

Chicken-pox 

135 

121 

470 

117 

158 

714 

Diphtheria 

8 

4 

32 

22 

7 

58 

Influenza 

5 

7 

33 

81 

32 

114 

Measles 

120 

204 

736 

1461 

308 

2175 

Meningitis,  C.  S._ 

__  0 

1 

5 

0 

5 

9 

Polimyelitis 

0 

0 

0 

0 

0 

3 

Scarlet  fever 

75 

80 

376 

175 

143 

683 

Smallpox 

6 

2 

11 

62 

55 

157 

Tuberculosis 

26 

16 

65 

18 

15 

59 

Typhoid  fever 

__  0 

0 

1 

0 

0 

6 

Whooping  cough 

__  23 

14 

133 

45 

14 

104 

Gonorrhea 

56 

50 

176 

53 

54 

230 

Syphilis 

59 

69 

241 

57 

66 

269 

MORBIDITY  BY  COUNTIES— Detailed 


April,  1940 


Chicken-pox 

Adams  31 

(Hastings  31) 

Douglas  26 

(Omaha  26) 

Hall  9 

(Grand  Island  9) 

Lancaster 58 

(Lincoln  58) 

Lincoln  3 

(North  Platte  3) 

Saline  6 

Scotts  Bluff 2 

Diphtheria 

Box  Butte 1 

Douglas  , 3 

(Omaha  3) 

Hayes  2 

Merrick  2 

Scotts  Bluff 1 


Butler 1 

Burt  1 

Douglas  25 

(Omaha  25) 

Kimball  1 

Knox 4 

Lancaster 21 

(Lincoln  21) 

Morrill  1 

Nance  1 

Pawnee  3 

Pierce  2 

Saline  2 

Scotts  Bluff  1 

Webster  3 

Smallpox 

Buffalo 1 

Burt  2 

Franklin 1 

Saline  2 


Influenza 

Pierce  5 

Measles 

Adams  1 

(Hastings  1) 

Box  Butte  41 

Dawes 1 

Dawson  1 

Douglas  51 

(Omaha  51) 

Hall 5 

(Grand  Island  5) 

Howard  1 

Lancaster  11 

(Lincoln  11) 

Lincoln 1 

(North  Platte  1) 

Madison  1 

Nemaha  1 

Scotts  Bluff 2 

Sheridan 3 

Scarlet  Fever 

Adams  6 

(Hastings  6) 

Antelope 1 

Box  Butte 2 


Tuberculosis 

Adams  1 

Dawes 1 

Dawson  1 

Dodge  1 

Douglas  9 

Hall 1 

Harlan  1 

Lancaster 2 

Lincoln 1 

Polk  1 

Richardson 1 

Saline  1 

Scotts  Bluff 2 

Thurston  3 

Whooping  Cough 

Dawson  1 

Douglas  10 

(Omaha  10) 

Hall 1 

(Grand  Island  1) 

Keith  1 

Lancaster 1 

Otoe  1 

Saline  4 

Scotts  Bluff  4 


TUBERCULOSIS  ABSTRACTS 

Currently  accepted  standards  in  diagnosis,  treat- 
ment and  prevention  of  tuberculosis  are  given  in 
the  new  edition  of  “Diagnostic  Standards  and  Clas- 
sification of  Tuberculosis”  issued  recently  by  the 
National  Tuberculosis  Association. 

The  new  edition  of  the  publication  incorporates 
many  ideas  of  physicians  who  gave  the  Standards 
in  the  tentative  edition,  published  in  1938,  a prac- 
tical trial  during  the  last  two  years,  according  to  Dr. 
Fred  H.  Heise,  medical  director,  Trudeau  Sanatori- 
um, Saranac  Lake,  N.  Y.,  who  is  chairman  of  the 
Committee  on  Diagnostic  Standards. 

“The  publication  is  a statement  of  principles  and 
a general  guide  which  may  be  used  as  presented  or 
with  modifications,”  said  Dr.  Heise.  “Perhaps  it 
will  serve  best  to  promote  common  understanding 
on  the  basis  of  familiar  terminology  and  concep- 
tions. It  is  not  intended  to  occupy  the  place  of  a 
text  for  the  instruction  of  physicians,  students  and 
laymen.” 

Some  of  the  changes  in  the  new  edition  are  in 
terminology.  The  terms  “primary”  and  “reinfection 
phases,”  are  used  to  replace  the  terms  “childhood 
type”  and  “adult  type,”  respectively.  This  change 
is  due  to  the  fact  that  primary  infections  occur  in 
adult  life  more  frequently  than  formerly  simply  be- 
cause fewer  children  become  infected. 

The  term,  “frankly  active,”  is  now  employed  to 
include  the  cases  formerly  classified  as  “improved 
and  unimproved,”  though  these  terms  are  retained 
as  sub-divisions. 

The  section  presenting  the  pathogenetic  develop- 
ment of  pulmonary  tuberculosis  discusses  fully  the 
primary  and  reinfection  phases  of  tuberculosis,  ini- 
tial lesions,  prevalent  types  of  retrogression  and 
progression,  and  the  histologic  characterics  of  the 
two  phases  of  the  disease. 

The  necessary  correlation  of  the  clinical  symp- 
toms of  tuberculosis  with  the  pathological  course  of 
the  disease  is  emphasized  and  many  such  correla- 
tions are  given  as  illustrations. 

The  diagnosis  of  tuberculosis  is  discussed  from 
the  standpoints  of  pulmonary  tuberculosis  with  and 
without  symptoms,  the  primary  phase  of  the  dis- 
ease, non-pulmonary  tuberculosis  and  differential 
diagnosis. 

Tuberculosis  case-finding  and  control  are  depend- 
ent upon  the  mutual  understanding  and  cooperation 
among  physicians,  clinics  and  health  organizations, 
according  to  the  publication.  The  role  of  the  pri- 
vate physician  is  pointed  out  as  a major  one. 

The  form  sheet,  “Classification  and  Descriptive 
Summary  of  Tuberculosis,”  is  more  comprehensive 
than  any  previous  one.  This  form,  when  used,  will 
give  on  brief  inspection  a full  picture  of  the  patient 
regarding  medical  history,  evaluation  of  symptoms, 
physical,  roentgenographic  and  sputum  examina- 
tions, treatment,  clinical  status  and  complications. 

The  technical  procedures  in  the  diagnosis  of  tu- 
berculosis are  fully  presented.  The  methods  and  the 
interpretations  of  the  intracutaneous  tuberculin 
test  are  discussed,  as  well  as  the  demonstration  of 
the  tubercle  bacilli  in  the  sputum,  stomach  wash- 
ing and  other  body  fluids. 

The  x-ray  is  pointed  out  as  the  foundation  of  early 
diagnosis,  and  the  many  factors  involved  in  the  tak- 
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ing  of  the  x-ray  and  the  interpretation  of  the  film 
are  evaluated. 

The  Committee  on  Diagnostic  Standards  of  the 
National  Tuberculosis  Association  and  of  the  Ameri- 
can Trudeau  Society  is  composed  of  the  following: 

Drs.  Heise,  H.  E.  Kleinschmidt,  director,  Health 
Education,  National  Tuberculosis  Association,  sec- 
retary; J.  Burns  Amberson  Jr.,  New  York,  N.  Y., 
president  of  the  American  Trudeau  Society;  G.  Bur- 
ton Gilbert,  Colorado  Springs,  Colo.;  R.  H.  Kanable, 
Wyoming  State  Tuberculosis  Sanatorium,  Basin, 
Wyo.;  John  H.  Korns,  Cattaraugus  County  Depart- 
ment of  Health,  Olean,  N.  Y.;  F.  M.  McPhedran, 
Germantown  Dispensary  and  Hospital,  Germantown, 
Pa.;  Max  Pinner,  editor  of  The  American  Review  of 
Tuberculosis,  New  York,  N.  Y.;  C.  A.  Stewart,  Min- 
neapolis, Minn.;  P.  A.  Yoder,  Forsythe  County  Sana- 
torium, Winston-Salem,  N.  C. 


DEATHS 

Angle,  Edward  John,  Lincoln,  born  in  Cedarville, 
111.,  in  1864;  later  moved  to  Madison,  Wisconsin, 
where  he  graduated  with  a degree  of  Bachelor  of 
Science  in  1886.  In  1885  he  entered  the  office  of  his 
brother-in-law  in  La  Salle,  111.,  to  study  medicine. 
Later  that  year  he  entered  the  Medical  College  of 
Ohio,  now  a part  of  the  University  of  Cincinnati, 
from  which  he  graduated  in  1887.  In  1895  the  doc- 
tor located  in  Lincoln  where  he  remained  until  his 
death  on  April  24,  1940.  In  1898  the  University  of 
Nebraska  bestowed  the  degree  of  Master  of  Arts. 
From  1905  to  1910  the  doctor  served  as  professor  of 


skin  and  genito-urinary  diseases  at  the  Nebraska 
University  Medical  College.  The  doctor  was  widely 
known  as  a writer.  He  was  editor  of  the  Western 
Medical  Review,  the  precursor  of  the  Nebraska 
State  Medical  Journal,  from  1902  to  1907.  He  was 
the  author  of  various  treatises  on  medical  and  so- 
ciological subjects.  Dr.  Angle  was  a member  of 
the  Lancaster  County  Medical  Society,  Nebraska 
State  Medical  Association,  Nebraska  Academy  of 
Sciences,  American  Medical  Association,  American 
Board  of  Dermatology  and  Syphilology,  American 


Urological  Association,  American  Academy  of  Der- 
matology and  syphilology,  Society  for  the  Investiga- 
tion of  Dermatology,  American  Academy  of  Social 
Sciences.  Surviving  are  his  widow,  a son,  Dr.  Ev- 
erett E.  Angle  of  Lincoln  and  two  daughters. 

Arthur,  Mattie  Laughlin,  Omaha,  born  in  Ohio 
in  1858,  graduate  of  the  State  University  of  Iowa 
College  of  Medicine  in  1886.  The  doctor  came  to 
Nebraska  and  located  in  Oakland  soon  after  gradu- 
ation. She  moved  to  Omaha  in  1897  where  she  re- 
mained in  practice  until  shortly  before  her  death, 
April  22,  1940.  Dr.  Arthur  taught  anatomy  at 
Creighton  Medical  School  for  several  years  and  at 
the  Omaha  Medical  College  for  three  years.  Only 
survivor  is  a half-sister,  Metta  B.  Laughlin  of 
Omaha. 

Sandusky,  William,  Seward,  born  in  Tecumseh  in 
1881,  received  his  medical  degree  at  Creighton  Uni- 
versity School  of  Medicine  in  1910;  took  post  gradu- 
ate work  in  Europe.  Following  a short  period  of 
practice  at  Pleasant  Dale,  the  doctor  located  in  Sew- 
ard in  1919  where  he  remained  in  practice  until 
the  time  of  his  death  on  April  28,  1940.  The  doc- 
tor was  a member  of  the  State  and  American  Medi- 
cal Associations,  and  also  of  the  American  Medical 
Association  of  Vienna.  He  was  always  active  in  civ- 
ic affairs.  Surviving  are  his  widow,  one  son,  Wil- 
liam, Jr.,  and  a daughter,  Anne,  all  living  in  Seward. 


MARRIAGES 

Dr.  Roy  Pierson,  Osceola,  to  Miss  Maxine  Steggs 
of  Wauneta,  April  17,  1940,  in  Lincoln. 

Dr.  Sanford  Rathbun,  Lakeside  Hospital,  Cleve- 
land, Ohio,  to  Molly  McIntyre,  Omaha,  in  Omaha  on 
April  27,  1940. 

BIRTHS 

To  Dr.  and  Mrs.  David  Findly,  Omaha,  a daugh- 
ter, April  28,  1940. 

To  Dr.  and  Mrs.  Alister  I.  Finlayson,  Omaha,  a 
son  on  April  25,  1940,  born  in  Montreal,  Canada. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  Tuesday,  April  9,  1940, 
at  8 p.  m.,  in  the  Medical  Arts  Auditorium,  Presi- 
dent Sage  in  the  chair. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  March  12,  and  the  Council  meeting  of 
April  9,  both  being  approved  as  read. 

Dr.  Roy  W.  Fouts  gave  a brief  talk  describing 
the  purpose  of  the  National  Physicians  Committee 
for  the  Extension  of  Medical  Service.  The  necessity 
for  the  active  support  of  every  physician  interested 
in  the  future  welfare  of  the  profession  was  stressed 
by  Dr.  Fouts. 

Dr.  Sage  made  mention  of  the  annual  meeting  of 
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the  Nebraska  State  Medical  Association  to  be  held 
in  Omaha,  April  22,  23,  24,  25,  1940. 

Dr.  W.  P.  Wherry  introduced  Dr.  Dean  M.  Lierle, 
professor  and  head  of  the  Department  of  Otolaryn- 
gology in  the  University  of  Iowa,  Iowa  City,  who 
opened  the  scientific  program  with  a talk  on  “Oral 
Lesions  in  Otolaryngology,”  illustrated  by  an  excel- 
lent colored  moving  showing  “Pathological  Lesions 
of  the  Larynx.” 

“A  Physiological  and  Pharmacological  Study  with 
Demonstrations  of  Some  Clinical  Results  with  Cora- 
mine,”  a 45-minute  sound  movie,  was  presented 
through  the  courtesy  of  the  Ciba  Pharmaceutical 
Products,  Inc.,  Summit,  New  Jersey. 

Meeting  adjourned  at  10:10  p.  m. 


The  Lancaster  County  Medical  Society  held  a reg- 
ular meeting  April  2,  1940,  in  the  Sharp  Building 
auditorium.  Seventy-five  members  and  guests  were 
present.  The  meeting  was  preceded  by  a dinner  in 
honor  of  the  guest  speaker.  The  regular  order  of 
business,  including  the  reading  of  the  minutes  of 
the  last  meeting,  was  dispensed  with. 

Dr.  E.  S.  Wegner,  president,  introduced  the  speak- 
er, Dr.  Walter  C.  Alvarez,  of  the  Mayo  Clinic.  His 
subject,  “Some  Things  Gastroenterologists  Would 
Like  to  Know  About  the  Physiology  of  the  Digestive 
Tract.”  He  brought  out  that  from  the  end  of  a 
stimulated  nerve  comes  a chemical.  It  may  be  aceto- 
choline,  epinephrin  or  histamine  which  causes  hives, 
diarrhea,  or  other  upsets.  From  the  seven  hundred 
pages  recently  published,  he  gave  the  society  a few 
of  the  high-lights. 

Meeting  adjourned  9:10  p.  m. 

Everett  E.  Angle,  M.  D.,  Secretary. 


On  April  16,  1940,  the  Lancaster  County  Medical 
Society  held  a regular  meeting  in  the  Society’s  audi- 
torium. Sixty-five  members  attended.  The  minutes 
of  the  last  meeting  were  not  read.  Dr.  E.  S.  Weg- 
ner, president,  in  the  chair. 

Our  guest  speaker,  Dr.  Joseph  Baer  of  Chicago, 
was  introduced  by  Dr.  H.  E.  Harvey.  His  subject 
was  “Endocrinology  in  Obstetrics  and  Gynecology.” 
This  was  a lantern  slide  review  of  the  present  status 
of  endocrinology  in  obstetrics.  Dr.  Baer  outlined 
the  various  preparations,  origin,  physiological  ef- 
fect and  clinical  use  of  the  endocrine  substances 
available  for  use  in  obstetrics  and  gynecology.  He 
warned  against  over-enthusiasm  and  stressed  the 
importance  of  diagnosis  and  the  rational  selection 
of  the  preparations  used. 

Dr.  Baer  led  a discussion  on  “Difficult  Labor”  at 
4:00  p.  m.  which  was  followed  by  a dinner  in  his 
honor. 

Meeting  adjourned,  9:15  p.  m. 

Everett  E.  Angle,  M.  D.,  Secretary. 


The  regular  monthly  meeting  of  the  Cheyenne- 
Kimball-Deuel  Counties  Medical  Society  was  held 
in  Kimball,  Nebr.,  April  29.  After  a turkey  dinner 
at  the  Wheatgrowers’  Hotel  for  the  doctors  and 
their  wives,  the  doctors  met  at  the  Kimball  Hos- 
pital for  scientific  and  business  meeting.  Several 
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guests  were  present.  Drs.  Lipp  and  Manganaro,  be- 
ing hosts,  had  arranged  to  have  Dr.  Joe  Bunten  of 
Cheyenne,  Wyo.,  as  guest  speaker.  Dr.  Bunten  pre- 
sented an  instructive  paper  on  “Tumors  of  the  Kid- 
ney,” which  was  followed  by  a general  discussion. 
Business  meeting  was  then  called  to  order  by  the 
president,  and  the  minutes  of  the  last  meeting  read 
and  approved.  The  F.  S.  A.  committee  reported 
that  a satisfactory  understanding  had  been  reached 
with  the  F.  S.  A.  officials,  and  that  work  was  rap- 
idly under  way  to  get  the  plan  operating  to  the 
mutual  satisfaction  of  both  the  society  and  the  F.  S. 
A.,  under  the  name  “Tri-County  Medical  Aid  Asso- 
ciation.” Report  of  the  committee  accepted.  Moved 
by  Grimm  and  seconded  by  Harris  that  the  audit- 
ing committee  having  consideration  of  the  F.  S.  A. 
claims  under  the  medical  aid  plan  be  made  up  of 
the  entire  society,  in  a quorum  of  at  least  five  (5) 
members,  meeting  on  the  regular  last  Monday  of 
each  month.  Carried.  Dr.  Lipp  suggested  that 
the  society  consider  sponsoring  some  program  of 
public  enlightenment  on  Pediatric  Inoculations,  by 
means  of  newspaper  articles,  so  that  the  public 
may  know  and  all  the  society  members  be  in  ac- 
cord as  to  the  proper  time  for  the  various  immuni- 
zations. Tabled  for  action  at  the  next  meeting. 
Dr.  J.  C.  Miller,  formerly  of  the  York  County  So- 
ciety was  unanimously  accepted  by  transfer  as  a 
new  member.  Dr.  Miller  is  now  located  at  Lodge- 
pole.  No  further  business,  meeting  adjourned  at 
10:25  p.  m.  The  next  meeting  will  be  May  27,  at 
Sidney,  Drs.  Roche  and  Dorwart  hosts. 

B.  H.  Grimm,  M.  D.,  Secretary. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  J.  C.  Newman,  Wallace,  is  taking  several 
weeks  post-graduate  work  in  Chicago. 

Dr.  Theo.  Koefoot,  Broken  Bow,  addressed  the 
local  Rotarians  on  socialized  medicine  in  April. 

Dr.  Don  Morgan  attended  a clinic  at  Rochester, 
Minn.,  in  April.  Mrs.  Morgan  accompanied  him. 

Dr.  W.  H.  Morrison,  Omaha,  attended  a clinic  at 
Johns  Hopkins  Hospital,  Baltimore,  early  in  May. 

Dr.  and  Mrs.  A.  J.  Kafka  and  daughters  of  Scotia 
have  returned  from  a five  week  visit  in  the  South. 

Dr.  R.  Mattson  a graduate  of  the  University  of 
Nebraska  Medical  College  in  1938,  has  located  in 
Holdrege. 

Dr.  M.  F.  Anderson,  who  has  been  practicing  in 
Hay  Springs  will  become  associated  with  Dr.  E.  J. 
Latta,  in  Hastings. 

Dr.  J.  Dewey  Bisgard,  Omaha,  read  a paper  be- 
fore a meeting  of  the  American  Surgical  Associa- 
tion in  St.  Louis  recently. 

After  doing  post-graduate  work  in  Chicago  and 
Boston,  Dr.  A.  E.  Harrington  has  become  associated 
with  Dr.  A.  J.  Boren,  Hastings. 

Dr.  T.  T.  Harris,  Omaha,  was  elected  president 
of  Nebraska  Reserve  Officers’  Association  at  a 
meeting  at  Ft.  Crook  on  May  3. 

Dr.  Arnold  J.  Webman,  formerly  connected  with 
the  Topeka  State  hospital  is  now  associated  with 
Dr.  C.  G.  McMahon  at  Superior. 

(Continued  on  page ) 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Dr.  A.  L.  Miller,  Kimball President 

Dr.  Clayton  Andrews,  Lincoln President-elect 

Dr.  G.  E.  Peters,  Randolph Vice-president 


Dr.  Rudolph  Decker,  Byron. 


Dr.  H.  R.  Miner,  Falls  City Vice-president 

Dr.  R.  B.  Adams,  Lincoln Secretary-Treasurer 

Mr.  M.  C.  Smith,  Lincoln Executive-Secretary 

.Speaker  of  House  of  Delegates 


COMMITTEES 


NON-SCIENTIFIC 

COMMITTEES 

Committee  on  Medical 
Economics 


B.  F.  Bailey,  Ch Lincoln 

IE.  W.  Rowe Lincoln 

J.  F.  Langdon Omaha 

J.  W.  Duncan Omaha 

Harry  W.  Benson Oakland 

The  President 


The  Secretary-Treasurer 
The  Executive  Secretary 

Scientific  Assembly 

Morris  Nielsen,  Ch Blair 

J.  W.  Duncan Omaha 

Roy  H.  Whitham Lincoln 

J.  D.  McCarthy Omaha 

R.  B.  Adams Omaha 

Insurance 

Robert  D.  Schrock,  Ch._Omaha 

Morris  Nielsen  Blair 

O.  C.  Kreymborg Brainard 

Advisory  to  Woman’s  Auxiliary 

Torrence  Moyer Lincoln 

E.  S.  Wegner Lincoln 

E.  W.  Hancock Lihcoln 

Allied  Professions 

William  Shearer,  Ch. Omaha 

Earle  G.  Johnson_Grand  Island 
E.  K.  Steenberg Aurora 


Credentials 

R.  B.  Adams,  Ch Lincoln 

W.  E.  Wright Creighton 

G.  L.  Pinney Hastings 

O.  J.  Cameron Omaha 

H.  C.  Smith Franklin 

Library*  Necrology  and  Records 

T.  C.  Moyer,  Ch Lincoln 

J.  C.  Waddell Beatrice 

C.  W.  M.  Poynter Omaha 

SCIENTIFIC  COMMITTEES 
Planning 

E.  W.  Rowe,  Ch Lincoln 

F.  L.  Rogers Lincoln 

Fritz  Teal  Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Ch Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Tuberculosis 

E.  W.  Hancock,  Ch. Lincoln 

John  F.  Allen Omaha 

Claude  Selby North  Platte 

Venereal  Disease 

A.  D.  Munger,  Ch Lincoln 

Donald  J.  Wilson Omaha 

J.  A.  Borghoff Omaha 

Prevention  and  Amelioration 
of  Deafness 

C.  T.  Uren,  Ch Omaha 

J.  J.  Hompes Lincoln 

Earl  B.  Brooks Lincoln 


Conservation  of  Vision 

M.  B.  Wilcox,  Ch Holdrege 

Eugene  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Ch Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Ch Lincoln 

R.  D.  Schrock Omaha 

H.  L.  Miner Falls  City 

Pneumonia 

Adolph  Sachs,  Ch Omaha 

D.  H.  Morgan McCook 

Joe  Kuncl Alliance 

Convalescent  Serum 

Floyd  Clarke,  Ch Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson North  Platte 

Sub-committee 

George  B.  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce Chadron 

Hospital  and  Medical  Standards 

Lucien  Stark,  Ch Norfolk 

David  T.  Martin Columbus 

Adolph  Sachs Omaha 

Public  Health 

J.  C.  Nielsen,  Ch Ingleside 

G.  E.  Charlton Norfolk 

R.  E.  Roche Sidney 


F.  S.  A. 

Roy  Whitham,  Ch Lincoln 

E.  E.  Koebbe Columbus 

Charles  Way Wahoo 

Vascular  and  Cardiac  Diseases 

F.  W.  Niehaus,  Ch Omaha 

Floyd  L.  Rogers Lincoln 

Lucien  Stark  Norfolk 

Medical  and  Public  Health 
Education 

R.  W.  Fouts,  Ch.,  1939_Omaha 
J.  D.  McCarthy,  V-Ch.,  1940 
Omaha 

G.  W.  Covey,  1941 Lincoln 

H.  E.  Flansburg,  1942_Lincoln 

W.  J.  Arrasmith,  1943 

Grand  Island 

E.  L.  MacQuiddy,  1944_Omaha 

Medico-Legal 

R.  W.  Fouts Omaha 

O.  R.  Platt North  Platte 

R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

Morris  Nielsen,  Ch. Blair 

D.  J.  Wilson Omaha, 

J.  M.  Woodward Lincoln 

Journal  and  Publication 

B.  F.  Bailey,  Ch Lincoln 

A.  F.  Tyler . Omaha 

W.  H.  Heine 'l _ Fremont 


Councilor  Districts  and 
Counties  in  Each  District 

First  District:  Councilor:  G.  B.  Pot- 
ter, Omaha.  Counties,  Douglas, 
Sarpy. 

Second  District:  Councilor:  Roy  H. 
Whitham,  Lincoln.  Counties  : Lan- 
caster, Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  E.  L. 

Brush,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  D.  D. 

King,  York.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York,  Ham- 
ilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor : W.  J. 

Douglas,  Atkinson.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold,  St.  Paul.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District : Councilor : H.  S.  An- 
drews, Minden.  Counties:  Gosper, 
Phelps,  Adams,  Furnas,  Harlan, 
Franklin,  Webster,  Kearney,  Red 
Willow,  Chase,  Hayes,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District : Councilor : Har- 
vey Clark,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  L. 
Cooper,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams  (10) L.  W.  Rork,  Hastings L.  R.  Nash,  Ingleside 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids F.  J.  McRae,  Albion 

Box  Butte  (12) J.  P.  Sucgang,  Alliance George  J.  Hand,  Alliance 

Buffalo  (9) R.  F.  Jester,  Kearney L.  E.  Dickinson,  Jr.,  Ravenna 

Burt  (5) J.  G.  Allen,  Craig Harry  W.  Benson,  Oakland 

Butler  (6) D.  E.  Burdick,  David  City O.  C.  Kreymborg,  Brainard 

Cass  (2) R.  R.  Andersen,  Nehawka C.  J.  Formanack,  Murdock 

Ced. -Dix. -Dak. -Th. -Wayne  (4)  George  Hess,  Wayne G.  E.  Peters,  Randolph 

Cheyenne-Kimball-Deuel  (12). Hull  A.  Cook,  Sidney B.  H.  Grimm,  Sidney 

Clay  (7) H.  L.  McLeay,  Edgar J.  O.  Latta,  Clay  Center 

Colfax  (5) G.  L.  Teply,  Howells W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley J.  E.  Bowman.  Broken  Bow 

Dawson  (9) C.  H.  Sheets,  Cozad Ray  S.  Wycoff,  Lexington 

Dodge  (5) B.  V.  Kenney,  Dodge A.  J.  Merrick,  Fremont 

Fillmore  (7) ; W.  S.  Wiggins,  Exeter V.  V.  Smrha,  Milligan 
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Lincoln  (11) T.  J.  Kerr,  North  Platte G.  F.  Waltemath.  No.  Platte 

Madison-Six  (4) B.  R.  Famer,  Norfolk W.  I.  Devers,  Pierce 

Merrick  (5) A.  D.  Brown,  Central  City A.  A.  Enos,  Central  City 
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Northwest  Nebraska  (8) M.  F.  Anderson,  Hay  Springs E.  G.  DeFlon,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 
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Seward  (6) J.  E.  Meisenbach,  Staplehurst James  G.  Muir,  Milford 
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York  (6) J.  W.  Neville,  York R.  E.  Karrer,  York 
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Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  for  Profit 

Announces  Continuous  Courses 

SURGERY — Two  weeks  Intensive  Course  in  Surgical 
technique  with  practice  on  living  tissue  every  two 
weeks.  General  Courses  One,  Two,  Three  and  Six 
Months  ; Clinical  Courses  : Special  Courses. 

MEDICINE — Two  Weeks  Intensive  Course  starting  Octo- 
ber 7th.  Two  weeks  Gastro-Enterology  starting  Octo- 
ber 21st.  One  Month  Course  Electro-cardiography  and 
Heart  Disease  every  month.  Two  Weeks  Intensive 
Course  Electrocardiography  and  Heart  Disease  starting 
August  5th.  Four  weeks  Intensive  Course  in  Cardio- 
vascular Renal  Diseases,  Nervous  Diseases,  D'seases  of 
Lung  Pleura,  Pericardium  and  Gastro-Intestinal  Tract 
starting  August  5th. 

FRACTURES  AND  TRAUMATIC  SURGERY— Ten  Day 
Intensive  Course  starting  September  23rd.  Informal 
Course  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
October  7th.  Four  Weeks  Personal  Course  starting 
August  26th. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
October  21st.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starting  September  9th.  Informal  and  Personal  Courses 
every  week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  start- 
ing September  23rd.  Informal  Course  every  week. 

ROENTGENOLOGY — Special  Courses  X-ray  Interpreta- 
tion, Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches  of 
Medicine,  Surgery  and  the  Specialties 
Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 
Address 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois 

^ - -J 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


HUMAN  INTEREST  TALES 

(Continued  from  page  244) 

Dr.  Walter  Rihl  who  has  been  associated  with 
Dr.  Clark  at  Stuart,  has  gone  East  to  seek  a location 
for  medical  practice. 

“Surgery  Marches  On”  was  the  subject  of  Dr. 
F.  H.  Morrow’s  talk  before  the  Columbus  Rotary 
Club  at  the  Evans  Hotel  on  May  7. 

Dr.  A.  J.  Merrick  left  Fremont  May  11  for  a short 
course  in  electrocardiography  at  the  University  of 
Minnesota.  Mrs.  Merrick  accompanied  the  doctor. 

Dr.  Don  B.  Foote,  Hastings  attended  two  weeks’ 
post  graduate  course  at  the  Indiana  University 


School  of  Medicine,  Indianapolis,  the  latter  part  of 
April. 

Dr.  Roy  W.  Fouts,  Omaha,  discussed  the  part  of 
medical  expert  witnesses  in  court  trials  before  the 
Omaha-Bar  Association  at  a luncheon  meeting  on 
May  2. 

Dr.  Donald  J.  Wilson,  Omaha,  concluded  the  series 
of  health  lectures  sponsored  by  the  Lincoln  Council 
of  P.  T.  A.  with  a talk  on  “Social  Diseases — Their 
Cause  and  Cure,”  on  April  24,  at  Lincoln. 

Dr.  Harry  H.  Everett,  Lincoln,  was  admitted  to 
fellowship  in  the  United  States  Chapter  of  The  In- 
ternational College  of  Surgeons  at  the  fifth  annual 
assembly  held  in  Venice,  Florida,  in  February. 


Lincoln’s  Largest  Garage 
Open  Day  and  Nite 

TIRES  - BATTERIES 


Kinsey  Tire  & Parking  Co. 

1400-M  2-6784 


Atten tion  ' Doctors  ” 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 
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GoAmeticA  and  AUeSi<j,y 


☆ 


For  the  past  few  years  Luzier's  Fine  Cosmetics  have  been  exhibited  at  the  National  Con- 
vention of  The  American  Medical  Association  and  at  various  of  the  State  Medical  Conventions. 
In  our  contacts  with  your  profession.  Doctor,  we  have  come  to  the  conclusion  that  your  chief 
interest  in  cosmetics  seems  to  be  with  regard  to  allergy. 


We  have  listened  with  great  interest  and  no  little  appreciation  to  your  comments,  and  we  are 
pleased  to  find  that  the  majority  of  you  seem  to  concur  in  the  opinion  that,  where  allergy  is  concerned, 
cosmetics  are  no  exception  to  the  general  rule  that  one  man's  meat  may  be  another  man's  poison. 


That  is  why  we  say:  “You  name  the  poison.  Doctor,  and  we'll  leave  it  out."  By  which  we  mean  that 
in  specific  cases  of  allergy  or  contact  dermatitis,  where  our  products  may  be  suspected,  we  are  prepared 
to  provide  you  with  samples  of  the  raw  materials  present  in  the  suspected  products  for  patch  testing.  If  you 
find  that  Mrs.  Blank  has  a positive  reaction  to  this  or  that  ingredient,  the  chances  are  we  can  eliminate  the 
then  known  offending  substance  or  substances  from  her  Luzier  preparations,  with  the  result  that  she  can 
use  them  with  impunity. 

Since  Luzier  products  are  selected  to  suit  the  individual's  requirements  and  preferences,  and  a record 
of  each  patron's  orders  is  kept  on  file  at  our  offices  in  Kansas  City,  it  is  usually  possible  for  us  to  cooperate 
with  your  profession  in  this  more  or  less  specialized  field. 


Luzier's  Fine  Cosmetics  and  Perfumes  Are  Distributed 

in  Nebraska  by: 

C.  B.  BURBRIDGE, 

Divisional  Distributor, 

P.  0.  Box  No.  1010 

Lincoln,  Nebraska 


District  Distributors 

Virginia  Poole  Ellen  Spires 

P.  0.  Box  No.  209  611  W.  21st  St. 

Omaha,  Nebraska  Kearney,  Nebraska 


Mae  C.  Gillan 
610  So.  17th  St. 
Lincoln,  Nebraska 


Local  Distributors 


Sylvia  Richter 
P.  0.  Box  No.  512 
Grand  Island,  Nebraska 

Doris  Walker 
304  W.  9th  St. 
Lexington,  Nebraska 


Fae  Worrell 
Morrill 
Nebraska 

Myra  Kimmel 
714  Ella  St. 
Beatrice,  Nebraska 

Grace  Oliver 
715  No.  Hastings 
Hastings,  Nebraska 


Marion  McAtee 
1601  1st  Ave. 
Nebraska  City,  Nebraska 

Stella  Reeves 
W auneta 
Nebraska 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


XX 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
June.  1940 


SILVER  PICRATE 


HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,’*  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES.  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  § BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 


BOOKS  RECEIVED 

Interns  Handbook — A guide,  especially  in  emer- 
gencies, for  the  intern  and  the  physician  in  general 
practice — by  members  of  the  Faculty  of  the  College 
of  Medicine,  Syracuse  University,  under  the  direc- 
tion of  M.  S.  Dooley,  A.B.,  M.D.,  Chairman  of  the 
Publication  Committee.  523  pages,  16  mo.  J.  B. 
Lippincott  Company,  Philadelphia.  Price  $3.00. 

Preclinical  Medicine — By  Malford  W.  Thewlis, 
M.D.,  Attending  Specialist,  General  Medicine,  Unit- 
ed States  Public  Health  Hospitals,  New  York  City; 
Special  Consultant,  Rhode  Island  Department  of 
Public  Health;  Associate  Editor,  Medical  Times 
(New  York)  and  author  of  Geriatrics.  Methods  of 
early  recognition  of  disease  are  presented,  special 
tests  recommended,  and  clear  indications  given  for 


pre-clinical  therapy  and  prevention  of  disease  and 
suffering.  The  Williams  and  Wilkins  Company, 
Baltimore,  Maryland,  publishers.  Price  $3.00. 

(These  books  are  all  available  on  a ten-day  loan 
basis,  through  the  Headquarters  Office,  416  Federal 
Securities  Bldg.,  Lincoln). 


CLASSIFIED 

PHYSICIAN  WANTED— In  town  of  600. 
Surrounding  farming  community  about  2,000 
population.  Young  or  middle  age  doctor  pre- 
ferred. Practice  and  collections  good.  Near 
hospitals.  Free  office,  water,  light.  Imken  & 
Neese  Pharmacy,  Pflugerville,  Texas. 


RADIUM  RENTAL 

• Our  rates  are  lowest,  applying  only  to  the 
actual  time  of  use. 

• Newest  platinum  containers,  with  wide  dos- 
age range. 

APPLICATORS  LOANED 
Our  insurance  protects  you  against  loss  of, 
or  damage  to,  the  radium. 

— Write  for  details  — 

RADIUM  & RADON  CORP. 

Marshall  Field  Annex 
Chicago,  Illinois 
Phone  Randolph  8855 


SURGICAL 

Jt'TC/  COMPANY.  Inc. 

Physicians  - Nurses 
Hospital  - Sick  Room 

SUPPLIES 

Medical  Arts  Building,  Omaha,  Nebr. 
Phone  ATlantic  5825 
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The  Acute  Abdominal  Surgical  Conditions 
of  Children* 

CLAYTON  F.  ANDREWS,  M.  D.,  M.  S.,  F.  A.  C.  S. 
Lincoln,  Nebr. 


The  diagnosis  of  Acute  Surgical  lesions  of 
the  abdomen  in  children  imposes  upon  the 
physician  the  necessity  of  having  a clear  pic- 
ture in  mind  of  the  usual  possibilities  to  be 
considered.  He  must  also  avoid  the  common 
pitfalls  in  the  diagnosis  of  these  conditions 
in  children. 

Because  of  the  age  of  these  patients  and 
because  of  the  untrained  observation  by  the 
parents,  the  history  is  commonly  inadequate, 
forcing  the  doctor  to  depend  very  largely  up- 
on a careful  and  accurate  physical  examina- 
tion. 

Up  to  the  age  of  12  years  these  acute  sur- 
gical conditions  are  largely,  and  fortunately, 
quite  limited  in  number.  Most  common  in- 
tra-abdominal surgical  lesions  encountered  in 
infancy  and  childhood  are: 

1.  Congenital  Hypertrophic  Pyloric  Steno- 
sis. 

2.  Intestinal  Intussusception. 

3.  Acute  Appendicitis. 

4.  Imperforate  Rectum  or  Anus. 

5.  Strangulated  Hernia. 

It  shall  be  my  purpose  to  present  a resume 
that  will  assist  in  the  diagnosis  of  these 
conditions.  It  is,  of  course,  axiomatic,  that 
prompt,  accurate  diagnosis  is  all-important 
and  essential  in  the  treatment  of  all  acute 
abdominal  pathology.  These  conditions  must 
be  constantly  differentiated  from  acute  non- 
surgical  conditions  such  as,  Exanthameta, 
Pneumonia  and  other  respiratory  tract  in- 
fections, acute  Pyelitis,  acute  Lymphadenitis 

*From  the  Surgical  Section  of  the  Lincoln  General  Hospital. 


and  acute  Enteritis.  Failure  to  be  constant- 
ly mindful  of  these  pitfalls  in  diagnosis  will 
certainly  lead  to  many  diagnostic  errors, 
which,  in  turn,  lead  to  needless  and  even  in- 
jurious operations,  with  a co-incident  in- 
creased mortality  that  necessarily  brings  dis- 
credit upon  our  profession. 

A discussion  of  the  Acute  Inflammatory 
condition  of  Meckels  Diverticulum  and  of 
Acute  Rectal  Prolapse  will  not  be  undertaken 
because  in  the  former  condition  the  differen- 
tial diagnosis  is  practically  impossible  and 
the  surgical  indications  the  same  as  in  Acute 
Appendicitis  while  in  the  latter  condition  the 
diagnosis  is  self  evident  upon  physical  ex- 
amination. 

CONGENITAL  HYPERTROPHIC  PYLORIC 
STENOSIS 

Projectile  vomiting  of  feedings  beginning 
at  the  age  of  2 to  4 weeks. 

Visible  peristaltic  waves  in  Epigastrium. 
Progressive  weight  loss  and  dehydration. 

Bile  in  stools  but  absent  in  vomitus — ab- 
sence in  stool  of  ingested  dye. 

Failure  of  Belladonna,  Barbiturates,  and 
thick  gruels. 

X-ray  demonstration  of  Gastric  retention. 

PALPATION  OF  FIRM  OVAL  TUMOR 
IN  EPIGASTRIUM 

This  condition  is  a result  of  faulty  develop- 
ment and  is  most  commonly  seen  in  the  first 
born  and  in  males  in  the  proportion  of  3-4  to 
1.  It  has  been  found  in  a fetus  of  seven 
months.  All  efforts  at  its  experimental  pro- 
duction have  resulted  in  failure.  The  history 
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usually  reveals  that  the  baby  appeared  nor- 
mal for  the  first  two  weeks  of  life,  after 
which  it  began  to  vomit  its  feedings,  became 
restless,  fretful,  thirsty,  and  hungry.  It  slept 
poorly,  and  steadily  lost  weight  or  at  least 
failed  to  gain  in  a normal  manner.  Consti- 
pation is  present  and  stools  are  infrequent. 
Physical  examination  usually  shows  a 
starved,  dehydrated  appearing  infant — skin 
lax  and  dry.  Emaciation  is  often  marked 
with  conspicuous  relaxation  of  the  abdominal 
wall.  The  stomach  is  full,  tense,  and  bulges, 
especially  after  feeding.  The  Epigastrium  is 
tense  in  contrast  to  the  relaxed  condition  of 
the  lower  abdomen.  After  vomiting  the  ab- 
domen frequently  becomes  flat  and  scaphoid 
in  type  if  the  condition  has  been  of  long 
duration.  Preceding  vomiting  the  stomach 
appears  ballooned,  and  shows  visible  peristal- 
sis from  left  to  right  and  the  patient  is  es- 
pecially restless  and  fretful  at  this  time. 

Loud  gurgling  peristalsis  can  be  heard 
over  the  stomach  immediately  after  feed- 
ings. 

INTUSSUSCEPTION 

Sudden  onset  of  paroxysmal  pain  in  a pre- 
viously healthy  infant  of  two  or  three  years. 

Passage  of  bloody  mucus  (“currant  jelly”) 
per  rectum. 

Vomiting,  frequently  shock,  tenderness, 
rigidity. 

Presence  of  “sausage-shape”  tumor. 

This  condition  is  the  most  tragic  abdomi- 
nal catastrophy  in  infants,  in  whom  it  occurs 
before  the  age  of  two  years  in  approximately 
seventy  per  cent  of  cases.  It  may  occur  in 
any  part  of  the  small  or  large  bowel,  but  it 
is  most  frequently  found  in  the  terminal 
ileum,  which  invaginates  into  the  cecum. 

The  history  is  usually  that  of  a sudden, 
sharp  onset  of  paroxysmal  pain,  often  fol- 
lowing a spell  of  crying,  coughing,  or  any 
severe  straining.  Accompanying  the  pain  is 
vomiting,  shock,  and  the  passage  of  b’oody 
mucus  per  rectum,  usually  in  an  infant  pre- 
viously normal. 

Upon  examination  the  general  appearance 
may  be  normal  or  the  patient  may  be  in 
shock.  The  paroxysms  of  pain  are  often  ac- 
companied by  visible  peristalsis,  tenderness 
and  rigidity,  screams,  and  drawings  of  the 
thighs.  As  the  condition  advances  the  child 
becomes  listless,  apprehensive,  pupils  dilated, 
abdominal  respirations  decrease  with  in- 


creased distention.  Peristalsis  sounds  are 
exaggerated  unless  there  is  complete  ob- 
struction or  peritonitis,  when  rigidity  and 
tenderness  become  constant. 

Palpation  reveals  a “sausage-shape”  or 
rounded  tumor  in  some  part  of  the  abdomen 
— usually  in  the  right  lower  quadrant.  If 
this  tumor  contracts  synchronously  with 
paroxysms  of  pain,  it  is  pathognomonic  of 
intussusception.  It  is  sometimes  necessary 
to  place  the  patient  in  a warm  tub  bath  or 
under  anesthesia  to  demonstrate  the  tumor 
if  there  is  constant  crying  or  marked  rigid- 
ity. 

Rectal  examination  may  demonstrate  a 
tumor  or  ballooning  of  the  rectum  with  soft 
edematous  mucous  membrane,  and  the  ex- 
amining finger  carries  with  it  bloody  mucus. 

Occasionally,  bimanual  examination  with 
the  patient  in  a sitting  position  will  demon- 
strate the  tumor  when  it  cannot  be  done 
otherwise. 

Inspection  will  often  reveal  distended  loops 
of  bowel  above  the  obstruction  and  a barium 
enema  is  often  of  value  in  determining  the 
diagnosis.  If  the  obstruction  is  complete,  the 
pain  may  be  both  paroxysmal  and  continu- 
ous. If  the  condition  is  seen  early  there  may 
be  little  or  no  vomiting,  while  if  there  is  con- 
sistent vomiting,  especially  fecal  in  type,  it  is 
indicative  of  complete  strangulation.  The 
first  stool  after  the  onset  may  be  normal, 
but  the  second  stool  usually  is  bloody  and  of 
“currant  jelly”  type,  that  is,  it  contains  mu- 
cus and  blood.  Rectal  tenesmus  is  common 
and  naturally  is  more  marked  as  the  location 
of  the  tumor  approaches  the  rectum.  Fever 
is  absent  at  the  onset,  but  rises  in  proportion 
to  the  amount  of  toxemia  or  peritonitis. 

ACUTE  APPENDICITIS 

Pain,  loss  of  appetite,  nausea  and  vomit- 
ing, tenderness  and  rigidity  in  Right  Lower 
Quadrant,  elevation  of  temperature,  leukocy- 
tosis, usually  in  this  sequence. 

Onset  more  frequently  at  night. 

Rather  rare  before  the  age  of  two  years. 

Intrussusception  more  common  before  the 
age  of  two  years. 

Normal  Sedimentation  rate  in  uncompli- 
cated Appendicitis. 

This  condition  is  seldom  seen  in  infants 
under  the  age  of  two  years.  It  is  not  unusual 
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to  have  a family  history  of  appendicitis  and  a 
prior  history  of  diarrhoea,  constipation,  of 
capricious  appetite  in  children.  It  not  infre- 
quently follows  epidemics  of  influenza,  tonsil- 
litis, or  acute  enteritis.  The  onset  is  usually 
with  pain  in  the  epigastrium  or  umbilical 
region,  later  localizing  in  the  right  lower 
quadrant.  Loss  of  appetite  is  constant  and 
pain  is  shortly  followed  by  nausea  or  vomit- 
ing. The  patient  usually  obtains  some  relief 
by  lying  on  the  right  side  with  knees  flexed. 
If  the  onset  of  pain  follows  the  vomiting  it  is 
not  likely  to  be  Appendicitis.  The  patient 
usually  looks  quite  ill.  The  skin  is  pale  and 
moist,  there  is  slight  fever,  diminished  res- 
pirations, with  tenderness  and  rigidity  in 
the  right  lower  quadrant.  Owen’s  sign  of 
rebound  tenderness  of  pain  is  usually  pres- 
ent. The  pulse  rate  is  accelerated  and  the 
quality  varies  with  the  amount  of  peritonitis 
present. 

Leukocytosis,  when  present,  is  definite  ad- 
ditional information  but  it  must  be  remem- 
bered in  patients  of  all  ages,  that  a normal 
leukocyte  count  is  present  in  about  20%  of 
patients  with  very  definite  acute  appendici- 
tis. The  Polys  are  increased  often  to  the  ex- 
tent of  80%  and  this  figure  is  usually  indi- 
cative of  a purulent  appendix.  In  children 
the  leukocytosis  is  frequently  higher  than 
the  condition  of  the  appendix  at  operation 
would  indicate.  Sedimentation  rate  is  nor- 
mal in  Acute  Appendicitis,  unless  there  is 
complicative  Peritonitis,  while  it  is  abnormal 
in  other  acute  illnesses,  both  intra-  and  ex- 
tra-abdominal, that  simulate  Appendicitis. 

Three  interesting  observations  are: 

1.  If  a child  sits  up  in  bed  without  pain 
it  is  likely  not  Acute  Appendicitis. 

2.  The  child  will  frequently  push  away 
the  examiners  hand  in  Acute  Appendicitis. 

3.  In  cases  of  Pneumonia  the  child  fre- 
quently sleeps  for  short  periods,  while  it 
does  not  do  so  in  the  presence  of  Acute  Ap- 
pendicitis, unless  there  is  exhaustion  later 
in  the  course  of  the  disease. 

IMPERFORATE  ANUS  OR  RECTUM 

Absence  of  Anus. 

Absence  of  Meconium  or  its  passaga 
through  Uro-genital  tract  or  a fistulous 
opening. 

Abdominal  distention,  dependent  upon  de- 
gree of  obstruction  or  the  duration  of  symp- 
toms. 


Imperforate  Anus  may  consist  of  merely 
a narrowing  of  the  Anus,  a closure  by  mem- 
branous tissue,  entire  absence  of  Anus,  or 
an  imperforate  anus  with  a fistulous  open- 
ing. 

Imperforate  Rectum  with  normally  placed 
anus  may  consist  of  membranous  obstruc- 
tion of  the  rectum,  extensive  obliteration  or 
total  absence  of  rectum.  Various  other  ab- 
normalities of  the  bowel  may  accompany  this 
condition. 

Usually  the  first  symptom  noted  is  the  ab- 
sence of  meconium,  which  should  direct  the 
physicians’  attention  to  the  anus.  Abdomi- 
nal distention  in  an  infant  of  a few  days  is 
in  proportion  to  the  completeness  of  the  ob- 
struction. The  child  is  restless,  asthenic, 
and  weak.  The  anus  may  appear  normal,  or 
be  totally  absent  with  or  without  perineal 
bulging  on  straining.  The  abdomen  is  dis- 
tended without  rigidity  or  tenderness.  If 
the  anus  is  patent,  a gentle  examination  is 
made  for  the  presence  of  stricture  or  an 
obstructive  diaphragm.  X-ray  examination 
made  with  the  patient  in  a Trendelenburg 
position  usually  shows  an  accumulation  of 
gas  in  the  blind  extremity  of  the  gut. 

STRANGULATED  HERNIA 

Existence  of  hernial  sac  or  opening. 

Sudden,  sharp  pain  at  opening — paroxys- 
mal attacks  usually,  pain  grows  progressive- 
ly worse. 

Increased  swelling  at  site  of  obstruction. 

Nausea  and  vomiting — fecal  type  late. 

Absolute  constipation  if  complete  obstruc- 
tion. 

This  condition  is  caused  by  the  prolapse 
of  the  intestine  into  any  of  the  internal  or 
external  hernial,  omental,  mesenteric,  or  per- 
itoneal openings.  The  onset  usually  in  the 
daytime,  because  of  increased  exertion  or 
dietary  indiscretion.  This  history  is  that  of 
sudden  onset  of  pain,  usually  in  a patient 
with  a pre-existing  hernia,  the  pain  most 
commonly  being  of  the  paroxysmal  type,  but 
may  be  continuous  with  added  paroxysms. 
Vomiting  is  common,  usually  progressive 
and  fecal  in  later  stages  of  the  condition. 
There  is  inability  to  pass  fecal  or  flatus  in 
spite  of  the  frequent  urge  to  do  so. 

The  findings  upon  physical  examination 
depend  on  the  stage  of  the  disease,  as  well 
as  the  type  and  location  of  the  obstruction. 
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The  longer  the  elapsed  time,  the  higher  the 
obstruction,  and  the  greater  the  interference 
with  circulation  of  the  bowel,  the  more  se- 
vere and  fulminating  the  symptoms.  The 
patient  looks  very  ill,  tends  to  lie  with  thighs 
very  flexed,  and  is  restless  and  tosses  in  bed. 
Distention  is  moderate  and  very  frequently 
accompanied  by  visible  peristalsis  if  the  ob- 
struction is  in  the  small  intestine. 

Examination  of  the  hernial  openings  will 
usually  reveal  a tender,  tense,  painful  swell- 
ing, frequently  with  an  impulse  upon  cough- 
ing. There  may  be  a rapid  weak  pulse  ac- 
companied by  shock  and  collapse,  if  the  ob- 
struction is  complete. 


If  the  condition  progresses  there  is  in- 
creased distention  of  the  abdomen,  increased 
peritonitis  and  toxemia  together  with  fecal 
vomiting. 

CONCLUSION 

Brief  abstract  of  the  important  symptoms, 
physical  findings,  and  clinical  observations 
of  the  five  most  common  acute  surgical  con- 
ditions found  in  infants  and  young  children 
is  presented.  An  effort  has  been  made  to 
present  the  most  important  and  most  useful 
points,  without  a long  discourse  regarding 
these  findings  and  symptoms  and  with  no 
effort  in  this  presentation  to  describe  the 
technical  operative  procedures  involved  in 
these  cases. 


^ 


IN  THIS  ISSUE 


ABDOMINAL  symptoms  in  children  can  be 
most  confusing.  Delayed  diagnosis  of  cer- 
tain conditions  may  imperil  the  life  of  the 
child.  In  his  discussion  of  the  subject.  Dr. 
Clayton  Andrews  presents  a clear  picture 
embracing  differential  points  worthy  of 
study  by  every  physician,  on  page 245 

MUCH  has  been  written  and  even  more  has 
been  said  about  hospital  costs  to  the  patient. 
Group  hospitalization  insurance  on  a non- 
profit basis  is  absorbing  the  interests  of  the 
profession  in  practically  every  section  of  the 
country.  Dr.  Lockwood  presents  a sensible 
discussion  of  this  problem  on  page 249 

THE  declining  years  in  man  are  always  ac- 
companied by  changes  in  the  nervous  and 
mental  process.  There  is  little  question  but 
what  this  phase  of  geriatrics  has  been  ne- 
glected. Dr.  G.  Alexander  Young  presents 
an  instructive  discussion  of  the  problem 
on  page  252 

LOW  back  pain  is  a familiar  subject  to 
every  physician.  The  problem  of  diagnosis 


of  the  underlying  cause  of  the  discomfort  is 
not  always  clear.  Dr.  J.  E.  M.  Thomson  pre- 
sents a helpful  outline  for  the  examination  in 
connection  with  this  annoying  symptom  on 
page  - .256 

AMONG  the  causes  of  low  back  pain,  one 
feature  of  late  has  received  much  attention. 
Dr.  Francis  L.  Simonds  was  one  of  the  early 
workers  to  emphasize  herniation  of  the  inter- 
vertebral disc  as  a cause.  His  paper  is  on 
page  -260 

BLEEDING  duodenal  ulcer  requires  the 
team  work  of  internist,  surgeon  and  patholo- 
gist. When  this  complication  is  aggravated 
by  myocardial  disease  the  importance  of  co- 
operation of  these  specialists  becomes  espe- 
cially urgent.  Drs.  McLaughlin,  Baker  and 
Sharpe  illustrate  the  value  of  team  work  in 
interpreting  the  problem  on  page 266 

MASTODYNIA  is  a condition  which  may 
be  brought  about  by  a group  of  any  one  or 
more  underlying  causes.  The  treatment  of 
this  symptom  is  clearly  described  by  Dr. 
Bowers  on  page... - 269 


Non-Profit  Group  Hospital  Service  Plans 

IRA  H.  LOCKWOOD,  M.  D. 

Kansas  City,  Mo. 


I have  been  interested  in  non-profit  group 
hospitalization  plans  because  I think  they  are 
one  of  the  things  the  medical  profession  can 
do  to  help  themselves.  We  have  a lot  of 
people  whom  we  have  to  help  take  care  of  and 
I think  if  we  can  spread  the  cost  of  hospitali- 
zation it  is  going  to  help  the  doctors. 

I have  taken  the  privilege  of  changing  my 
topic  and  putting  it  in  the  form  of  a ques- 
tion, “why  should  the  medical  profession  be 
interested  in  non-profit  group  hospital 
plans  ?” 

What  is  a non-profit  group  hospital  serv- 
ice plan?  It  is  something  that  permits  a 
group  budgeting  of  hospital  care  by  which 
individuals  prepay  the  necessary  cost  of  hos- 
pitalization. That’s  all  there  is  to  it. 

First,  we  should  be  interested,  as  a medi- 
cal profession,  because  every  year  more  than 
8,000,000  persons,  approximately  6%  of  the 

(population  of  the  United  States,  spend  be- 
tween ten  and  twelve  days  in  general  or  spe- 
cial hospitals  for  serious  ailments  or  mater- 
nity care.  We  are  the  people  who  are  taking 
care  of  these  8,000,000  people,  or  6%  of  our 
population. 

Second,  we  have  in  excess  of  1,000  000 
hospital  beds  in  the  United  States;  only  25% 
of  those  are  in  non-profit  institutions,  70% 
of  them  are  in  government  hospitals,  so  you 
can  see  the  government  is  stepping  in  very 
strongly  in  taking  care  of  your  patients. 
Only  5%  are  in  private  hospitals.  More  than 
30%  of  all  persons  receiving  hospital  care 
pay  nothing. 

Third,  the  non-profit  group  hospital  serv- 
ice plan  is  not  merely  an  idea,  it  is  an  accom- 
plished fact.  On  January  1,  1933,  there  was, 
in  the  United  States,  only  one  non-profit 
free  choice  hospital  plan,  with  an  enrollment 
of  2,000  individuals.  On  January  1,  1938, 
five  years  later,  there  were  38  approved 
plans,  with  an  enrollment  of  1,360,000  indi- 
viduals. On  January  1,  1939,  there  were  48 
approved  plans,  with  an  enrollment  of  2,870,- 
000  people.  On  January  1,  1940,  there  were 
60  approved  plans  in  the  United  States,  with 
an  enrollment  in  excess  of  4,500,000  and, 
three  months  later,  the  enrollment  was  be- 
yond 6,000,000  people. 


The  American  Hospital  Association  has 
approved  the  principles  and  established  cer- 
tain standards  for  the  development  of  non- 
profit hospital  service  plans.  Now,  I like  to 
think  of  the  American  Hospital  Association 
as  being  something  like  our  American  Medi- 
cal Association.  It  stands  at  the  head;  it  is 
trying  to  do  something  that  we  all  think  is 
right  and  proper.  So,  the  American  Hos- 
pital Association  has  approved  in  principle 
and  established  certain  standards  for  plans 
and  have  now  approved  60  plans.  This  does- 
n’t cover  all  of  the  states  of  the  union  and 
we  have  an  area  right  in  this  territory  that 
does  not  have  an  approved  hospitalization 
plan  of  the  non-profit  variety.  Nebraska  has 
the  Community  Hospital  Care  Plan  in  Omaha 
sponsored  and  operated  by  the  Omaha  Hos- 
pital Council.  In  Missouri,  we  now  have  two, 
one  in  the  east  end  and  one  in  the  west  end. 
Oklahoma  has  recently  taken  the  whole  state 
and  we  hope  to  see  these  things  grow  in  this 
part  of  the  country,  for  the  simple  reason 
that  we  feel  they  are  going  to  benefit  the 
medical  profession.  After  all,  it  is  perhaps  a 
little  selfish  idea  in  seeing  that  your  patient 
has  the  proper  hospitalization,  under  proper 
management.  Hospitalization  is  sold  by 
various  agencies  and  should  be  contrasted  as 
to  objectives  and  organizations. 

Now,  first,  non-profit,  free  choice  service 
plan  is  the  only  type  that  is  approved  by  the 
American  Hospital  Association  and  it  is  ap- 
proved because  the  corporate  body  must  con- 
sist of  an  adequate  representation  of  the 
medical  profession.  At  least  one-third  of  the 
men  on  the  board  of  trustees  or  directors, 
whatever  you  may  call  them,  must  be  mem- 
bers of  the  American  Medical  Association. 
There  must  be  adequate  representation  from 
the  hospitals  and  also  from  the  general  pub- 
lic. Most  of  these  plans  are  set  up  with  an 
equal  division  of  one-third  of  the  board  of 
trustees  from  the  medical  profession,  or  per- 
haps in  some  cases  you  may  call  this  group 
a corporate  board,  one-third  composed  of  in- 
dividuals from  hospitals  and  one-third  from 
the  general  public.  Now  that  puts  it  right 
back  into  your  own  hands  so  that  you’ve  got 
a chance  to  have  something  to  say  about 
the  hospital  plans. 

Second,  there  must  be  no  private  investors, 
stockholders  or  owners.  These  are  the  dicta- 
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tions  laid  down  by  the  American  Hospital 
Association.  There  can  be  no  private  in- 
vestors, stockholders  or  owners.  The  hos- 
pital service  benefit  must  be  guaranteed  by 
the  member  hospitals ; consequently,  the 
medical  profession  should  cooperate.  Re- 
member that  you,  as  the  medical  profession, 
are  the  only  claim  agents  that  non-profit 
group  hospitalization  plans  have.  You,  as 
the  medical  profession,  can  make  or  break 
these  non-profit  hospital  plans. 

The  other  type  of  hospitalization  insurance 
that  is  sold  is  that  of  the  single  hospital 
plans  sponsored  by  one  institution.  It  is  per- 
fectly all  right  but  it  cannot  be  approved  by 
the  American  Hospital  Association. 

The  next  type  of  hospitalization  is  stock 
and  mutual  insurance  companies.  Now,  why 
are  stock  and  mutual  insurance  companies 
interested  in  hospitalization  of  your  pa- 
tients ? Only  one  reason,  they  are  interested 
because  of  profit,  they  don’t  care  about  my 
patient,  they  aren’t  doing  that  sort  of  thing, 
they’re  selling  hospitalization  for  the  profit 
the  insurance  company  can  make.  Remem- 
ber, they  have  a claim  department.  It  is 
backed  by  a policy  with  a lot  of  fine  print — 
take  time  to  read  one.  Their  claim  depart- 
ment is  not  made  up  of  doctors.  Their  claim 
department  may  rule  against  you  and  your 
patient. 

At  the  present  time,  in  Kansas  City,  we 
know  of  twenty-six  outstanding  insurance 
companies  who  are  selling  hospitalization. 
Some  of  their  policies  are  good,  some  of  them 
are  bad,  but,  in  all  instances,  if  a person 
gets  very  sick  and  they  see  this  person  is 
going  to  have  a good  claim,  it  is  just  like  it  is 
in  your  health  and  accident  insurance,  they’ve 
been  known  to  cancel  policies  and  they  are 
canceling  now.  They  are  making  settlements 
with  a patient  who  is  sick  instead  of  paying 
hospital  bills.  That’s  their  business  and 
they’re  in  the  business  for  the  profit  they 
can  get  out  of  it.  I have  no  grief  nor  argu- 
ment with  insurance  companies  but  when 
they  say  they  are  doing  the  same  things  that 
a non-profit  group  hospital  service  plan  is 
doing,  they’re  mistaken:  they  do  not  under- 
stand. 

The  fourth  type  of  organization  that  is 
selling  hospitalization  is  the  mutual  benefit 
association  employees  of  a single  firm.  They 
have  carried  on  for  years  and  probably  will 
continue  to  carry  on.  They  should  never 
cover  the  dependents  of  employees. 


A non-profit  group  hospital  plan  should 
never  be  called  or  treated  as  insurance,  be- 
cause it  is  not.  It  is  a service  contract  be- 
tween the  subscribers  and  the  participating 
hospitals.  Let’s  remember  that — it  is  not  in- 
surance; it  is  not  handled  as  insurance  in 
any  sense  of  the  word.  It  is  simply  a service 
contract  in  which  the  participating  hospitals 
guarantee  to  take  care  of  this  individual  dur- 
ing the  length  of  time  of  his  contract.  And 
they  guarantee  to  take  care  of  him  at  a 
specified  rate  and  render  the  same  service, 
whether  the  service  plan  has  any  money  or 
not,  to  the  end  of  the  contract,  that  must 
be  one  of  the  guarantees.  Hospitals  are  not 
having  any  difficulty.  They  can  see  this 
and  they  are  willing  to  sign  up.  They  are 
willing  to  give  and  guarantee  this  service. 

The  sixth  reason  why  I think  you  should 
be  interested  is  that  the  system  distinguishes 
non-profit  group  hospital  service  from  insur- 
ance, which  indemnified  the  policy  holder  for 
hospitalization  and,  in  some  instances,  medi- 
cal services,  especially  surgical  services.  Thus 
the  insurance  company  is  setting  your  fee  at 
whatever  it  may  choose.  Now  the  basis  on 
which  these  insurance  companies  set  surgi- 
cal fees  is  on  certain  amounts,  for  instance, 
for  30c  a month,  which  would  be  a sum  of 
$3.60  a year,  they  will  guarantee  you  $75 
for  any  one  surgical  operation.  Some  of  them 
will  go  a little  higher  than  that  and  for  70c 
a month  will  guarantee  you  a fee  of  $150 
for  certain  surgical  operations.  The  recent 
thing  that  has  happened  in  a great  many  of 
the  insurance  companies  is  that  they  have 
limited  the  indemnity.  They  find  there  are 
certain  groups  they  cannot  handle,  and  so  are 
cutting  down  about  25%  of  the  benefits. 
They  are  also  beginning  to  raise  the  fees ; in 
fact,  one  of  our  outstanding  companies, 
which  has  probably  been  one  of  the  largest 
insurance  companies  selling  hospitalization, 
has  now  raised  its  fees  to  $5.00  a month.  A 
man  who  can  pay  $5.00  a month  for  an  insur- 
ance policy  is  not  the  individual  in  whom  we 
are  interested  in  this  connection.  We  have 
in  our  plan  one  family,  a man,  his  wife  and 
thirteen  children.  What  does  this  non-profit 
group  hospital  service  plan  gave  this  man? 
For  $1.50  a month,  (75c  for  the  man ; 50c  for 
the  wife  and  25c  a month  for  all  the  chil- 
dren, be  it  one  or  thirteen),  he  can  send 
any  one  of  those  fifteen  individuals  to  a hos- 
pital for  thirty  days  hospitalization,  if  nec- 
essary, in  ony  one  calendar  year.  While  this 
type  of  person  is  an  extreme  example  I’ll 
admit,  you  perhaps  know  a lot  of  individuals 
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who  are  working  for  $100  to  $150  a month, 
paying  for  their  home  and  have  two  or  three 
children,  to  whom  this  would  be  a godsend. 

The  seventh  reason  is,  the  medical  profes- 
sion need  never  have  any  fear  concerning 
hospital  service  plans  which  do  not  violate 
the  ethics  and  principles  of  American  medi- 
cine. Instead,  we  should  welcome  this  ad- 
junctive service  for  our  patients.  The  rea- 
son I want  to  stress  that  is  that  in  a great 
many  communities  the  medical  profession 
has  been  rather  backward  in  taking  hold  of 
this  sort  of  thing.  The  outcome  is  that 
some  sort  of  hospitalization,  and  usually  an 
insurance  company,  has  taken  over  the  field 
and  then  you  have  condemned  the  idea  of 
group  hospital  service  after  you  have  had  a 
few  patients  in  most  of  these  insurance  com- 
panies. So  that  you  have  not  taken  the  in- 
terest to  find  out  what  non-profit  group  hos- 
pital service  will  give  to  you  and  your  pa- 
tients. Remember  that  you  are  the  man 
who  sends  this  patient  in  to  the  hospital, 
you’re  the  man  who  keeps  him  there,  you’re 
the  man  who  discharges  that  patient  from 
the  hospital  and  you  don’t  have  any  claim 
agents  coming  around  to  see  you.  You’re 
the  only  claim  agent  there  is. 

The  plan  is  not  built  to  be  abused.  It  is 
simply  built  so  that  the  money  collected  from 
these  individuals  can  go  to  pay  the  hospital 
bills  for  all  the  policy  holders. 

The  eighth  answer  to  this  question,  the 
non-profit  plan,  is  pointing  the  way  to  solve 
the  problem  of  adequate  hospitalization  in 
keeping  with  the  traditional  American  prac- 


tices of  permitting  the  people  themselves 
to  work  out  their  own  destinies. 

Ninth.  You  will  say,  this  could  be  done 
in  Boston,  New  York,  St.  Louis  and  even 
Kansas  City  but  not  in  Nebraska.  You’re 
wrong,  it  can  be  done  anywhere.  It  can  be 
done  in  the  country  districts,  it  can  be  done 
in  the  small  towns.  We  have  geographical 
sections  in  the  states  that  you  might  more 
or  less  call  rural  areas  and  you  have  coun- 
ties and  they  are  divided  into  townships. 
You  can  go  out  and  enroll  a group  consisting 
of  that  township  or  that  town.  In  Missouri, 
we  have  certain  towns  enrolled.  You  might 
be  interested  to  know  that  in  the  twin  cities, 
Minneapolis  and  St.  Paul,  they  now  have 
more  than  32%  of  their  entire  population 
in  non-profit  group  hospitalization  plans.  In 
the  city  of  Duluth,  41%,  and  in  the  city  of 
Stillwater,  62%.  It  cannot  be  done  indivi- 
dually, but  it  can  be  done  by  groups.  The 
essential  economic  factors  of  the  plan  are, 
first,  the  guarantee  of  service  and,  second, 
the  fact  that  the  medical  profession  really 
has  control  of  this  plan. 

During  1939,  more  than  500,000  hospital 
bills,  which  totaled  more  than  $25,000,000, 
were  paid  direct  to  the  hospitals  and  not  one 
of  these  sixty  plans  has  failed  to  meet  its 
obligations  to  its  subscribers.  At  the  pres- 
ent time,  in  Kansas  City,  we  have  795  differ- 
ent groups  participating  in  this  plan,  which 
includes  more  than  45,000  people,  so  when 
you  walk  down  the  streets  of  Kansas  City, 
one  out  of  every  ten  individuals  has  non- 
profit group  hospitalization  and  we  hope  by 
the  end  of  the  year  to  have  a lot  more  than 
that. 


^ ^ ^ 


Infant  Death  Rate  Lowest  in  1939 

The  lowest  infant  death  rate  in  the  na- 
tion’s history  was  recorded  in  1939,  according 
to  preliminary  tabulations  made  public  by 
the  Census  Bureau,  Department  of  Com- 
merce. 

The  1939  infant  death  rate  of  48.0  deaths 
per  one  thousand  live  births  is  based  on  108,- 
532  deaths  of  infants  under  one  year  of  age. 
In  1938  there  were  116,702  deaths  which  re- 
sulted in  a rate  of  51.0.  The  1937  rate  was 


54.4  based  on  a total  of  119,931  deaths.  The 
record-breaking  mark  of  1939  represents  the 
culmination  of  two  decades  of  general  de- 
crease in  infant  mortality. 

Decreases  in  the  infant  mortality  rate  in 
1939,  compared  with  the  previous  year,  were 
reported  by  forty-two  states  and  the  District 
of  Columbia.  The  rate  rose  during  the  same 
period  in  six  states.  Minnesota’s  rate  of  35.4 
was  the  lowest  last  year.  New  Mexico,  with 
a rate  of  109.3  and  Arizona,  95.5,  reported 
the  highest  rates  last  year. 
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A feature  of  disease  that  is  much  neglected 
is  its  relationship  to  the  different  life  peri- 
ods. Much  has  been  written  of  disease  in 
childhood,  adolescence,  adult  life  and  the 
menopause,  but  little  discussion  has  centered 
about  the  changes  and  diseases  incident  to 
old  age.  The  aim  of  this  paper  is  to  bring 
before  the  general  practitioner  the  problems 
of  the  involutional  period  as  they  relate  to 
the  nervous  system. 

CHARACTERISTICS  OF  SENESCENCE 

The  term  “senescence”  embodies  the  so- 
matic and  mental  changes  occurring  in  the 
involutional  stage  of  life.  (See  Table  I.)  Sen- 
escence does  not  imply  disease  and  its  phen- 
omena may  be  considered  normal.  Senility, 
on  the  other  hand,  suggests  disease,  or  a 
pathological  disability  of  some  type. 

Senescence  is  accompanied  by  atrophy  of 
the  various  organs,  including  the  brain.  The 
basal  metabolic  rate  is  lowered.  There  is  a 
tendency  to  anorexia.  The  atheromatous  and 
arteriosclerotic  changes  in  the  blood  vessels 
and  the  trend  to  myocardial  weakness  are 
well  known.  A loss  of  body  water  content 
and  a change  in  the  lipid  metabolism  takes 
place,  a finding  we  have  noted  in  a study  we 
are  making  of  lipid  metabolism  in  psychotics. 

Table  I 

PHYSIOLOGIC  CHANGES  INCIDENT  TO 
SENESCENCE 

1.  Atrophy  of  various  organs. 

2.  Metabolic  rate  lowered. 

3.  Tendency  to  anorexia,  malnutrition,  loss  of 
weight. 

4.  Atheromatous  and  arteriosclerotic  vascular 
changes. 

5.  Myocardial  weakness. 

6.  Loss  of  body  water  content. 

7.  Change  in  lipid  metabolism. 

8.  Diminished  plasticity  of  personality  makeup. 

9.  Lowering  of  emotional  tension  and  imagina- 
tive activity. 

10.  Impairment  of  retentive  memory. 

The  mental  or  psychiatric  features  of 
senescence  are  shown  in  the  gradual  loss  of 
that  plasticity  or  adaptiveness  in  the  person- 
ality makeup  that  is  so  characterist:c  of  the 
earlier  years.  There  develops  a rutting  of 
behavior  or  rigidity  of  personality  makeup 
that  makes  difficult  the  adjustment  to  new 
life  situations.  Here  nervous  tension  may  re- 
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suit  that  manifests  itself  in  irritability,  ap- 
prehension, mood  disorders  or  insomnia. 

The  insidious  impairment  of  retentive 
memory,  the  diminution  of  active  interests,  a 
paucity  of  imagination  and  increased  feelings 
of  passivity  are  trends  which  in  moderation 
are  normal,  but  which  under  the  influence  of 
accompanying  disease  may  become  pathologi- 
cally exaggerated.  Even  without  somatic 
disease,  difficult  life  situations,  such  as  loss 
of  husband,  wife  or  children,  the  loss  or  ces- 
sation of  employment  without  the  assets  of 
enjoyable  hobbies,  financial  insecurity  or 
family  dissensions,  may  present  problems 
which  the  senescent  personality  is  unable  to 
meet  and  serious  nervous  symptoms  or  actual 
psychoses  result. 

ORGANIC  NERVOUS  DISORDERS 

Modern  medicine  deprecates  the  necessity 
for  the  formal  division  of  disease  into  func- 
tional, psychiatric  and  organic  entities.  It 
sees  the  individual  as  a biologic  unit  harmon- 
iously adapting  itself  to  a physical  and  social 
environment  or  conversely  breaking  down  in 
organ  or  personality  dysfunction.  The  re- 
ciprocal influences  of  organic  physical  disease 
and  of  personality  makeup  are  closely  inter- 
woven in  all  disease  phenomena.  However, 
organic  nervous  diseases  present  themselves 
in  our  group  in  which  personality  factors 
may  or  may  not  be  etiologically  related. 

Vascular  lesions  and  cellular  atrophy  play 
major  roles  in  the  pathology  of  the  nervous 
system  of  the  aged.  Arteriosclerosis,  heart 
disease  and  impaired  cerebral  circulation  ac- 
count for  a large  proportion  of  the  symptoms 
met  with.  Arterial  and  arteriolar  throm- 
boses, with  massive  or  minute  and  dissemin- 
ated areas  of  softening  may  occur  and  pro- 
duce a multiform  group  of  diverse  motor, 
sensory,  reflex  and  psychiatric  svmp^oms. 
In  the  presence  of  arteriosclerosis,  the  dimin- 
ished blood  flow  may  result  in  cellular  anox- 
emia and  degeneration  without  thromboses. 
The  two  processes  of  softening  and  ceh  de- 
generation are  generally  combined  in  vary- 
ing proportions.  The  symptoms  grade  from 
increased  fatigability,  irritability,  memory 
loss,  insomnia,  faulty  powers  of  concentra- 
tion and  judgment  to  vertigo,  headache, 
paresthesias,  transitory  or  permanent  mono- 
plegia, hemiplegia  or  paraplegia,  aphasic  and 


Volume  25 
Number  7 


NERVOUS  DISORDERS  OF  ADVANCED  AGE:  YOUNG 


253 


apraxic  syndromes,  focal  or  general  convul- 
sions and  different  types  of  psychoses  or  de- 
mentia. Sexual  behavior  disorders  are  not 
uncommon. 

Cerebral  hemorrhage  in  its  massive  form 
need  not  be  discussed.  Minute  hemorrhages 
are  often  present  and  contribute  to  the 
symptoms  already  noted. 

Senile  dementia  may  profitably  be  dis- 
cussed in  this  connection  because  it  is  so 
largely  accompanied  by  cerebral  arterioscle- 
rosis. In  pure  senile  dementia,  the  process 
is  a diffuse  cortical  cellular  atrophy  with  a 
gross  exaggeration  of  the  normal  cellular 
loss  of  senescence.  The  symptoms  are  pro- 
gressive retentive  memory  defect,  in  which 
the  inability  to  form  new  memory  associa- 
tions with  the  present  develops  until  recog- 
nition of  time,  place  and  persons  becomes  im- 
possible. In  this  gradual  descent  into  the 
shadows,  often  a matter  of  years,  irritability, 
perversions  of  judgment,  temper  tantrums, 
suspiciousness,  hostility  toward  relatives, 
hoarding  of  useless  articles  and  unjust  ac- 
cusations of  relatives  and  often  violence  be- 
cause of  forgotten  hiding  places,  childish  sus- 
ceptibility to  flattery,  unfortunate  sex  at- 
tachments, lead  often  to  most  unfortunate  or 
disastrous  results  if  the  patient’s  condition 
is  not  recognized.  Because  the  early  mani- 
festations of  the  disease  may  be  frequently 
well  hidden  by  the  patient,  who  passes  off 
his  memory  defects  in  a sly,  clever  fashion 
and  ingeniously  rationalizes  his  faulty  judg- 
ments, such  recognition  may  not  take  place, 
at  least  by  the  average  acquaintance.  Unjust 
wills,  disinheriting  formerly  loved  children, 
may  be  made  and  are  often  sustained  in  the 
courts  on  the  testimony  of  such  acquaint- 
ances. Necessary  guardianship  procedures 
are  likewise  often  defeated  for  the  same  rea- 
son, to  the  patient’s  and  relatives’  disad- 
vantage. When  pronounced  delusions  and 
gross  behavior  discrepancies  occur,  the  diag- 
nostic problem  disappears. 

TREATMENT  AND  MANAGEMENT 

In  a consideration  of  the  treatment  of 
senile  dementia  and  also  of  cerebral  arterio- 
sclerosis, energy  should  be  directed  toward 
the  conservation  of  tangible  assets,  the  utili- 
zation of  the  personality  assets  of  the  patient 
and  the  institution  of  proper  hygienic  meas- 
ures. As  just  noted,  the  appointment  of  a 
guardian  by  the  County  Court  is  indicated 
when  faulty  judgment  jeopardizes  the  finan- 
cial status,  an  unjustifiable  disinheritance  is 


threatened,  an  ill-advised  marriage  or  divorce 
is  contemplated  or  when  behavior  of  an  em- 
barrassing nature  is  exhibited. 

Many  early  cases  respond  nicely  to  some 
situational  alteration.  An  easing  of  respon- 
sibility, the  planning  of  activities,  the  ar- 
ranging for  a private  apartment  in  a son’s  or 
daughter’s  home,  the  development  of  hobbies 
and  a planned  supervision  are  helpful  meas- 
ures. The  avoidance  of  argument,  judicial 
flattery  and  the  cultivation  of  a feeling  of  im- 
portance are  simple  and  effective  ways  of 
smoothing  over  trying  situations. 

In  the  more  advanced  cases,  institutional- 
ization is  the  treatment  of  choice.  It  is  re- 
markable that  many  patients  who  were  un- 
manageable in  a home  environment  settle 
down  to  make  an  excellent  adjustment  in  the 
hospitals.  The  simple  habits  of  living,  the 
well-regulated  regime  and  limited,  protective 
surroundings  offer  an  excellent  solution  to 
many. 

The  general  hygienic  measures  that  are 
indicated  are  too  well-known  to  bear  elucida- 
tion. Tub  baths  may  be  employed  as  a seda- 
tive measure  in  preference  to  drugs.  Elder- 
ly patients  do  not  utilize  sedative  medication 
well  and  may  develop  a delirious  reaction, 
particularly  with  the  bromides. 

Drug  treatment  of  cerebral  arteriosclerosis 
and  of  confusional  or  physical  symptoms  due 
to  a myocardial  circulatory  insufficiency  may 
often  afford  great  help.  Arteriolar  spasti- 
city often  is  present  and  is  relieved  by  a com- 
bination of  diuretin  and  sodium  luminal,  such 
as  theominal.  Aminophyllin  also  is  helpful. 
Maintenance  dosage  of  digitalis  often  pro- 
duces remarkable  benefit.  Caffeine  likewise 
has  its  uses.  Vitamin  therapy,  especially 
of  B-l  and  B-2,  has  seemed  to  be  of  bene- 
fit. Small  doses  of  insulin,  units  20  before 
meals,  has  contributed  to  increase  of  appe- 
tite and  nutrition. 

Other  organic  diseases  of  the  nervous  sys- 
tem can  be  mentioned,  such  as  senile  spinal 
paraglegia  due  to  spinal  cord  arteriosclerotic 
changes  which  may  develop  slowly  or  acutely 
and  feature  spastic  leg  weakness  or  paraly- 
sis, sensory  loss  and  bladder  incontinence. 
Here  late  spinal  cord  syphilis  or  the  myelo- 
pathy of  pernicious  anemia  should  be  con- 
sidered as  possible  causes  of  the  symptoms. 

Senile  neuritis  may  occur  in  the  aged,  and 
is  caused  either  by  arteriosclerosis  or  by 
Vitamin  B deficiency,  resulting  from  senile 
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anorexia  or  from  a defective  food  assimula- 
tion.  Vitamin  B-l  intravenously  or  the  oral 
concentrate  may  relieve  both  the  anorexia 
and  the  neuritis.  Don’t  hesitate  to  use  large 
doses.  Nicotinic  acid,  50  mgm.  one  to  five 
times  daily,  may  be  given  with  the  Vitamin 
B-l. 

Paralysis  agitans  is  a disease  for  which  we 
can  as  yet  do  very  little.  Encouragement  and 
reassurance  that  the  patient  will  not  be  para- 
lyzed, along  with  the  use  of  scopolamine,  is 
about  all  that  can  be  done.  However,  in  cer- 
tain cases  where  severe  tremor  or  rigidity  is 
present,  hyoscine  hydrobromide  in  full  doses, 
grain  1/100  to  1/50,  makes  life  tolerable. 
Care  to  stop  short  of  toxic  doses,  causing  de- 
lirium, should  be  exercised.  A form  of  sco- 
polamine known  as  genoscopolamine,  has 
some  advantages  over  hyoscine.  The  dosage 
is  grain  1/120  two  to  four  times  daily. 

PSYCHIATRIC  DISORDERS 

A review  of  5,248  psychiatric  cases  that  I 
have  examined  in  the  last  twenty-four  years 
as  physician  member  of  the  Douglas  County 
Board  of  Commissioners  of  Insanity,  and  of 
which  I have  synopses  and  diagnosis  records, 
showed  that  874,  or  16.6%,  were  55  years 
of  age  or  over.  (See  Table  II).  Of  the  874 
cases,  approximately  60%  belonged  to  the 
senile  or  arteriosclerotic  group,  illustrating 
the  predominance  of  the  degenerative  type 
of  psychosis  in  the  advanced  age  group.  It 
is  possible  that  age  per  se  may  have  had 
etiological  influence  in  the  other  psychotic 
types  noted  in  the  table,  but  which  did  not 
produce  the  memory  defects  present  in  the 
dementias. 

Table  II 

CLASSIFICATION  OF  874  PSYCHOTICS 


AGED  55  AND  OVER 

1.  Senile  and  arteriosclerotic  dementias 60.00% 

2.  Paresis  and  brain  syphilis 12.00% 

3.  Involutional  depressions 8.00% 

4.  Paranoid  states 8.00% 

5.  Manic  states 4.25% 

6.  Organic  dementia,  distinct  from  (1) 4.25% 

7.  Toxic  and  exhaustive  deliria 3.50% 


100.00% 

Of  the  psychoses  other  than  the  demen- 
tias, two  types  deserve  special  mention.  The 
others  do  not  present  variations  from  the 
same  disorders  in  the  earlier  life  periods. 

Paresis  and  meningo-vascular  brain  syphi- 
lis generally  occur  before  55.  But  here  we 
see  12%  of  our  group  consisting  of  brain 
syphilis.  We  should  therefore  be  on  the 


alert  to  detect  it,  as  its  course  and  symptoms 
may  not  be  much  different  superficially  from 
a senile  dementia.  If  diagnosed  early,  the 
prognosis  is  not  unfavorable  with  active 
modern  treatment  by  artificial  fever  ther- 
apy, bismuth  and  arsenicals. 

The  most  important  group  by  far  is  that 
of  the  involutional  depressions.  Here  so 
often  we  meet  cases  that  illustrate  dramati- 
cally the  loss  of  personality  resilience  and 
adaptive  handicaps  which  were  mentioned 
early  in  our  discussion.  For  instance,  I have 
recently  had  four  patients,  women  from  64 
to  76  years  of  age,  who  developed  persistent 
depressions  following  the  death  of  their  hus- 
bands. A man  of  active  habits,  a retired 
farmer  with  no  hobbies,  developed  at  the  age 
of  67  a depressive  psychosis  with  fears  of 
being  killed  and  refusal  to  eat.  A single  wom- 
an of  75,  previously  a healthly,  active,  social, 
happy  person,  with  hypertension  of  210  sys- 
tolic and  100  diastolic,  became  acutely  de- 
pressed and  agitated  with  pronounced  ideas 
of  guilt  and  suicidal  trends  when  she  and  her 
brother  employed  a housekeeper  of  45  and 
difficulties  arose.  Financial  stress  has  been 
a factor  in  many  other  cases. 

Prior  to  two  years  ago,  the  prognosis  of  in- 
volutional melancholia  was  bad,  and  cure,  if 
accomplished,  involved  prolonged  hospitali- 
zation of  months  and  years.  Since  the  ad- 
vent of  metrazol  therapy,  the  situation  has 
been  reversed.  Results  which  formerly 
would  have  seemed  miraculous  have  been 
obtained.  The  recovery  rate  has  gone  up  to 
around  90%  in  cases  uncomplicated  by  so- 
matic disease  or  insurmountable  problem 
situations.  Age  of  itself  seems  to  be  no  bar- 
rier to  treatment.  Even  evident  degrees  of 
arteriosclerosis  and  hypertension  are  not  in- 
compatible with  recovery  under  metrazol. 
The  agitated,  depressed  woman  of  75  with 
a hypertension  of  210,  who  previously  likely 
would  have  died  from  exhaustion,  lost  her 
psychosis  after  two  weeks’  treatment  of  sev- 
en convulsive  injections  of  metrazol.  The 
depressed  paranoid  farmer  of  67  became  con- 
tented, carefree  and  began  to  eat  normally 
after  four  metrazol-induced  convulsions. 

While  the  convulsive  therapy  is  the  major 
therapeutic  factor  in  these  results,  we  feel 
that  the  routine  therapeutic  measures  of 
psychiatric  hospitalization  and  separation 
from  home  invironment  also  play  a signifi- 
cant part  in  the  results  obtained. 
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Our  records  to  date  include  42  cases  of  in- 
volutional depressions  within  the  age  limit 
of  55  to  75,  with  a recovery  rate  of  85%.  It 
was  our  impression  that  the  cases  that  did 
not  recover  were  subject  to  irreversible  ar- 
teriosclerotic organic  brain  changes. 

SUMMARY 

In  summarizing,  the  characteristics  of  the 
normal  senescence  have  been  described.  The 
pathology,  symptoms  and  treatment  of  ar- 
teriosclerotic, cerebral  and  spinal  lesions  and 


of  senile  dementia  have  been  discussed.  The 
hopeful  prognosis  of  involutional  melancholia 
under  metrazol  therapy  has  been  empha- 
sized. 

Finally,  having  in  mind  the  changing  con- 
ditions of  personality  adjustment  during  the 
senescent  period,  the  problems  of  preven- 
tion and  amelioration  of  nervous  disorders  in 
persons  of  advanced  years  may  be  epitomized 
along  the  lines  of  the  old  adage,  “A  good 
tailor  must  cut  the  suit  to  fit  his  cloth.” 


❖ ❖ ❖ 


ADMINISTRATION  OF  THYROID 
EXTRACT  TO  CHILDREN 

The  administration  of  thyroid  extract  to 
children  with  thyroid  deficiency  diseases 
must  be  begun  early  if  the  most  favorable 
results  are  to  be  obtained,  Lawson  Wilkins, 
M.  D.,  Baltimore,  recommends  in  The  Journal 
of  the  American  Medical  Association. 

He  points  out  that  while  it  is  often  effec- 
tive in  cases  of  definite  thyroid  insufficiency, 
such  as  cretinism  and  juvenile  hypothyroid- 
ism, thyroid  treatment  is  usually  disappoint- 
ing in  questionable  or  borderline  cases. 

Cretinism,  which  is  characterized  by  a re- 
tardation of  all  the  developmental  processes, 
both  physical  and  mental,  should  be  treated 
during  the  first  year  or  two  of  life  in  order 
to  obtain  good  results.  Unfortunately,  how- 
ever, the  condition  is  often  unsuspected  until 
the  child  is  3 or  4 years  old.  On  superficial 
inspection  during  infancy  he  might  be  mis- 
taken for  a fairly  normal  infant  considerably 
younger  than  his  actual  age.  The  untreated 
cretin  of  more  than  2 or  3 years  of  age  usual- 
ly has  certain  characteristics  which  are  eas- 
ily recognized.  He  is  dull,  listless  and  apa- 
thetic; the  body  is  short  and  stocky  and  the 
features  coarse  and  heavy.  The  skin  is  dry, 
thick,  wrinkled  and  cool  and  shows  mottling; 
the  hair  is  sparse,  coarse  and  dry. 

“In  cases  of  cretinism,  the  outlook  for  at- 
taining approximately  normal  growth  and 
physical  development  is  good,  provided  treat- 
ment is  adequate  and  not  too  long  delayed,” 
Dr.  Wilkins  says.  “Unfortunately  the  out- 
look is  much  poorer  for  normal  mental  at- 
tainment. Many  cretins  remain  somewhat 
defective  in  mentality. 


“In  juvenile  hypothyroidism  one  cannot  be 
certain  whether  a previously  normal  thyroid 
has  become  deficient  or  whether  the  gland, 
partially  deficient  from  birth,  has  been  able 
to  fulfill  the  needs  of  the  young  infant  but 
not  the  increased  demands  of  the  older  child. 
In  most  instances  the  patient  seems  to  have 
grown  and  developed  during  the  first  few 
years  of  life.  Later  there  is  a slowing  or 
stopping  of  growth  and  development,  so  that 
the  child  lags  further  and  further  behind  the 
normal  for  his  age. 

“In  the  typical  case  of  juvenile  hypothy- 
roidism the  child  looks  much  younger  than 
his  actual  years.  He  is  stunted  in  height, 
with  skeletal  proportion  corresponding  to  his 
height  rather  than  to  his  age.  The  body  build 
is  stocky  or  chunky.  The  features  are  some- 
what broad  and  coarse  and  the  expression 
is  a little  dull.  The  mental  development  is 
usually  somewhat  retarded.  Changes  of  the 
skin  and  hair  are  usually  much  less  marked 
than  in  cretinism. 

“Adequate  treatment  usually  brings  about 
a spectacular  and  gratifying  acceleration  of 
growth.  This  continues  until  the  bone  de- 
velopment reaches  that  of  13  or  14  years.  The 
degree  of  mental  retardation  before  treat- 
ment is  often  not  marked  and  probably  de- 
pends on  the  age  of  onset  of  hypothyroidism 
and  the  degree  of  insufficiency.  The  outlook 
for  normal  mental  attainment  is  much  better 
than  in  cretinism.” 

Best  results  can  be  obtained  by  giving 
slightly  more  thyroid  extract  than  is  re- 
quired to  make  up  the  deficiency,  Dr.  Wil- 
kins believes.  With  reasonable  care  this  can 
be  done  without  danger  to  the  patient. 


Outline  of  Examination  for  Patient 
With  Low-Back  Pain 

JAMES  E.  M.  THOMSON,  M.  D.,  F.  A.  C.  S. 
Lincoln,  Nebr. 


Rheumatism,  headache,  neuralgia,  indiges- 
tion and  constipation  are  so  often  casually 
treated  by  intelligent  medical  practitioners 
with  aspirin,  soda  and  cascara,  that  it  is  no 
wonder  the  frequent  sufferer  has  learned  to 
rely  on  these  as  home  remedies  until  he  is 
sufficiently  ill  to  catch  the  interest  of  his 
physician.  Likewise,  lumbago,  “a  stitch  in 
the  back,”  sciatica  and  low-back  ache  are 
frequently  casually  observed  and  blindly  pre- 
scribed for  with  belts,  pills,  glowing  electric 
lights  and  apparatus,  salves,  liniments  and 
balms,  after  an  observation,  while  fully 
clothed,  seated  in  an  over-stuffed  chair. 

The  surgically  enthusiastic,  when  im- 
pressed by  the  possibilities  of  removing  a 
focus,  sacrifice  teeth,  tonsils  and  sinuses;  or 
if  the  back  symptoms  seem  to  complicate  ab- 
dominal tenderness,  others  will  amputate  the 
appendix,  remove  a tube  or  an  ovary,  trans- 
fix or  remove  a uterus,  only  to  have  the 
symptoms  reappear  and  persist.  It  is  just  as 
easy  for  an  energetic  orthopedic  or  traumatic 
surgeon  to  manipulate,  put  in  a cast,  use 
traction,  and  even  surgically  fuse  the  verte- 
brae in  cases  of  low-back  ache,  when  some 
gynecological,  gastro-intestinal,  urological  or 
even  neurological  problem  is  the  real  causa- 
tive factor. 

There  is  hardly  a symptom  complex  that 
offers  greater  multiplicity  of  etiological  pos- 
sibilities or  more  numerable  probabilities  of 
error  in  diagnosis  than  does  low-back  pain. 
It  is  not  like  a lesion  in  the  lung,  for  example, 
for  here  one  can  rely  on  the  accuracy  of  in- 
spection, palpation,  percussion  and  ausculta- 
tion. 

The  routine  of  general  physical  examina- 
tion has  been  thoroughly  crystallized  and  is 
well  established  in  medical  teaching  and 
texts  on  diagnosis.  However,  in  this  day  of 
recognition  of  the  fact  that  low-back  ache 
is  possibly  more  than  a mere  lumbago,  float- 
ing kidney,  or  retroversion  of  the  uterus  et 
cetera,  it  is  essential  that  the  medical  ex- 
aminer make  a thorough  survey  of  all  of  the 
probabilities — functional,  static,  traumatic 
and  organic — that  may  influence  the  diagno- 
sis. One  cannot  adequately  examine  a pa- 
tient complaining  of  low-back  pain  by  merely 
having  him  describe  his  symptoms  or  by 


pointing  to  tender  areas  while  fully  clothed, 
nor  even  when  stripped  to  the  wraist  or 
draped  for  a vaginal  examination  can  an  esti- 
mation of  pathological  possibilities  be  gained. 
Too  often  these  haphazard  methods  have 
led  to  mistaken  diagnosis,  unnecessary  sur- 
gery, casts  and  braces,  and  have  interfered 
greatly  with  the  economic  well-being  of  the 
bewildered  patient.  Therefore,  an  outline  of 
the  procedures  to  be  followed  in  the  examina- 
tion of  the  back  will  at  least  bring  to  light 
important  evidence  of  pathologic  phenomena 
that  with  the  general  physical  examination 
will  help  lead  to  more  accurate  diagnosis  of 
the  true  condition.  The  essential  features 
are: 

1.  The  patient  must  be  completely  strip- 
ped, even  to  the  removal  of  the  shoes  and 
stockings.  A woman,  however,  may  be  ex- 
amined in  brassiere  and  loin-cloth. 

2.  Good  light  on  the  patient  and  behind 
the  examiner  is  essential. 

3.  It  is  necessary  to  have  a room  large 
enough  to  allow  a visual  survey  of  the  pa- 
tient’s gait,  stance  and  movements. 

GENERAL  SURVEY  (Inspection) 

A.  Back-view  of  patient  standing  six  or 
eight  feet  away  from  examiner. 

Note: 

1.  Physical  development. 

2.  Balance  and  weight-bearing. 

3.  List  forward  or  to  the  side,  or  scoliosis, 
(where) . 

4.  Contour  of  pelvis. 

(a)  Are  the  hips  level. 

(b)  Are  the  hips  equal  in  size. 

(c)  Are  the  gluteal  creases  at  the  same 
level. 

(d)  Are  the  spines  of  the  ilii  level. 

(e)  Asymmetry. 

5.  Evidence  of  sacrospinalis  muscle  spasm. 

6.  Shoulder  girdle — are  they  level  or  is 
there  rotation. 

7.  Legs. 

(a)  Contour. 

(b)  Rotation. 

(c)  Stance. 

(d)  Feet. 

8.  Localize  points  of  tenderness  by  mark- 
ing. 
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B.  Side-view. 

Note: 

1.  Posture  or  line  of  gravity. 

2.  Tilt  of  the  head  and  neck. 

3.  Kyphosis,  lordosis,  rotation,  and  parti- 
cularly changes  in  the  lumbo-sacral  region. 

4.  Tilt  of  the  pelvic  anterior  superior  spine 
of  the  ilium  forward  or  backward. 

5.  Chest  development  and  breathing. 

6.  Abdomen— contour  and  muscle  tone. 

7.  Legs  and  feet.  (Rotation  femora — pro- 
nated  feet). 

C.  Front-view. 

Note: 

1.  Physical  development. 

2.  Weight-bearing. 

3.  List. 

4.  Chest  and  breathing. 

5.  Shoulders. 

6.  Abdomen. 

7.  Pelvis. 

(a)  Iliac  crests. 

(b)  Anterior  superior  spines. 

8.  Legs. 

(a)  Contour. 

(b)  Rotation. 

9.  Feet — pronation  and  other  deformities. 

10.  Leg  measurements. 

(a)  Actual  length  measured  from  the 
anterior  superior  spine  to  the  in- 
ternal malleolus.  (Right  and  left). 

(b)  Apparent  length  measured  from 
the  umbilicus  to  the  internal  mal- 
leolus. (Right  and  left). 

(c)  Thighs  — circumference.  (Right 
and  left) . 

(d)  Calves — circumference.  (Right  and 
left). 

D.  Palpation. 

The  following  regions  should  be  palpated 
on  the  right  and  left  sides: 

1.  The  inferior  portion  of  the  sacro-iliac 
joint. 

2.  The  sacro-iliac  notch. 

3.  The  ilio-lumbar  region. 

4.  The  sacrospinalis  muscles. 

5.  The  lumbo-sacral  region. 

6.  The  sciatic  nerves. 

7.  The  spinous  processes. 

8.  The  lower  sacrum  and  coccyx. 

ACTIVITY 

A.  Standing  with  the  back  to  the  ex- 
aminer. 

1.  Forward  bending  to  the  limit.  (Knees 
extended  and  arms  outstretched  downward). 
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(a)  Note  the  range  of  motion. 

(b)  Where  motion  occurs. 

1.  Hip  joints. 

2.  Lumbo-sacral  region. 

3.  Dorsal  region. 

4.  Knees. 

(c)  Evidence  of  muscle  spasm,  asym- 
metry or  abnormal  contour. 

(b)  On  forward  bending  when  there  is 
pathology  in  the  lumbo-sacral  re- 
gion, the  lumbar  spine  is  rigid ; that 
is,  the  motion  takes  place  in  the 
hips  and  dorsal  region. 

(e)  On  forward  bending  when  there  is 
pathology  in  the  sacro-iliac  region 
the  lumbar  spine  is  flexible,  the 
hamstrings  are  taut,  and  the  knee 
bends  on  the  affected  side  when 
limitation  of  motion  is  reached. 

2.  Backward  bending  — hyperextension. 
(The  arms  outstretched  over  the  head.) 

(a)  With  this  movement,  when  there 
is  pathology  in  the  lumbo-sacral  re- 
gion, the  lower  back  is  stiff  and  the 
knees  bend. 

(b)  If  the  pathology  is  in  the  sacro- 
iliac region  the  back  and  pelvis 
bend  freely. 

3.  Side  bending  — lateral  flexion.  (The 
arms  outstretched  to  the  side,  abducted  to  an 
angle  of  ninety  degrees  with  the  body). 

(a)  With  this  motion,  if  there  is  pa- 
thology in  the  lumbo-sacral  region, 
the  motion  is  freer  away  from  the 
affected  side.  (When  the  patient  is 
standing  one  sees  a list  of  the  trunk 
away  from  the  affected  side). 

(b)  However,  if  the  pathology  is  in  the 
sacro-iliac  region  and  is  of  an  acute 
inflammatory  nature  motion  is  lim- 
ited towards  the  side  affected; 
while  if  the  pathology  is  of  the  na- 
ture of  a strain,  motion  is  freer  to- 
wards the  affected  side. 

4.  Twisting  motions  with  the  arms  out- 
stretched in  abduction  are  of  little  differen- 
tial value. 

B.  Sitting.  (When  the  patient  assumes  a 
new  attitude,  such  as  sitting  or  lying,  he 
should  not  be  assisted,  as  it  is  important  for 
the  examiner  to  note  the  effort  made  by  the 
patient.  It  is  at  times  helpful  in  making  an 
accurate  diagnosis.) 

1.  Forward  bending.  (In  this  instance  the 
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knees  are  flexed  and  the  hamstrings  are  re- 
laxed). 

(a)  If  there  is  lumbo-sacral  pathology 
bending  will  be  limited  to  the  same 
degree  that  it  is  when  the  patient 
is  standing. 

(b)  However,  if  there  is  sacro-iliac  pa- 
thology the  motion  will  be  freer  be- 
cause of  the  muscular  relaxation  of 
the  hamstrings.  The  pelvis  is  fixed 
and  bending  takes  place  through 
the  lumbar  region  and  hips. 

C.  Lying.  (Again  the  patient  assumes  the 
position  unassisted) . 

1.  Passive  flexion  of  the  hips,  knees  and 
lumbar  spine  causes  pain  if  the  lumbo-sacral 
region  is  affected,  while  usually  in  sacro-iliac 
involvements  there  is  no  pain  evidenced  by 
this  motion. 

D.  Special  tests  performed  while  the  pa- 
tient is  lying  on  the  table. 

1.  laguei'p’s  Sign:  Forcing  the  leg  into  a 
position  of  flexed  abduction  by  placing  the 
heel  of  the  one  leg  on  the  knee  of  the  other, 
making  pressure  on  the  flexed  knee,  causes 
abduction,  outward  rotation  and  strain  on 
the  sacro-iliac  joint  when  there  is  involve- 
ment of  this  region. 

2.  Goldthwaite’s  Sign:  Straight-leg  rais- 
ing test  causes  tension  of  the  hamstrings  and 
elicits  pain  in  a sacro-iliac  condition,  but  it 
must  be  carefully  used,  as  it  may  appear 
positive  in  many  cases  with  no  pathology.  An 
unequal  angle  of  straight-leg  raising  may 
signify  sacro-iliac  pathology  at  the  lesser 
angle  on  the  side  complained  of. 

3.  Gaenslen’s  Sign:  Hyperextension  of  the 
one  hip  over  the  edge  of  the  table  while  the 
opposite  leg  is  flexed  on  the  thigh  and  the 
thigh  flexed  and  immobilized  on  the  ab- 
domen. Pain  is  often  elicited  when  the  sacro- 
iliac joint  is  involved. 

4.  Ely’s  Sign:  The  patient  lying  prone  on 
the  table  while  the  examiner  flexes  the  leg 
on  the  thigh.  Inability  to  fully  flex  the  leg 
against  the  thigh  indicates  shortening  of  the 
quadriceps  muscle,  and  may  elicit  pain  in 
case  of  sacro-iliac  pathology.  If  the  pelvis 
rises  from  the  table  Ober  believes  that  there 
is  an  indication  of  contracture  of  the  fascia 
lata. 

5.  Ober’s  Test:  The  patient  is  placed  on 
his  side  away  from  the  examiner.  The  lower 


extremity  next  to  the  table  is  flexed  on  the 
abdomen  and  held  by  the  patient’s  hands. 
The  upper  thigh  is  extended  to  the  same 
horizontal  plane  as  the  trunk  and  abducted 
with  the  knee  flexed  to  a right  angle,  the 
angle  gently  supported  by  the  examiner.  The 
patient  is  instructed  to  adduct  the  knee 
downward  to  the  table.  Inability  to  comply 
with  this  request  indicates  contracture  of  the 
fascia  lata. 

6.  Compression  of  the  iliac  spine  and  pres- 
sure over  the  pubis,  when  pain  is  elicited,  is 
usually  indicative  of  sacro-iliac  pathology. 

During  the  course  of  this  examination  the 
feet  should  be  carefully  examined  for  prona- 
tion, calluses  and  limitation  of  motion.  Knee 
and  ankle  movements  should  be  noted.  Any 
difference  in  temperature  of  the  extremities 
should  be  noted  from  the  feet  to  the  thigh. 
Difference  in  coloration,  varicosities,  and 
areas  of  swelling  are  important.  All  super- 
ficial reflexes  should  be  checked,  including 
the  Achilles  tendon.  Disturbances  of  sen- 
sation also  should  be  checked.  The  injection 
of  novocain  or  procain  into  the  painful  areas 
lateral  to  the  lumbo-sacral  junction,  sacro- 
iliac joints  or  in  the  region  of  the  pyriformis 
muscle,  may  allay  symptoms  and  thereby  re- 
veal the  site  of  causative  pathology.  A gen- 
eral physical  examination  should  be  made,  in- 
cluding the  head,  nose,  ears,  mouth,  eyes, 
neck,  thorax,  abdomen,  upper  extremities 
and  vaginal,  rectal  and  prostatic  examina- 
tion. Sometimes  spinal  tap  and  the  Quicken- 
stead  Test  are  essential  in  the  differentiation 
of  spinal  block,  tumors,  injuries  of  the  nu- 
cleus pulposus,  herniated  intervertebral  discs 
or  hyperatrophic  changes  about  the  verte- 
brae. 

A Quickenstead  Test  is  accomplished  with 
the  patient  lying  on  his  side.  A lumbar  punc- 
ture is  performed  in  the  usual  way.  Local 
anesthesia  is  important  to  prevent  pain, 
straining  and  coughing  on  the  part  of  the  pa- 
tient, which  might  adversely  influence  the 
interpretation  of  the  Test.  After  the  punc- 
ture a water  or  mercury  manometer  is  at- 
tached by  a sterile  rubber  tubing  to  the  punc- 
ture needle.  When  a stationary  level  is 
reached  in  the  manometer  the  internal  jugu- 
lar veins  are  compressed  with  the  thumbs 
and  fingers  in  front  of  the  sternocleidomas- 
toid muscle  at  a level  with  the  angle  of  the 
jaw.  If  there  is  no  pressure  on  the  spinal 
cord  and  the  sub-arachnoid  space  is  free, 
there  is  a prompt  rise  of  the  fluid  in  the 
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manometer,  and  on  release  of  jugular  pres- 
sure there  is  a prompt  return  to  the  station- 
ary level.  If  there  is  a complete  block  of 
the  sub-arachnoid  space  there  is  no  rise  in 
the  manometer,  or  a very  slow  step-like  rise 
which  does  not  drop  when  the  jugular  pres- 
sure is  released.  If  there  is  a partial  block 
there  is  a slow  step-like  fall,  but  not  to  the 
original  stationary  level.  This  change  in  the 
fluid  level  in  the  manometer  is  due  to  the 
fact  that  pressure  on  the  jugulars  causes  an 
increase  of  intracranial  pressure  which  is 
transmitted  to  the  sub-arachnoid  spinal 
fluid,  causing  a rise  in  the  manometer  if 
the  canal  is  open ; however,  it  is  not  trans- 
mitted to  the  manometer  if  the  canal  is  oc- 
cluded. When  spinal  puncture  is  performed 
a few  cubic  centimeters  of  spinal  fluid  should 
be  collected  for  complete  laboratory  study. 
The  total  protein  content  is  of  particular  im- 
portance since  the  finding  of  35  or  40  milli- 
grams of  protein  in  one  hundred  cubic  centi- 
meters of  fluid  is  very  indicative  of  spinal 


block.  Intradural  lipiodol  (four  or  five  cubic 
centimeters)  and  air  injections  show  positive 
deformity  in  the  dural  canal  in  ninety  per 
cent  of  the  cases,  with  the  help  of  x-ray. 
These  diagnostic  procedures  are  to  be  used 
with  caution  and  under  expert  guidance. 

X-ray  examination,  both  anteroposterior 
and  stereoscopic,  of  the  lower  lumbar  and 
sacro-iliacs  is  essential.  Lateral  and  oblique 
x-rays  are  equally  important.  Other  x-rays 
should  be  taken  as  the  pathology  may  indi- 
cate. 

After  such  a survey  it  is  possible  for  the 
examiner,  whether  or  not  he  has  full  under- 
standing of  the  interpretation  of  his  findings, 
to  at  least  recognize  the  fact  that  if  he  has 
found  actual,  abnormal  changes  interpretable 
as  due  to  low-back  pathology  it  behooves  him 
to  take  advantage  of  every  possible  means 
available,  including  consultation,  to  deter- 
mine the  cause  and  correct  the  condition. 


* * * 


TELL  OF  SIMPLE  DIETARY  METHOD  OF 
TREATING  INFANTS’  DIARRHEA 

A simple  and  highly  nutritious  dietary 
method  of  treating  diarrhea  of  the  newborn 
infant  with  pectin-agar,  which  also  is  adapt- 
able for  home  use  in  treating  older  infants 
and  children,  is  described  by  Philip  J.  How- 
ard, M.  D.,  Detroit,  and  Charles  A.  Tompkins, 
M.  D.,  Omaha,  in  The  Journal  of  the  American 
Medical  Association.  The  beneficial  results  of 
such  treatment  of  seventy-three  children  are 
reported. 

Pectin  is  the  congealing  or  jellying  carbo- 
hydrate substance  of  apple  sugar,  and  agar  is 
an  indigestible  solidfying  gelatin-like  carbo- 
hydrate found  in  milk  sugar,  certain  sea- 
weeds, beet  sugar  and  some  gums. 


certain  bacterial  toxins  and  body  wastes,  and 
locally  promotes  healing. 

“The  treatment  of  diarrhea  at  any  age,” 
the  authors  explain,  “consists  of  limiting 
all  intake  to  the  pectin-agar  formula  and 
water  until  the  stools  are  formed.  The  re- 
sult is  good  whether  large  or  small  amounts 
are  taken,  the  bulk  of  the  stool  depending  on 
the  intake.  The  older  infants  and  children 
are  allowed  as  much  of  the  food  as  desired. 
After  the  bowel  movements  are  free  from 
blood,  pus  and  mucus  and  are  formed,  the 
best  practice  with  nurslings  is  gradually  to 
replace  the  pectin-agar  calories  by  calories 
from  milk  and  added  carbohydrate.” 

In  discussing  the  results  of  the  pectin-agar 
treatment  of  twenty-three  newborn  infants 
Drs.  Howard  and  Tompkins  state:  “All  in- 
fants treated  had  soft  stools  within  forty- 
eight  hours.  The  number  of  days  until  all 
liquid  stools  became  soft  and  normal  appear- 
ing was  4.7  with  standard  feedings  as  con- 
trasted with  1.6  days  with  pectin-agar. 

“Approximately  fifty  infants  and  children 
with  bacillary  dysentery  (an  infectious  diar- 
rhea caused  by  certain  bacteria)  and  other 
types  of  diarrhea  have  been  treated  in  the 
home  with  gratifying  results.” 


Pectin-agar  is  added  to  the  child’s  formula. 
It  is  made  by  cooking  a soluble  prepared  pow- 
der in  milk  or  other  suitable  liquid.  The  com- 
posite action  of  this  high  carbohydrate  food 
results  in  an  easily  digested,  nutritious  food 
which  mechanically  produces  formed  stools, 
favors  normal  intestinal  action,  absorbs  bac- 
teria with  their  toxins  (poison  wastes),  sys- 
temically  combats  acidosis,  protein  destruc- 
tion and  water  loss,  chemically  combines  with 
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Low  back  pain  may  be  caused  by  fractures, 
osteoarthritis  of  the  lumbo-sacral  or  sacro- 
iliac joints,  spondylolisthesis,  congenital 
anomalies,  benign  or  malignant  tumors  of 
the  lumbar  spine  and  pelvis,  tumors  of  the 
cauda  equina,  or  lesions  of  the  intervertebral 
disc. 

Within  the  past  five  years  the  importance 
of  lesions  of  the  intervertebral  discs  has  be- 
come recognized  as  the  most  common  single 
primary  factor  in  the  etiology  of  low  back 
pain  and  sciatica.  In  a paper  read  before 
this  society,  three  years  ago,  with  two  case 
presentations,  there  was  a bibliography  of 
five  articles,  two  of  which  were  from  the 
same  group.  Today  a review  of  the  litera- 
ture reveals  more  than  120  published  arti- 
cles, and  in  one  of  the  recent  national  x-ray 
journals  the  first  four  articles  dealt  with 
this  subject. 

Primary  sciatic  neuritis  may  occur,  but  is 
now  considered  relatively  rare.  When  it  oc- 
curs in  recurring  cycles,  each  in  turn  being 
more  severe  and  lasting  a longer  time  and 
when  the  patient  has  been  treated  by  chiro- 
practor, osteopath,  masseur,  hot  sulphur 
baths  and  the  medical  profession  without  re- 
lief, one  may  rest  assured  that  there  is  trou- 
ble elsewhere  than  the  nerve  or  its  sheath 
and  feel  justified  in  making  a diagnostic 
study  of  the  neural  canal. 

A recent  study  of  fifty  cadavera,  upon 
whom  no  clinical  data  had  been  obtained  was 
made  by  Batts.  He  found: 

Ten  cases  or  20%  with  protrusions  of  the 
intervertebral  disc  into  the  bodies  of  adja- 
cent vertebra  (SchmoiTs  nodules), 

Eight  cases  or  16%  with  rupture  of  the 
nucleus  pulposis  posteriorly  into  the  spinal 
canal,  and 

Three  cases  or  6%  with  anterior  protru- 
sion of  the  intervertebral  disc. 

According  to  Compere  and  Keys  of  the 
University  of  Chicago,  Schmorl  found  38% 
of  all  spines  studied  at  autopsy  showed  her- 
niations of  the  nucleus  pulposis.  He  con- 
cluded, from  his  studies,  that  minute  pro- 
lapses of  the  nucleus  pulposus  material 
opened  avenues  through  which  further  fluid 


loss  might  take  place.  This  led  to  dehydra- 
tion of  the  discs  and  resulted  in  progressive 
decrease  in  their  normal  function  in  the 
spine.  As  a result  of  the  narrowing  of  the 
intervertebral  discs,  the  wear  and  tear  on  the 
vertebral  bodies  is  increased.  The  adjacent 
surfaces  may  become  sclerosed,  while  the  an- 
terior edges  of  the  vertebral  bodies  develop 
exostoses  or  spurs.  The  experimental  work 
of  the  Chicago  group  leads  them  to  agree 
with  Schmorl  that  this  may  be  the  etiology 
of  degenerative  or  osteoarthritis  of  the  spine. 

ANATOMY  OF  THE  INTERVERTEBRAL  DISC 

Each  fibrocartilagenous  disc  is  composed 
of  three  parts:  the  annulus  fibrosus,  the  nu- 
cleus pulposus,  and  the  cartilagenous  plate 
covering  the  central  portion  of  the  contigu- 
ous surface  of  the  vertebral  body  on  each 
side  of  the  disc.  The  circumferential  annu- 
lus fibrosis  constitutes  a restraining  wall  and 
is  attached  to  the  raised  rim  of  bone  about 
the  edge  of  the  superior  and  inferior  surfaces 
of  the  vertebral  bodies.  The  fibrogelatinous 
nucleus  pulposis  forms  the  center  of  the  disc 
and  is  separted  from  the  bodies  by  the  two 
cartilagenous  plates.  The  anterior  portion 
of  the  annulus  is  reinforced  by  the  strong 
anterior  longitudinal  ligament.  The  pos- 
tei’ior  longitudinal  ligament  is  considerably 
reduced  in  size  in  the  dorsal  and  lumbar 
areas  and  here  is  limited  to  the  midportions 
of  the  backs  of  the  discs.  The  posterolater- 
al portions  of  the  discs  which  border  on  the 
spinal  canal  are  not  reinforced  by  accessory 
ligaments  or  muscles.  In  these  regions  the 
disc  frequently  bulges  backward  to  occupy  a 
considerable  portion  of  the  lower  half  of  the 
foramen. 

There  is  no  known  nerve  supply  to  the  in- 
tervertebral disc  but  stresses  and  strains 
transmitted  through  it  to  the  adjacent  struc- 
tures can  produce  pain  referable  to  the  disc 
area. 

Jung  and  Brunschwig  have  recently  dem- 
onstrated sensory  nerves  in  the  anterior 
longitudinal  ligament,  and  for  this  reason 
trauma  or  disease  affecting  the  interverte- 
bral disc  can  produce  subjective  symptoms 
only  in  proportion  to  the  degree  to  which  the 
adjacent  structures  are  involved. 
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FUNCTION  OF  THE  INTERVERTEBRAL  DISC 

The  resilient  fibrocartilagenous  structure 
of  the  intervertebral  disc  allows  it  to  modify 
and  absorb  shocks  or  strains  transmitted 
along  the  vertebral  column.  It  also  performs 
a function  similar  to  a ball-bearing  upon 
which  the  bodies  move  in  flexion  and  exten- 
sion of  the  spine.  The  shape  and  position  of 
the  incompressible  nuclear  material  is  de- 
pendent upon  the  integrity  of  the  annulus 
fibrosus  and  the  cartilagenous  plates. 

Expansion  of  the  disc  during  trauma  oc- 
curs at  the  expense  of  the  annulus  and  its 
supporting  tissues.  As  a result  of  repeated 
trauma  of  every  day  use  of  the  spine  or  after 
a severe  injury,  the  annulus  fibrosus  may  be- 
come weakened  and  the  disc  may  bulge  or 


ton  and  their  associates  at  the  Massachusetts 
General  Hospital. 

The  terms  “protrusion  of  the  disc”  and 
“rupture  of  the  nucleus  pulposis,”  are  not 
used  interchangeably.  Protrusion  may  re- 
fer only  to  the  annulus  fibrosis  in  which 
there  is  no  solution  of  continuity.  Rupture 
of  the  nucleus  refers  to  an  actual  break  in 
the  annulus  or  cartilage  plate  with  extrusion 
of  the  nucleus  contents. 

Hypertrophy  of  the  ligamenta  flava  must 
also  be  mentioned  as  one  of  the  causes  of  low 
back  pain.  Its  close  association  with  and  its 
similarity  to  the  herniated  disc  syndrome 
often  make  them  difficult  to  differentiate  in 
diagnosis.  These  structures  consist  of  yel- 
low elastic  tissue  and  join  adjacent  lamina 


Vertebral  body 
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Fig.  1:  Median  section  through  a portion  of  the  Lumbar  Vertebral  Column.  From  Cunningham. 


the  nucleus  herniate  into  the  surrounding 
structures.  This  most  frequently  occurs  to 
either  side  of  the  posterior  longitudinal  liga- 
ment where  the  disc  wall  is  weakest.  When 
the  disc  bulges  or  herniates  backward  into 
the  spinal  canal,  it  may  impinge  upon  the 
spinal  cord  or  nerve  roots.  A bulging  disc 
or  a small  herniation  may  be  just  sufficient 
to  irritate  a single  nerve  root.  Larger  pro- 
trusions may  compress  the  cord  even  to  the 
point  of  complete  physiologic  transsection. 
In  rare  instances,  the  herniated  nucleus  may 
sever  all  connections  with  the  disc  and  mi- 
grate up  or  down  the  canal  between  the  dura 
and  the  spine  or  around  the  cord  to  its  pos- 
terior surface.  Until  recent  years  these  le- 
sions were  called  extra  dural  chondromas 
and  their  etiology  was  not  known.  The  re- 
cent interest  in  them  has  been  due  largely  to 
their  intensive  study  by  Mixter,  Barr,  Hamp- 


and  articular  processes.  They  blend  with 
the  interspinous  ligament  and  enter  into  the 
formation  of  the  capsules  of  the  joints  be- 
tween the  articular  facets  and  their  lateral 
edge  forms  the  posterior  margin  of  the  inter- 
vertebral foramina.  At  times  they  may  un- 
dergo hyperplastic  change  and  become  so  in- 
creased in  thickness  that  they  encroach  on 
the  spinal  canal,  thereby  compressing  the 
spinal  cord. 

The  symptoms  produced  by  protrusion  of 
an  intervertebral  disc  vary  according  to  the 
disc  involved  and  the  site  at  which  the  pro- 
trusion occurs  in  relation  to  the  particular 
disc.  If  the  protrusion  occurs  in  the  mid- 
line in  the  cervical  or  thoracic  region  of  the 
spinal  canal,  the  symptoms  are  likely  to  be 
those  of  compression  of  the  spinal  cord  by  an 
intraspinal  neoplasm.  If  the  protrusion  oc- 
curs laterally,  as  it  most  often  does,  then  the 
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early  symptoms  are  those  of  nerve  root  and, 
later,  those  of  interruption  of  the  impulses 
that  travel  along  the  nerve,  owing  to  severe 
compression.  Large  protrusions  in  the  lum- 
bar region  may  give  all  the  symptoms  and 
signs  of  an  intraspinal  neoplasm  and  produce 
paraplegia  by  compressing  the  cauda  equina 
and  interrupting  all  nerve  function  below  the 
level  of  the  lesion. 

However,  90%  of  the  protrusions  occur  in 
the  lumbar  region  and  the  most  common 
symptom  has  been  sciatic  pain.  The  pain  in 


the  course  of  the  sciatic  nerve,  on  one  side 
or,  more  rarely,  both  sides,  may  be  and  usu- 
ally is  associated  with  more  or  less  pain  in 
the  lower  part  of  the  back. 

The  low  back  pain  is  situated  in  the  lum- 
bar region,  lumbo-sacral  region,  or  over  the 
sacro-iliac  synchondroses,  or  it  may  exist 
chiefly  in  the  buttocks.  A few  patients  have 
had  the  low  back  pain  without  projection  of 
the  pain  down  the  sciatic  nerves.  There  may 
be  recurrent  attacks  of  pain  with  long  peri- 
ods of  remission  or  the  pain  may  be  constant 
and  intractable.  The  onset  may  follow  a 
trivial  injury,  or  it  may  be  gradual  without  a 
history  of  definite  trauma.  Coughing,  sneez- 
ing and  straining  will  aggravate  the  pain  if 
the  herniated  disc  obstructs  the  free  flow  of 
the  spinal  fluid. 

A diminished  or  absent  ankle  jerk  with 
vague  sensory  changes  are  the  most  common 
neurological  findings,  usually  paresthesia, 


hyperesthesia  or  loss  of  sensation,  followed 
by  sphincteric  difficulties  and  muscle  weak- 
ness. 

Pain,  which  is  the  most  common  symptom, 
tends  to  follow  a segmental  distribution,  but 
it  may  follow  the  sciatic  nerve  or  peroneal 
nerves.  The  pain  tends  to  be  worse  at  night. 
In  severe  pain  of  this  type,  the  patient  often 
finds  that  it  is  possible  to  obtain  relief  by 
walking  or  sleeping  in  a chair. 

The  examination  of  a patient  complaining 
of  low  back  pain  should  be  thorough  and  de- 
tailed. Careful  medical  examination,  supple- 
mented by  appropriate  laboratory  studies,  is 
indispensible  and  consultation  with  a urolo- 
gist or  gynecologist  should  be  arranged,  if 
this  appears  necessary.  Careful  roentgen- 
ologic examinations  of  the  thoracic  and  lum- 
bo-sacral regions  of  the  spinal  column  and  of 
the  pelvis  should  be  made.  Orthopedic  ex- 


Fig.  3:  Courtesy  Drs.  Banks  and  Compere,  (a)  Midsag  ttal 

diagrammatic  sketch  shows  retropulsed  lumbosacral  disc  with 
compression  of  cauda  equina  and  first  sacral  nerve  root,  (b) 
Transverse  view  of  same  lesion,  (c)  Laminae  and  pedicles  re- 
moved to  demonstrate  relation  of  herniated  disc  to  posterior 
longitudinal  ligament. 

amination  must  not  be  omitted.  Neurologic 
examination,  with  careful  study  of  the  ten- 
don reflexes,  of  muscular  strength,  of  mus- 
cular development  to  detect  the  presence  of 
atrophy,  of  sensation,  including  pain,  temper- 
ature, touch,  vibratory  and  joint  or  position 
sense,  and  sphincteric  tone,  should  be  made. 
The  posture  of  the  patient  should  be  noted, 
as  well  as  the  appearance  of  a list,  or  obliter- 
ation of  the  normal  lumbar  lordosis  and  lim- 
itation of  motion  and  the  production  of  pain 
with  spinal  movements.  The  straight  leg 
test  will  increase  the  pain  in  80%  of  the  pa- 
tients and  is  one  of  the  most  persistant  neur- 
ological findings. 
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Walsh  reporting  on  studies  of  10,000  cases 
of  low  back  pain  during  the  last  three  years 
at  the  Mayo  Clinic  states  that  382  protru- 
sions were  found  in  three  hundred  patients. 
There  were  226  males  and  only  74  females 
and  the  average  age  was  40  years.  Approxi- 
mately 60%  gave  a history  of  injury;  but  in 
only  37%  of  the  cases  did  the  patient  recall 
that  the  injury  immediately  preceded  the  on- 
set of  symptoms.  One  hundred  twenty-four 
patients  (40%  of  the  cases)  could  recall  no 
injury.  The  injuries  usually  occurred  as  a 
result  of  heavy  lifting  or  pushing,  or  from 
falling,  particularly  while  carrying  a heavy 
weight  on  their  shoulders. 

The  large  number  of  patients  reporting  in- 
termittent symptoms  is  of  great  interest  be- 
cause intermittent  symptoms  constitute  one 
of  the  most  characteristic  features  of  the 
syndrome.  Whether  this  is  due  to  intermit- 
tent edema  of  the  protruded  cartilage,  or  to 
a withdrawal  of  the  protruded  portion  into 
the  body  of  the  disc,  or  to  a slipping  of  the 
nerve  away  from  its  point  of  compression,  is 
not  definitely  known.  They  found  at  opera- 
tion 285  cases  in  which  protrusion  was  in  the 
lumbar  region.  The  following  table  based 
on  the  285  cases  is  very  interesting: 

TABLE  1 

SYMPTOMS  AND  NEUROLOGIC  SIGNS  IN 
CASES  OF  PROTRUSION  OF  LUMBAR 
INTERVERTEBRAL  DISCS:  285  CASES 

Cases  Pet. 


of  285 

Unilateral  sciatic  pain 215  75 

Bilateral  sciatic  pain 42  15 

Nocturnal  pain 61  21 

Accentuation  of  pain  on  coughing, 

sneezing,  etc. 151  53 

Paresthesia  121  42 

Sphincteric  incontinence 14  5 

Positive  Lasegue’s  sign 231  81 

Sciatic  tenderness 172  60 

Achilles  tendon  reflex  diminished  or 

absent  171  60 

Hamstring  reflex  diminished  or  absent  _ 51  18 

Muscular  paresis 63  22 

Muscular  atrophy 5 2 

Sensory  loss  5 2 

Examination  negative  except  for  a posi- 
tive Lasegue’s  sign  or  sciatic  tender- 
ness   42  15 

Examination  objectively  negative 17  6 


Examination  of  the  spinal  fluid  enables 
one  to  determine  the  concentration  of  total 
protein.  In  this  there  is  usually  an  elevation 
depending  on  the  amount  of  block  present 
and  the  proximity  of  the  spinal  puncture  to 
the  block.  The  examination  of  the  spinal 
fluid  is  of  definite  assistance  in  the  diag- 


nosis of  a protruded  disc,  but  a spinal  fluid 
that  is  negative  does  not  exclude  this  condi- 
tion. 

TECHNIQUE  OF  EXAMINATION 

Five  cubic  centimeters  of  lipiodol  (heavy) 
are  injected  via  the  lumbar  route.  The  pa- 
tient is  placed  face  down  on  a tilting  fluoro- 
scopic table  with  appropriate  foot  and  shoul- 
der rests.  Under  fluoroscopic  control  the 
patient  is  placed  in  the  upright  position  and 
the  oil  allowed  to  collect  at  the  inferior  end 
of  the  canal.  The  table  is  then  turned  down 


Fig.  4 : Upper  row.  Spot  films  taken  at  time  of  fluoroscopy 

showing  a constant  filling  defect  at  the  level  of  the  fourth 
intervertebral  disc,  and  lower  row,  showing  the  same  defect 
after  patient  has  been  moved  to  the  radiographic  table. 

by  degrees  and  the  oil  watched  closely  as  it 
passes  each  disc  until  the  entire  canal  has 
been  studied.  The  table  is  then  reversed 
and  again  the  progress  of  the  oil  is  observed. 
Any  apparent  defect  is  watched  closely  and 
the  patient  turned  from  side  to  side  in  an 
attempt  to  fill  out  the  area.  If  the  defect 
remains  constant,  a 5 x 7 spot  film  is  taken 
and  the  entire  procedure  repeated.  After 
several  spot  films  have  been  made  the  pa- 
tient is  then  moved  to  the  Bucky  table  and 
larger  films  are  taken  at  the  same  angle,  to 
show  adjacent  land  marks  and  definitely  es- 
tablish the  anatomic  level  of  the  defect.  Oc- 
casionally we  have  found  it  worth  while  to 
repeat  this  procedure  on  the  second  or  third 
day  to  prove  that  the  defect  is  permanent. 
If  a lesion  is  thought  to  be  above  the  lumbar 
region  or  there  is  a question  of  a complete 
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block  due  to  a tumor,  a cisternal  puncture  is 
done  and  2 or  3 cc  of  spinal  fluid  is  with- 
drawn and  this  is  mixed  with  2 cc  of  oil 
which  is  then  injected  cisternally  and  al- 
lowed to  flow  down  the  canal  to  determine 
the  level  of  the  block. 

The  usual  deformity  produced  by  a pro- 
truded intervertebral  disc  is  a unilateral  ex- 
tra dural  type  of  indentation  of  the  lipiodol 
shadow'  occurring  opposite  an  intervertebral 
disc  and  is  usually  seen  best  in  the  P.  A.  or 
oblique  projections.  The  lateral  view  cannot 


Fig.  5 : (a)  Mr.  F.  shows  a constant  filling  defect  at  the 

level  of  the  fourth  intervertebral  disc.  »b)  Mr.  C.  shows  a 
large  filling  defect  at  the  level  of  the  fifth.  Both  proven  at 
operation. 

be  considered  diagnostic  unless  accompanied 
by  a deformity  at  the  same  level  on  the  P.  A. 
or  oblique  views. 

There  is  considerable  controversy  over  the 
use  of  lipiodol  with  claims  of  meningeal  irri- 
tation and  the  fear  of  medico-legal  complica- 
tions on  the  one  hand  and  the  feeling  of  a 
more  accurate  diagnosis  and  transient  but 
mild  reaction  on  the  other. 

Certain  claims  have  been  made  for  the  use 
of  air  and  the  most  ardent  advocate  of  this 
method  is  Dr.  Chamberlain  at  Temple  Uni- 
versity Meidcal  School  and  Hospital. 

In  our  series  of  48  cases,  45  were  injected 
with  lipiodol  and  3 writh  air.  The  first  pa- 
tient injected  with  lipiodol  was  subsequently 
operated  and  the  disc  removed  with  complete 
recovery  from  her  pain  but  no  attempt  wras 
made  to  remove  the  oil.  She  has  suffered  no 
ill  effects  from  its  presence  and  a recent  film 


study  shows  it  still  present  but  scattered 
along  the  meninges  of  the  lumbar  and  sacral 
regions. 

There  is  no  doubt  that  immediately  follow- 
ing the  injection  of  a few  cubic  centimeters 
of  lipiodol  there  are  transitory  meningeal  re- 
actions lasting  from  two  to  five  days,  and 
quite  similar  to  those  wrhich  follow  the  in- 
jection of  air  or  any  foreign  material  into 
the  spinal  canal. 

Examination  of  the  meninges  some 
months  or  years  after  the  injection  of  the 
lipiodol  reveals  various  degrees  of  meningeal 
thickening  and  fibrous  tissue  reaction.  How7- 
ever,  no  one  has  ever  proven  that  clinical 
symptoms  are  associated  with  these  late 


Fig.  6 : A constant  filling  defect  taken  at  different  angles  of 

tilt  and  on  different  days. 

meningeal  changes.  No  greater  reaction  is 
noted  by  the  injection  of  5 cc  than  2 cc  and  a 
more  accurate  diagnosis  can  be  made  with 
the  larger  amount. 

While  the  air  injection  has  not  proven  as 
accurate,  we  believe  it  is  going  to  be  used 
more  than  it  has  in  the  past.  We  suggest 
that  air  be  used  first  and,  if  a satisfactory  di- 
agnosis is  not  made,  lipiodol  injection  can  be 
done. 

TREATMENT 

When  a definite  protrusion  is  demonstrat- 
ed and  a lesion  at  the  level  of  the  protrusion 
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will  explain  the  patient’s  symptoms  and 
signs,  laminectomy  for  the  express  purpose 
of  removing  the  protruded  portion  of  the 
disc  should  be  performed. 

Following  operation  the  patients  are  kept 
in  bed  from  ten  to  twenty-one  days  and  are 
advised  to  refrain  from  heavy  lifting  or  from 
placing  a stress  or  strain  on  their  backs  for 
three  months.  In  some  instances  a back 
support  is  recommended  for  the  first  few 
weeks. 

Most  patients  are  completely  relieved  of 
their  symptoms  and  are  usually  able  to  re- 
turn to  their  former  occupations.  Those 
who  have  had  such  an  experience  become  the 
most  grateful  patients.  These  results  justi- 
fy the  continuation  of  our  present  method  of 
treatment. 
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Concentrated  solutions  of  sucrose  (sugar), 
often  injected  into  the  vein  to  reduce  in- 
creased blood  pressure  within  the  skull, 
should  not  be  administered  to  patients  with 
kidney  damage,  and  large  or  repeated  doses 
by  vein  should  be  avoided  in  any  case,  W.  A. 
D.  Anderson,  M.  D.,  and  W.  R.  Bethea,  Jr., 
Memphis,  Tenn.,  warn  in  The  Journal  of  the 
American  Medical  Association. 


They  report  the  finding  of  kidney  le- 
sions during  post-morten  examination  of 
six  patients  given  such  solutions.  Although 
the  degree  of  functional  damage  from 
such  lesions  has  not  yet  been  determined, 
it  seems  probable  that  there  is  significant 
change  in  the  kidneys’  efficiency,  the  au- 
thors believe. 
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It  is  now  generally  agreed  that  an  uncom- 
plicated duodenal  ulcer  be  treated  by  medical 
means.  With  careful  adherence  to  proper 
regime,  a satisfactory  result  may  be  ex- 
pected in  the  majority  of  cases.  There  are, 
however,  three  complications  which  will  de- 
velop in  from  five  to  ten  per  cent  of  those 
individuals  with  duodenal  ulcer.  These  are 
in  the  order  of  their  frequency:  (1)  hemor- 
rhage, (2)  perforation,  and  (3)  stenosis  with 
duodenal  obstruction. 

We  wish  to  present  a case  of  duodenal  ul- 
cer, complicated  by  hemorrhage,  in  which 
certain  unusual  clinical  and  pathlological 
findings  were  observed. 

CASE  REPORT 

Mr.  J.  T.,  a white,  male  farmer  of  59  years  of  age, 
was  admitted  to  the  Methodist  Hospital  on  March  21, 
1939,  complaining  of  weakness,  hematemesis,  and 
melena  for  a period  of  three  days. 

Past  History:  The  patient  was  critically  ill  on  ad- 
mission and  only  fragmentary  history  was  obtained 
from  the  family.  Chronic  indigestion  had  been  a 
feature  for  many  years,  being  more  marked  in  the 
spring  and  fall  of  each  year.  A diagnosis  of  peptic 
ulcer  had  been  made  some  years  previously,  although 
at  no  time  had  any  thorough  diagnostic  study  been 
carried  out.  Prior  to  the  present  illness,  there  had 
been  no  history  of  hematemesis  or  melena.  For  a 
period  of  several  months,  he  had  enjoyed  unusually 
good  health  with  no  digestive  symptoms. 

Present  Illness:  Three  days  before  admission  the 
patient,  on  arising  in  the  morning,  felt  faint  and  al- 
most immediately  passed  a large  quantity  of  old 
blood  by  bowel.  He  subsequently  became  nauseated 
and  vomited  some  bright  red  blood.  He  remained  in 
bed  during  the  day,  and  there  wras  no  recurrence  of 
the  vomiting  or  bloody  diarrhoea.  The  following 
day  he  felt  improved,  but  during  the  evening,  he 
again  felt  weak  and  passed  five  or  six  tarry  stools. 
He  was  seen  at  this  time  by  his  family  physician, 
who  found  the  patient  cold  and  perspiring  with  a 
pulse  rate  of  120.  Morphine  was  given,  and  horse 
serum  was  administered  as  a hemostatic.  He  was 
removed  by  ambulance  to  the  hospital  the  following 
morning  at  9 a.  m. 

Physical  Examination:  On  admission  the  tempera- 
ture was  98  degrees,  pulse  160,  respirations  18.  The 
patient  was  pale,  cold,  perspiring,  and  in  a state  of 
shock.  He  would  respond  when  questioned  but  was 
under  rather  heavy  morphine  narcosis.  The  blood 
pressure  was  80  systolic/60  diastolic.  The  chest  was 
clear;  the  heart  sounds  distant;  and  the  abdomen 
flat  and  not  tender. 

•Presented  as  a case  report  before  the  Omaha  Douglas  County 
Medical  Society.  October,  1939. 
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Laboratory:  Examination  of  the  blood  showed  a 
hemoblobin  of  45  per  cent,  erythrocytes  2,160,000 
and  leucocytes  36,200.  The  differential  formula  was 
normal. 

A diagnosis  of  bleeding  duodenal  ulcer  was  made 
and  the  patient  immediately  matched  for  a trans- 
fusion. It  was  observed  at  the  time  that  the  gen- 
eral condition  seemed  more  grave  than  the  apparent 
blood  loss  would  justify. 

A liter  of  normal  salt  solution  wras  given  slowly 
by  hypodermoclysis.  A transfusion  of  250  cubic 
centimeters  of  citrated  blood  followed  by  a like 
amount  of  5 per  cent  glucose  in  saline  was  then 
given  slowly  by  vein.  In  addition,  he  received  20 
cubic  centimeters  of  whole  blood  intra-museularly. 

Two  hours  after  admission,  the  patient  suddenly 
developed  marked  air  hunger,  became  pulseless,  and 
expired  within  a few  minutes. 

DISCUSSION 

In  the  management  of  this  group  of  pa- 
tients with  massive  hemorrhage  from  the 
upper  gastro-intestinal  tract,  certain  estab- 
lished facts  must  be  kept  in  mind: 

1.  Most  peptic  ulcers  which  bleed  do  not 
perforate. 

2.  The  first  major  gastro-intestinal  hem- 
orrhage, although  profound,  is  not  usually 
fatal,  unless  complicated  by  co-existing  pa- 
thology. 

3.  The  most  severe  exanguinating  hemor- 
rhages are  those  seen  in  older  patients  above 
fifty  years  of  age  in  which  arteriosclerosis 
is  present.  This  group  has  the  highest  ini- 
tial mortality. 

4.  The  vast  majority  of  bleeding  duodenal 
ulcers  are  posteriorly  placed,  eroding  into  the 
head  of  the  pancreas  with  involvement  of  the 
superior  pancreatico-duodenal  artery.  This 
anatomical  fact  complicates  the  surgical  ap- 
proach. 

Acute  massive  hemorrhage  from  the  up- 
per gastro-intestinal  tract  with  marked  loss 
of  blood,  precipitating  a patient  into  shock 
or  bordering  on  this  state,  presents  a very 
serious  therapeutic  problem.  Contrary  to 
general  opinion,  the  mortality  rate  in  this 
group  of  patients  ranges  from  10  to  30  per 
cent  and  is  especially  high  in  those  indivi- 
duals above  fifty  years  of  age. 

There  are  two  distinct  schools  of  thought 
regarding  the  treatment  of  these  massive 
gastro-duodenal  hemorrhages.  The  older 
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and  more  widely  accepted  dictum  is  that 
these  patients  should  be  treated  conserva- 
tively by  medical  means.  This  formerly 
meant  the  administration  of  large  doses  of 
morphine  for  rest,  nothing  by  mouth,  and 
the  administration  of  fluid  and  blood  by  par- 
aenteral  means.  More  recently,  better  re- 
sults have  been  obtained  in  this  group 
through  the  immediate  administration  of 
small  frequent  feedings  on  the  assumption 
that  an  empty  stomach  is  not  one  in  a state 
of  physiological  rest. 

Those  advocating  more  radical  treatment 
of  these  patients,  of  whom  Finsterer  of  Vien- 
na is  the  chief  exponent,  advise  immediate 
surgical  exploration  in  all  cases  of  profound 
gastro-intestinal  hemorrhage.  Partial  gas- 
trectomy is  the  procedure  usually  carried 
out,  and  in  the  hands  of  Finsterer  has  many 
commendable  features.  In  many  of  the  Eng- 
lish clinics  today,  immediate  surgery  of  a 
more  conservative  type  is  practiced,  being 
directed  toward  the  ulcer  through  a trans- 
duodenal  approach. 

However,  one  must  not  lose  sight  of  the 
fact  that  these  patients,  such  as  the  one  here 
presented,  are  either  in  or  rapidly  approach- 
ing a state  of  shock  and  represent  ex- 
tremely poor  surgical  risks.  To  recommend 
surgical  interference  as  the  accepted  surgical 
procedure  in  all  of  these  cases  of  massive 
gastro-duodenal  hemorrhage  would  be  an  ex- 
tremely dangerous  dictum.  We  feel  that  sur- 
gery should  be  reserved  for  a selected  group 
of  older  patients  who  continue  to  bleed  or 
have  a second  hemorrhage  under  conserva- 
tive medical  therapy.  Needless  to  say,  these 
procedures  are  often  heroic  in  nature  and 
necessitate  the  availability  of  several  proper- 
ly typed  and  matched  donors  for  transfusion. 

On  the  basis  of  available  figures,  it  would 
then  seem  that  the  wiser  course  at  the  pres- 
ent time  is  to  consider  an  initial  severe  acute 
gastro-duodenal  hemorrhage  within  the 
province  of  the  internist.  This  therapeutic 
regime,  however,  if  it  is  to  be  limited  to  con- 
servative measures,  must  not  be  administer- 
ed half-heartedly,  but  requires  the  closest 
possible  supervision.  If  transfusion  is  to  be 
a part  of  the  conservative  armamentarium, 
it  is  important  to  remember  that  small  trans- 
fusions of  from  100  to  200  cubic  centimeters 
are  much  more  valuable  than  larger  ones, 
since  they  facilitate  the  clotting  of  blood  and 
do  not  carry  the  added  hazard  of  raising  the 
blood  pressure  and  subsequent  secondary 
hemorrhage. 


In  the  short  time  this  patient  was  under 
observation,  this  method  of  therapy  was  fol- 
lowed. Dr.  Baker  will  discuss  the  pathologi- 
cal findings  which  explain  certain  of  the 
clinical  features  that  were  confusing. 

Dr.  Baker:  At  our  examination,  there  was 
a shallow  ulcer,  measuring  0.6  by  0.2  centi- 
meters on  the  posterior  wall  of  the  duode- 
num. In  the  crater  of  this  ulcer,  there  was 
a small  artery  whose  wall  had  been  eroded 
and  from  which  hemorrhage  occurred.  The 
smallness  of  the  ulcer  and  particularly  the 
shallowness  were  striking.  Ordinarily  an 
ulcer  of  the  duodenum  from  which  gross  hem- 
orrhage occurs  is  deep,  often  penetrating  in 
type,  and  frequently  the  ulcer  bed  is  on  the 
pancreas.  This  ulcer  actually,  as  seen  on 
microscopic  sections,  did  not  penetrate  the 
muscularis.  The  vessel  from  which  hemor- 
rhage took  place  was  a very  small  branch  bf 
the  superior  pancreatico-duodenal  artery. 
This  latter  artery  is  frequently  the  source 
of  hemorrhage  and  from  it  massive  exsan- 
guinating bleeding  may  occur.  The  pancre- 
atico-duodenal artery  lies  between  the  pan- 
creas and  posterior  wall  of  the  duodenum 
and  an  ulcer  must  necessarily  be  deep  and 
penetrating  in  type  when  hemorrhage  occurs 
from  this  vessel. 

Sections  of  the  ulcer  showed  it  to  be 
chronic  in  nature  with  considerable  scarring 
and  collections  of  leukocytes.  The  muscular- 
is mucosa  was  penerated  but  the  muscularis 
itself  was  not  involved. 

At  the  postmortem  examination,  blood  was 
found  in  the  lower  ileum  and  colon,  but  none 
was  found  in  the  jejunum,  duodenum  or 
stomach.  This  latter  fact  is  unusual.  At 
times  it  is  difficult  to  find  the  bleeding  ves- 
sel but  ordinarily  in  fatal  gasto-intestinal 
hemorrhage,  there  is  blood  in  the  vicinity  of 
the  bleeding  area. 

The  heart  was  slightly  enlarged,  weigh- 
ing 875  grams.  It  was  judged  this  was  due 
probably  to  moderate  hypertension.  It  was 
later  found  that  his  pressure  had  been  150 
systolic  and  slightly  higher  for  sometime, 
but  he  never  had  alarmingly  high  blood  pres- 
sure readings.  No  lesion  of  the  valves  was 
found.  The  coronary  arteries,  particularly 
the  descending  branch  of  the  left,  showed 
very  marked  atherosclerosis,  with  the  re- 
maining lumen  being  but  a small  fraction  of 
its  normal  size.  The  arteries,  however,  were 
patent  throughout  their  course  and  there 
was  no  evidence  of  thrombosis.  Grossly 


268 


BLEEDING  ULCER:  McLAUGHLIN-BAKER-SHARPE 


Nebr.  S.  M.  Jour. 
July,  1940 


there  was  quite  marked  streaking  of  the 
muscle  of  the  septum.  Sections  of  the  sep- 
tum revealed  marked  fibrous  tissue  replace- 
ment of  the  cardiac  muscle  fibers.  This  was 
probably  a result  of  the  marked  atheroscle- 
rosis of  the  coronary  arteries  with  reduction 
of  the  blood  volume  to  the  muscle.  There 
were  also  polymorphonuclear  leukocyte  col- 
lections present  in  the  section,  and  the  cross 
striations  of  the  cardiac  muscle  were  missing 
in  some  fibers. 

We  believe  it  is  fair  to  interpret  this  as 
an  acute  infarction  of  the  heart  muscle  up- 
on a previous  chronic  infarction.  Under  or- 
dinary circumstances,  it  seems  reasonable  to 
believe  the  coronary  arteries,  in  spite  of  the 
great  reduction  in  their  lumen  were  probably 
adequate  to  prevent  acute  myocardial  infarc- 
tion. However,  when  a marked  reduction  in 
red  cells  and  hemoglobin  occurred  as  a re- 
sult of  an  acute  hemorrhage,  the  coronary 
flow  became  inadequate  and  acute  infarction 
took  place.  It  would  be  unusual  for  death 
to  occur  solely  from  hemorrhage  with  a 
hemoglobin  of  45  per  cent  and  erythrocytes 
over  twro  million.  Clinically  this  man’s  con- 
dition was  far  more  critical,  when  Dr.  Mc- 
Laughlin saw  him,  than  the  laboratory  data 
indicated. 

I have  seen  one  case  previously  which  was 
in  some  ways  comparable  to  this  patient. 
This  individual,  afflicted  with  malignant  hy- 
pertension, had  a systolic  pressure  of  250 
millimeters  of  mercury.  Operation  was  un- 
dertaken to  reduce  the  hypertension  and  im- 
mediately after  sympathectomy,  the  systolic 
pressure  was  150  millimeters  of  mercury. 
The  third  day  following  the  operation,  the 
patient  died  for  no  obvious  reason.  In  this 
instance,  the  cardiac  muscle  showed  loss  of 
cross  striations  in  many  of  the  muscle  fibers 
and  it  was  suggested  that  the  picture  was 
due  to  a rapidly  reduced  blood  supply.  The 
coronary  system  was  anatomically  adequate 
for  the  higher  pressure  but  inadequate  for 
the  lower  pressure  present  after  the  sympa- 
thectomy. 

Our  findings  then,  in  this  present  case,  in- 
dicate an  acute  myocardial  infarction  com- 
plicating a bleeding  duodenal  ulcer. 

Dr.  Sharpe:  In  cases  of  massive  hemor- 
rhage complicating  duodenal  ulcer,  there  are 
several  additional  facts,  other  than  those 
mentioned  by  Dr.  McLaughlin,  that  should 
bear  attention.  In  our  experience,  compli- 
cation of  ulcers,  whether  perforation  or  hem- 


orrhage, occur  more  often  in  patients  of  the 
low  income  group  than  in  those  seen  in  pri- 
vate practice.  Furthermore,  duodenal  ulcers 
bleed  much  more  frequently  than  gastric  ul- 
cers. Women  bleed  much  less  frequently 
than  men  due  to  the  rarer  occurrence  of  pep- 
tic ulcer  in  the  female  sex,  and  to  the  fact 
that  the  ulcer  is  usually  a gastric  lesion. 
Most  important  of  all,  however,  is  the  well 
known  clinical  fact  that  gross  hematemesis 
in  patients  over  fifty  years  of  age  are  often 
of  fatal  nature.  The  high  mortality  rate  of 
this  older  group  has  been  variously  estimated 
from  13.6  per  cent  to  20  per  cent,  as  com- 
pared to  the  6.7  per  cent  of  the  younger  age 
group  with  peptic  ulcer.  The  chief  funda- 
mental reason  for  this  difference  in  the  mor- 
tality figures  lies  in  the  presence  of  arterio- 
sclerosis with  its  local  and  general  effect  on 
the  circulatory  system. 

When  gross  hemorrhage  occurs  from  any 
source  in  the  body,  marked  compensatory 
changes  occur  in  the  cardio-vascular  system. 
Generalized  arterio-sclerosis,  and  especially 
if  involving  the  cerebral  coronary,  and  renal 
vessels,  often  seriously  complicates  what 
might  ordinarily  be  mild  hemorrhage.  Dr. 
Baker  has  shown  in  this  patient  with  coro- 
nary sclerosis,  the  dire  effect  of  a moderate 
hemorrhage  which  resulted  in  coronary  is- 
chemia and  anoxemia,  and  which  finally  led 
to  myocardial  infarction  and  death.  Many 
authorities  have  noted  that  the  majority  of 
these  patients  die  from  some  complication  of 
hemorrhage  rather  than  from  the  loss  of 
blood  itself. 

As  Dr.  McLaughlin  has  pointed  out,  there 
is  yet  no  definite  universal  plan  of  treatment 
for  this  complication.  It  varies  from  the 
conservative  medical  treatment  on  the  one 
hand,  and  the  more  radical,  early  surgical 
intervention  on  the  other.  Even  advocates 
of  the  conservative  form  of  medical  treat- 
ment are  torn  between  that  of  fasting  or 
feeding  the  patient  with  active  bleeding  pep- 
tic ulcer.  Be  it  as  it  may,  most  of  us  agree 
that  patients  with  bleeding  ulcers  should  be 
given  an  opportunity  to  first  recover  under 
conservative  treatment.  Let  us  not  forget, 
however,  that  the  elderly  patient  is  a poor 
risk  from  the  onset  of  even  a mild  hemor- 
liage.  One  must  be  alert  for  the  appearance 
of  early  signs  of  shock  or  other  possible  im- 
pending circulatory  complications  that  may 
end  disastrously.  In  conclusion,  we  again 
emphasize  that  great  care  must  be  exercised 
in  the  handling  of  such  patients. 
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The  treatment  of  painful  breasts  has  been 
relatively  unsuccessful  in  the  past  but  now 
that  the  underlying  pathology  is  better  un- 
derstood, treatment  of  mastodynia  is  placed 
on  a more  rational  basis.  Treatment  of 
mastodynia  has  puzzled  gynecologists  and 
general  practitioners  for  years  but  that  very 
little  has  been  done  about  it  is  evidenced  by 
the  fact  that  only  fourteen  papers  bearing 
on  the  subject  of  mastodynia  have  been  writ- 
ten in  the  last  twenty-five  years.  Most  of 
these  papers  were  published  in  obscure  or 
foreign  journals  and  dealt  with  aspects  of 
hormone  therapy. 

PATHOGENESIS 

Lewis  & GeschickteU4)  state  that  masto- 
dynia is  a precursor  of  adenosis  and  chronic 
cystic  mastitis.  It  is  characterized  by  cyclic 
pain,  greatest  about  two  weeks  before  each 
menstrual  period  and  continuing  until  the 
menses  begin.  In  long  standing  cases,  the 
pain  is  constant  and  of  an  almost  disabling 
severity.  The  breasts  are  tender,  particular- 
ly in  the  upper  outer  quadrants  and  in  early 
cases,  no  masses  are  palpable.  The  patients 
usually  are  in  the  third  decade  of  life,  have 
regular  menstrual  periods  and  either  never 
have  been  pregnant  or  have  not  been  preg- 
nant within  the  last  five  or  six  years.  There 
is  a high  incidence  of  sterility  in  these  cases. 
Desmarest(5)  found  large  amounts  of  follicu- 
lar hormone  in  the  urine  of  women  with  pain- 
ful breasts  and  cystic  disease.  Lewis  & 
Geschickter(3>  also  have  found  large  amounts 
of  estrin  in  the  breast  tissue  in  cases  of  cys- 
tic disease.  Max  Cutler(2>  says  that  swell- 
ing and  pain  in  the  breasts  is  due  to  epitheli- 
al hyperplasia  and  desquamation  of  epitheli- 
um into  the  lactic  ducts  (Mazoplasia  of 
CheMle).  This  distention,  he  says,  is  the 
cause  of  the  pain.  Long  standing  cases  may 
have  less  severe  pain  as  the  ducts  become  di- 
lated and  the  pressure  is  lessened.  These 
observations  have  been  made  experimentally 
in  rabbits  fed  with  corpus  luteum.  Bert- 
ner<J)  also  states  that  corpus  luteum  causes 
fullness,  tension  and  pain  in  the  breasts. 
Histologically,  this  phase  shows  budding  of 
the  epithelium  and  if  no  pregnancy  results, 
these  epithelial  buds  normally  regress  until 
only  the  tubules  are  left.  Any  interference 
in  this  rhythmic  cycle  of  proliferation  and  re- 
gression may  result  in  the  formation  of  nod- 


ules and  cysts.  This  is  the  probable  se- 
quence of  events  in  the  pathogenesis  of  mas- 
todynia and  cystic  disease  of  the  breast. 

VARIETIES 

Early  cases  may  show  no  breast  changes 
which  are  demonstrable  on  physical  examina- 
tion. The  earliest  change  noted  is  a sense  of 
tension  and  firmness  of  the  entire  breast.  In 
cases  of  longer  duration,  there  may  be  areas 
of  diffuse  induration  which  are  quite  tender, 
particularly  at  the  time  of  ovulation.  More 
advanced  cases  show  discrete  nodules  and  the 
disease  may  remain  stationary  at  this  point. 
These  nodules  undergo  secondary  cystic  de- 
generation. The  disease  may  progress  to 
massive  involvement  of  the  entire  breast 
with  the  ducts  plugged  with  thick  caseous 
masses  of  desquamated  epithelium. 

TREATMENT 

X-ray  therapy  has  been  used  indiscrimi- 
nately and  rather  unsuccessfully  in  the  treat- 
ment of  painful  breasts.  Relief  has  not  been 
uniform  and  there  is  no  rational  basis  for 
this  form  of  therapy.  In  very  severe  and 
prolonged  cases,  where  there  are  advanced 
pathological  changes  with  many  ducts  dilat- 
ed and  filled  with  desquamated  epithelium, 
simple  mastectomy  is  the  treatment  of 
choice.  There  is  very  little  fear  of  malig- 
nancy here  but  the  pathological  changes  are 
so  advanced  as  to  be  irreversible.  Earlier, 
hormone  therapy  may  be  curative  in  many 
instances.  Desmarest(5>  on  the  basis  of  his 
demonstration  of  large  amounts  of  follicular 
hormone  in  the  urine  of  women  having  cystic 
disease  of  the  breast,  treated  mastodynia  by 
oral  administration  of  testicular  extract  and 
later  by  intramuscular  injection  of  testoster- 
one. He  found  that  the  pain  usually  began 
fifteen  days  after  menstruation,  or  in  other 
words,  corresponded  to  the  time  of  ovulation. 
He  consequently  started  treatment  by  daily 
intramuscular  injections  of  five  milligrams  of 
testosterone,  beginning  two  days  before  the 
calculated  time  of  ovulation.  Usually  twelve 
injections  were  sufficient.  If  relief  was  ex- 
perienced after  the  first  few  injections,  the 
same  dosage  was  continued  but  if  relief  was 
not  obtained,  ten  milligram  doses  were  given. 
Subsequently,  the  dose  was  modified  to  fit 
the  residual  symptoms.  In  his  series  he 
claimed  (1)  reduction  of  the  pre-menstrual 
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congestion  of  the  breasts,  (2)  diminished  or 
arrested  development  of  chronic  mastitis  if 
lesions  were  relatively  recent,  (3)  disappear- 
ance of  recently  noticed  nodules,  (4)  aboli- 
tion of  pain  and  (5)  no  results  in  very  large 
or  very  old  cysts. 

Lewis  & Geschickter  (4>  reported  a series 
of  ten  cases  of  mastodynia  relieved  by  intra- 
muscular injection  of  10,000  units  of  estro- 
gen twice  weekly  for  varying  periods  of  time. 
The  highest  dosage  in  their  series  was  140,- 
000  units  given  over  a period  of  four  months. 

Bertner(1)  successfully  treated  a series  of 
patients  using  ovarian  residue  but  in  many 
cases,  relief  was  not  experienced  for  five  or 
six  months  after  beginning  treatment. 

Gabrielanz(2>  relieved  five  out  of  eight  pa- 
tients of  mastodynia  by  the  use  of  ovarian 
residue.  Two  more  patients  were  relieved  by 
the  use  of  female  sex  hormone  and  one  pa- 
tient failed  to  obtain  relief  on  either  form  of 
therapy.  Thus  we  see  that  various  hor- 
mones have  been  used  in  the  therapy  of  mas- 
todynia, with  good  but  not  entirely  predict- 
able results.  I have  augmented  the  number 
of  successfully  treated  patients  by  the  use  of 
an  auxiliary  form  of  therapy.  I refer  to  the 
retro-mammary  injection  of  a 1%  solution  of 
quinine  urea  hydrochloride.  This  treatment 
is  harmless,  and  gives  immediate  relief  of 
pain.  It  is  indicated  in  cases  of  mastodynia 
where  the  pain  is  so  severe  that  relief  is  re- 
quired before  hormone  therapy  has  had  time 
to  be  effective  and  in  cases  where  hormone 
therapy  has  failed  to  give  relief.  Many 
cases  are  unilateral  but  there  is  no  contra-in- 
dication to  bilateral  injection  if  it  is  required. 
The  injection  treatment  is  administered  as 
follows.  Under  general  anesthesia,  six  long 
needles  are  inserted  beneath  the  breast,  be- 
ginning at  intervals  along  the  axillary  bor- 
der of  the  breast,  the  needle  points  being  di- 
rected toward  the  midline  of  the  body  an- 
teriorly. The  needles  are  not  inserted  into 
the  breast  tissue  but  lie  entirely  in  the  retro- 
mammary areolar  tissue.  As  each  needle  is 
slowly  withdrawn,  five  cubic  centimeters  of 
1%  solution  of  quinine  urea  hydrochloride 
are  injected  through  it.  This  gives  a fairly 
uniform  distribution  of  one  ounce  of  solution 
beneath  the  breast.  The  patient  may  be  al- 
lowed to  go  home  as  soon  as  she  has  recov- 
ered from  the  anesthetic  and  will  be  found  to 
be  entirely  free  from  pain. 

The  longest  period  of  relief  of  breast  pain 
following  the  injection  treatment  was  in  a 


woman  whom  I first  treated  in  1936.  She 
was  relieved  for  three  years  and  recently 
had  her  second  injection.  The  shortest 

period  of  relief  was  in  a psychotic  young 
woman  who  required  three  injections  at 
about  three  month  intervals  before  she 
was  entirely  comfortable.  It  must  be  re- 
membered that  intercostal  pain  can  be  con- 
fused with  pain  in  the  breast.  I sawr  one 
woman  who  had  previously  been  subjected  to 
simple  mastectomy  for  the  relief  of  pain. 
This  pain  persisted,  however,  until  three  in- 
tercostal nerves  were  injected  with  absolute 
alcohol. 

CONCLUSIONS 

The  syndrome  of  painful  breasts  is  de- 
scribed and  its  probable  pathogenesis  is  dis- 
cussed. Various  forms  of  hormone  therapy 
are  mentioned.  The  retro-mammary  injec- 
tion of  30  cc  of  1%  solution  of  quinine  urea 
hydrochloride  is  advocated  in  cases  where 
the  pain  is  too  severe  to  permit  delay  until 
hormone  therapy  is  effective  and  in  cases 
where  there  has  been  no  response  to  hor- 
mone therapy.  The  technique  of  the  injec- 
tion treatment  is  presented  and  results  of 
treatment  are  mentioned.  The  use  of  this 
treatment  as  an  auxiliary  form  of  therapy 
will  increase  the  percentage  of  relieved  cases 
of  mastodynia. 
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Institutional  care  is  always  necessary  at 
one  time  or  another  in  treating  tuberculosis, 
because  of  communicability.  There  is  a con- 
siderable class  which  may  be  regarded  as 
custodial  cases,  and  there  is  need  for  domi- 
ciliary institutions  where  they  can  be  cared 
for.  When  returned  to  the  community  re- 
sults are  often  disastrous  to  them  and  their 
families.  After-care  and  vocational  rehabili- 
tation are  essential  in  restoring  the  patient  to 
normal  life.  Masur,  J.,  Hosp.  Management, 
Oct.,  1939. 
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EDITORIAL 


MEDICAL  PREPAREDNESS  FOR 
NATIONAL  EMERGENCY 

It  is  generally  well  known  that  prepared- 
ness to  meet  a national  emergency  in  these 
days  of  “Blitz”  warfare,  all  phases  of  na- 
tional life  must  be  organized  for  successful 
response  to  meet  the  situation.  One  of  the 
great  factors  in  connection  with  such  an 
emergency  is  that  part  which  has  to  do  with 
the  care  of  the  wounded  on  the  battle  field 
and  the  organization  of  civil  medical  facili- 
ties at  home.  To  effect  such  a program,  the 
American  Medical  Association  was  asked  to 
submit  a plan  that  would  embrace  the  medi- 
cal care  of  the  nation  in  whatever  capacity 
may  be  indicated  by  those  in  authority 
should  an  emergency  arise. 

At  the  meeting  of  the  House  of  Delegates 
in  New  York  City  last  month  the  following 
resolution  was  adopted  in  order  to  coordinate 
medical  activities  with  other  phases  of  the 
preparedness  program : 

“Resolved,  That  the  House  of  Delegates 
authorize  the  Board  of  Trustees  to  create  a 
Committee  on  Medical  Preparedness,  to  con- 
sist of  seven  members  of  this  House,  with  the 
President  of  the  Association,  the  Secretary 


of  the  Association,  the  Secretary  of  the 
Board  of  Trustees,  and  the  Editor  as  ex-offi- 
cio members ; and  be  it  further 

“Resolved,  That  this  committee  establish 
and  maintain  contact  and  suitable  relation- 
ship with  all  governmental  agencies  con- 
cerned with  the  prevention  of  disease  and 
the  care  of  the  sick,  in  both  civil  and  military 
aspects,  so  as  to  make  available  at  the  earli- 
est possible  moment  every  facility  that  the 
American  Medical  Association  can  offer  for 
the  health  and  safety  of  the  American  peo- 
ple and  the  maintenance  of  American  demo- 
cracy.” 

One  of  the  members  of  this  Committee  is 
Dr.  Roy  W.  Fouts  of  Omaha,  past  president 
of  the  Nebraska  State  Medical  Association. 
There  is  no  doubt  that  the  Journal  will  have 
occasion  from  time  to  time  to  carry  in  its 
pages  items  of  vital  interest  to  the  profes- 
sion of  this  state  bearing  on  the  program 
thus  set  forth  by  the  American  Medical  As- 
sociation. 


OVER  THE  COUNTER  PRESCRIBING 

Few  would  question  the  benefits  of  public 
health  education  conducted  under  proper 
auspices.  The  fact  is  that  many  people  to- 
day show  a wholesome  intelligence  on  mat- 
ters of  health  and  prevention  of  disease,  a 
direct  result  of  judicious  efforts  on  the  part 
of  properly  constituted  organizations  under 
adeouate  guidance.  Our  own  column  “Medi- 
cal Facts,”  which  is  distributed  to  some  130 
weekly  publications,  is  testimony  to  this 
statement.  The  educational  process,  how- 
ever, is  a double  edged  sword.  It  is  unfor- 
tunate but  true  that  a good  many  individuals 
digest  health  education  only  partially  and 
with  this  partial  indigestion  they  use  their 
half  baked  knowledge  to  their  own  disad- 
vantage. This  fact,  however,  in  no  sense 
justifies  the  restriction  of  our  educational  ef- 
forts along  a continuous  line  for  the  reason 
that  it  would  impair  our  duties  to  ourselves 
and  the  public  should  we  attempt  to  withhold 
information  on  principles  of  health  preserva- 
tion. 

The  way  in  which  this  partial  digestion  of 
facts  is  utilized  to  disadvantage  is  mainly 
in  that  it  encourages  self-medication  through 
over-the-counter  drug  purchases.  That  this 
system  is  encouraged  and  directly  fostered 
by  the  patent  medicine  trade  is  too  well 
known  to  require  further  comment.  Where 
these  purchases  are  restricted  to  non-harm- 
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ful  drugs  the  self-prescribing  patient  exposes 
himself  to  useless  expenditures  by  needless 
investment.  At  times,  too,  he  may  do  him- 
self actual  harm  by  delaying  timely,  effective 
care.  In  addition,  there  are  many  drugs 
which  used  indiscriminately,  are  capable  of 
producing  damage  to  tissues.  The  unre- 
stricted sale  of  the  barbiturates,  and  lately 
sulfanilamide,  should  be  condemned  by  more 
effective  means  than  mere  statement.  These 
drugs  are  capable  of  causing  irreparable  dam- 
age when  used  indiscriminately,  or  when 
their  use  is  physiologically  contra-indicated. 

It  would  be  well  for  the  Nebraska  State 
Medical  Association  to  think  of  a proposal 
to  the  coming  Legislature  in  the  form  of  a 
bill  to  prohibit  the  direct  sale  over  the  coun- 
ter by  the  druggist  of  some  of  the  drugs 
that  are  known  to  be  harmful.  Many  other 
states  have  already  inaugurated  such  legis- 
lation. Such  an  act  would  be  welcomed  by 
the  ethical  druggist  in  that  it  would  enable 
him  to  deal  with  the  chronic  hypocondriac 
without  fear  of  competition  by  his  less  digni- 
fied colleague  on  the  next  corner.  The  Ne- 
braska State  Medical  Association  and  its  al- 
lied professions  may  well  consider  this  situa- 
tion seriously. 


SULFANILAMIDE  AND  ITS 

DERIVATIVES  AND  THEIR  EFFECTS 
ON  HEMOGLOBIN  METABOLISM 

Physicians  generally  are  fully  aware  of  the 
efficacy  of  sulfanilamide  and  some  of  its  de- 
rivatives in  the  treatment  of  certain  types 
of  infections.  The  methods  of  administra- 
tion, the  precautions  to  be  observed,  and  the 
possible  toxic  effects  following  their  employ- 
ment have  been  sufficiently  emphasized  in 
the  literature  for  every  practitioner  to  pos- 
sess by  now  a good  working  knowledge  of 
these  drugs,  and  he  may  utilize  these  with 
comparative  safety  for  the  benefit  of  his  pa- 
tients. 

By  far  the  outstanding  toxic  manifesta- 
tion of  these  drugs  is  their  effect  on  the 
blood  elements  in  the  production  of  anemia 
of  the  macrocytic  or  normocytic,  or  hypo- 
chromic types.  This  phase  of  the  problem 
was  recently  stressed  in  a panel  discussion 
at  the  Faculty  meeting  of  the  University  of 
Nebraska  Hospital  and  later  published  in 
this  Journal(1).  Watson  and  Spink  now  ex- 
plain this  phenomenon  on  the  basis  of  their 
experimental  work  in  the  University  of  Min- 


nesota(2).  According  to  these  investigators 
sulfanilamide  and  sulfapyridine  have  an  ac- 
celerating effect  on  the  hemoglobin  meta- 
bolism, as  evidenced  by  the  increase  in  uro- 
milinogen  in  the  feces  and  varying  increase 
in  the  percentage  of  reticulocytes,  even  in 
customary  therapeutic  doses  of  these  drugs. 
In  many  persons,  these  authors  state,  the  ad- 
ministration of  sulfanilamide  in  the  usual 
doses  is  followed  by  some  evidence  of  hepatic 
dysfunction. 

The  importance  of  these  findings  is  obvi- 
ous. They  emphasize  the  necessity  of  evalu- 
ating the  patient  as  a whole  when  occasion 
for  the  use  of  sulfanilamide  and  its  deriva- 
tives arises.  Where  the  integrity  of  the  func- 
tion of  the  liver  is  in  any  way  suspected,  the 
physician  would  do  best  to  proceed  cautiously 
and  avoid  the  risk  of  added  burden  to  an  al- 
ready damaged  organ.  This  situation  is  es- 
pecially true  in  cases  of  gallbladder  disease, 
which  it  is  generally  believed  consistently  in- 
volves impairment  of  hepatic  tissues. 

1.  Panel  Discussion  on  Sulfanilamide  and  Its  De- 
rivatives, Nebraska  State  Medical  Journal,  Vol.  25, 
p.  89,  March,  1940. 

2.  Archives  of  Internal  Medicine,  Vol.  65,  p.  25, 
April,  1940. 


ANNOUNCEMENTS 


The  Twenty-Fifth  Annual  Session  of  the  Ameri- 
can College  of  Physicians  will  be  held  in  Boston,, 
with  general  headquarters  at  the  Statler  Hotel, 
April  21-25,  1941. 

Dr.  James  D.  Bruce  of  Ann  Arbor,  Mich.,  is  presi- 
dent of  the  college  and  will  have  charge  of  the  pro- 
gram of  general  scientific  sessions.  Dr.  William  B- 
Breed  of  Boston  has  been  appointed  General  Chair- 
man of  the  Session,  and  will  be  in  charge  of  the 
program  of  clinics  and  demonstrations  in  the  hos- 
pitals and  medical  schools  and  of  the  program  of 
panel  and  round  table  discussions  to  be  conducted 
at  the  headquarters. 


MICHAEL  REESE  HOSPITAL,  CARDIOVASCU- 
LAR DEPARTMENT  OFFERS  A FULL- 
TIME INTENSIVE  COURSE  IN 
ELECTROCARDIOGRAPHY 

Two  Weeks,  August  19  to  August  31,  1940 
This  is  an  intensive  course  offered  to  the  general 
practitioner.  There  will  be  practice  on  several  elec- 
trocardiographic machines  and  discussion  of  the 
principles  of  their  construction  and  use.  There  will 
be  sessions  on  interpretations  of  electrocardiograms 
illustrated  by  lantern  slides,  and  practice  by  the  stu- 
dent with  unknown  records.  Routine  records  taken 
during  the  time  of  the  course  will  be  discussed- 
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Emphasis  will  be  placed  on  chest  leads  and  on  the 
importance  of  the  electrocardiogram  in  coronary 
sclerosis  and  myocardial  infarction.  The  mechanism 
and  interpretation  of  heart  irregularities  will  be  de- 
veloped. 

As  group  and  individual  instruction  will  be  given, 
the  course  is  open  to  both  the  beginning  and  ad- 
vanced student  in  Electrocardiography. 

For  further  information  address:  Michael  Reese 
Hospital,  Cardiovascular  Department,  Twenty-ninth 
and  Ellis  Ave.,  Chicago,  Illinois. 


AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  nineteenth  scientific  and  clinical  session  of  the 
American  Congress  of  Physical  Therapy  will  be  held 
September  2 to  6,  inclusive,  at  Hotel  Statler,  Cleve- 
land, Ohio.  This  year  there  will  be  a departure 
from  the  usual  arrangements  in  that  the  mornings 
will  be  devoted  to  an  instructional  seminar  with 
the  scientific  program  presented  afternoons  and 
evenings.  This  enables  physicians  to  economize  on 
time  by  attending  both  the  instruction  course  and 
the  annual  convention  during  the  same  week.  The 
entire  instruction  schedule  is  elective  in  character. 
Registrants  may  pursue  only  the  individual  courses 
they  desire.  The  complete  course  consists  of  twelve 
lectures  from  a diversified  list  of  forty-eight.  The 
scientific  program  itself  consists  of  papers,  demon- 
strations and  motion  pictures  covering  every  branch 
of  physical  therapy.  There  will  be  a separate  sci- 
entific program  covering  Eye,  Ear,  Nose  and  Throat 
subjects.  Write  for  schedule,  fees,  etc.,  to  the 
American  Congress  of  Physical  Therapy,  30  North 
Michigan  Avenue,  Chicago,  111. 


EDUCATIONAL  MOTION  PICTURES  AN- 
NOUNCED BY  THE  UNITED  STATES 
PUBLIC  HEALTH  SERVICE 

A New  Day:  A one-reel  sound  film  on  pneumonia, 
running  time  10  minutes,  available  in  16  or  35  mm. 
prints.  The  value  of  pneumonia  serum  and  sulfa- 
pyridine  in  the  treatment  of  the  disease  are  stressed. 
A warm,  human  story,  with  a cast  of  professional 
actors.  Available  for  short  time  loans  from  the  Di- 
vision of  Sanitary  Reports  and  Statistics,  U.  S.  Pub- 
lic Health  Service,  Washington,  D.  C.,  with  the  pro- 
vision that  the  borrower  pay  transportation;  costs 
both  ways.  Arrangements  for  loan  or  purchase  may 
also  be  made  with  the  Metropolitan  Life  Insurance 
Company,  New  York  City. 

Choose  to  Live:  A two-reel  sound  film,  running 
time  18  minutes.  This  movie  on  cancer,  which  now 
ranks  second  among  the  causes  of  death,  was  espe- 
cially prepared  for  lay  audiences.  It  is  the  story  of 
one  woman’s  encounter  with  cancer  and  presents  a 
background  of  educational  information  on  the  sub- 
ject. The  actors  in  this  film  are  professionals,  and 
the  laboratory  and  hospital  scenes  were  taken  with 
scrupulous  attention  to  medical  accuracy  at  Mem- 
orial Hospital,  New  York;  Marine  Hospital,  Balti- 
more; and  the  National  Cancer  Institute,  Bethesda, 
Maryland.  Available  for  short  time  loans  from  the 
Division  of  Sanitary  Reports  and  Statistics,  U.  S. 
Public  Health  Service,  Washington,  D.  C.,  in  either 
16  to  35  mm.  prints,  borrower  to  pay  transportation 


costs  both  ways.  Details  regarding  cost  and  terms 
of  sale  will  be  sent  upon  request. 

Syphilis  of  the  Central  Nervous  System:  A Pre- 
ventable Disease:  Silent,  16  mm.,  running  time  30 
minutes.  Intended  for  the  informative  program 
among  physicians  and  health  officers.  Limited  num- 
ber of  copies  available  on  a loan  basis  from  the  Di- 
vision of  Venereal  Diseases,  U.  S.  Public  Health  Serv- 
ice, Washington,  D.  C.,  with  the  provision  that  the 
borrower  pay  transportation  costs  both  ways.  Pur- 
chasable from  the  Agfa  Ansco  Company,  245  W. 
Fifty-fifth  Street,  New  Y’ork,  New  York,  from  whom 
details  regarding  cost  and  terms  of  sale  are  obtain- 
able. 

Syphilis,  Its  Nature,  Prevention  and  Treatment: 
Silent,  16  mm.,  running  time  30  minutes.  Intended 
for  the  general  public.  Limited  number  of  copies 
available  on  a loan  basis  from  the  Division  of  Ven- 
ereal Diseases,  U.  S.  Public  Health  Service,  Wash- 
ington, D.  C.,  with  the  provision  that  the  borrower 
pay  the  transportation  costs  both  ways.  Purchas- 
able from  the  Agfa  Ansco  Company,  245  W.  Fifty- 
fifth  Street,  New  York,  New  Y’ork,  from  whom  de- 
tails regarding  cost  and  terms  of  sale  are  obtain- 
able upon  request. 

Three  Counties  Against  Syphilis:  A two-reel 

sound  film,  running  time  19  minutes,  available  in 
either  16  or  35  mm.  prints.  Describes  work  being 
done  by  the  Public  Health  Service  Trailer  Clinic  in 
the  fight  against  syphilis  in  three  Georgia  counties. 
The  “clinic  on  wheels”  has  been  described  as  one  of 
the  most  dramatic  public  health  measures  used  in 
the  fight  against  syphilis.  Distributed  for  the  Pub- 
lic Health  Service  by  the  Division  of  Motion  Pic- 
tures, Department  of  Agriculture,  Washington,  D. 
C.  Available  for  short  time  loans,  with  the  provi- 
sion that  the  borrower  pay  transportation  costs  both 
ways.  Details  regarding  cost  and  terms  of  sale  will 
be  sent  upon  request. 

With  These  Weapons:  A one-reel  sound  film,  run- 
ning time  14  minutes,  produced  by  the  American  So- 
cial Hygiene  Association,  presenting  facts  about 
syphilis  for  the  individual  and  the  community.  Pre- 
pared for  distribution  to  schools,  colleges,  state  and 
local  health  departments,  women’s  clubs,  social  hy- 
giene societies,  etc.  The  narration  progresses 
through  the  principles  of  diagnosis  and  treatment, 
and  depicts  the  disease  in  its  relation  to  individual 
and  public  health.  The  manner  in  which  syphilis  is 
spread  and  how  treatment  stops  the  infection  are 
emphasized.  Obtainable  for  short  time  loans  in 
either  16  or  35  mm.  prints  from  the  Division  of  Sani- 
tary Reports  and  Statistics,  U.  S.  Public  Health 
Service,  Washington,  D.  C.,  provided  the  borrower 
pays  transportation  costs  both  ways.  Or,  arrange- 
ments may  be  made  for  loan  or  purchase  from  the 
American  Social  Hygiene  Association,  50  West 
Fiftieth  Street,  New  York  City. 


The  possibility  of  utilizing  the  general  hospital  as 
an  effective  medium  for  case-finding  in  tuberculosis 
has  not  been  sufficiently  explored.  The  fact  that 
a person  is  admitted  to  a general  hospital  for  a con- 
dition other  than  tuberculosis  should  never  be  ac- 
cepted as  a guarantee  that  such  person  does  not 
have  significant  tuberculosis  disease.  In  a study  of 
4,853  adult  admissions  to  14  general  hospitals  in  New 
York  State,  1.1%  showed  clinically  significant  tuber- 
culosis and  0.6%  unsuspected  tuberculosis.  Plunkett, 
R.  E.,  M.  D.,  and  Mikol,  Edward  X.,  Amer.  Rev.  of 
Tuber.,  Mar.,  1940. 
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WOMAN'S  AUXILIARY 


President — Mrs.  A.  D.  Brown 

Central  City 

President-Elect — Mrs.  M.  C.  Green 
Omaha 

First  Vice  President — Mrs.  F.  Ferciot 

Lincoln 


Second  Vice  President — Mrs.  G.  Pinney 
Hastings 

Secretary — Mrs.  Howard  Royer 

Grand  Island 

Treasurer — Mrs.  Harley  Anderson 
Omaha 


ENTERTAIN  MEDICAL  AUXILIARY 
From  Sunbeam,  Woodriver 

Mrs.  A.  T.  Hubbell  was  hostess  to  twenty-one 
members  of  the  ladies’  auxiliary  to  the  Tri-County 
Medical  society  Monday  afternoon,  May  27,  at  her 
home.  A one  o’clock  luncheon  was  served  buffet 
from  a beautifully  appointed  table  centered  with  a 
large  bowl  of  dainty  columbine.  Co-hostesses  were 
Mesdames  A.  D.  Brown  and  J.  E.  Benton  of  Central 
City;  R.  R.  Douglas  of  Clarks;  J.  V.  Reilly  and  <U  E. 
Higgins  of  Grand  Island. 

New  officers  were  elected  during  the  business  ses- 
sion with  the  following  results:  Mrs.  J.  G.  Woodin, 
president;  Mrs.  J.  G.  Benton,  vice  president;  Mrs. 
Amil  Johnson,  secretary-treasurer.  Mrs.  Howard 
Roger  was  named  publicity  chairman. 

An  interesting  history  of  the  auxiliary’s  activities 
since  its  organization  ten  years  ago  was  given  by  the 
historian,  Mrs.  Johnson,  and  brief  talks  were  made 
by  Mrs.  Brown,  state  president  and  Mrs.  Earle 
Farnsworth,  who  is  a member  of  the  board. 

Mrs.  Geo.  DeMay  and  Mrs.  Donald  Smith  of  Shel- 
ton were  invited  guests. 


MEDIC  AUXILIARY  MET  IN  MINDEN 
From  Minden  Courier 

Members  of  the  Medical  Auxiliary  of  Adams  coun- 
ty were  entertained  at  the  home  of  Mrs.  C.  E.  Ab- 
bott in  Minden,  Monday  noon,  May  20.  Mrs.  W.  H. 
Powell  was  the  assisting  hostess.  Twenty-five  were 
present  for  the  delightful  one  o’clock  luncheon  served 
by  the  Presbyterian  Missionary  society.  The  tables 
were  beautifully  appointed,  each  one  set  with  dif- 
ferent china.  Unusual  and  novel  programs  with  a 
cleverly  cut  “violin”  made  of  cork  paper,  for  the  dec- 
orative note,  were  designed  to  complement  the  read- 
ing, “Humoresque”  by  Fannie  Hurst,  and  read  by 
Lucy  Ann  Hapeman.  An  organ  and  piano  program 
was  given  by  Mrs.  Matie  Brown  and  Peggy  Jones, 
their  numbers  being  “Nocturne”  Opus  9,  No.  2,  by 
Chopin;  “Ave  Maria,”  Schubert;  “To  a Water  Lily,” 
MacDowell. 

Mrs.  A.  B.  Brown,  Central  City,  state  president  of 
the  Medical  Auxiliary;  Mrs.  G.  L.  Pinney,  Hastings, 
second  vice  president-elect;  and  Mrs.  Earl  Farns- 
worth, Grand  Island,  past  state  president  were  honor 
guests  at  the  meeting.  Officers  of  the  group  present- 
ed were:  President,  Mrs.  L.  W.  Rork,  Hastings;  vice 
president,  Mrs.  0.  A.  Kostal,  Hastings;  secretary, 
Mrs.  C.  W.  Guildar,  Kenesaw. 


Members  of  the  Richardson  County  Medical  aux- 
iliary held  a 6:30  p.  m.  dinner  party  at  Hotel  Weav- 
er. Following  the  dinner  the  group  went  to  the 
home  of  Mrs.  H.  R.  Miner  where  the  president,  Mrs. 


W.  A.  Shook,  Shubert,  conducted  a business  session. 
Mrs.  R.  A.  Youngman  was  taken  into  the  society  as 
a new  member.  Mrs.  0.  F.  Lang  of  Grass  Valley, 
Calif.,  attended. 


Mrs.  Robert  Donley  of  Blair  was  elected  presi- 
dent; Mrs.  H.  H.  Morrow,  vice  president,  and  Mrs. 
W.  Howard  Heine,  secretary-treasurer,  of  the  Tri- 
County  Medical  society  auxiliary  following  a 6:30 
dinner  for  society  and  auxiliary  members  May  27, 
1940,  at  Pathfinder  hotel. 

Meeting  wras  held  in  the  staff  room  at  the  new 
Dodge  county  hospital  following  a conducted  tour  or 
the  hospital. 


NEWS  a+tc&  VIEWS 


According  to  the  Argus  of  Table  Rock: 
“For  the  ten  months  period  from  July  1,  1939 
to  May  1,  1940,  FSA  services  rendered  heads 
of  families  and  their  dependents  in  Pawnee 
County,  consisted  of  722  consultations  with 
doctors,  $541.09  of  drugs  supplied,  134  days 
of  hospitalizations,  51  emergency  dental 
treatments,  7 major  surgical  operations,  5 
minor  surgical  operations,  and  11  deliveries.” 


A summer  camp  for  diabetic  children  in 
Coryell  Park  northwest  of  Auburn.  The  proj- 
ect is  financed  by  Mrs.  L.  L.  Coryell,  Sr.,  of 
Lincoln. 


A pre-school  clinic  under  the  auspices  of 
Cozad  W.  C.  T.  U.  was  held  early  in  June  in 
the  Cozad  Hospital.  According  to  the  press 
report  “all  babies  and  children  were  exam- 
ined by  Mrs.  Herb  Ballmer  and  Mrs.  Dan 
Balmer.”  The  examiners’  names  do  not  ap- 
pear in  the  A.  M.  A.  Directory. 


Among  the  scientific  exhibits  of  the  recent 
session  of  the  American  Medical  Association 
in  New  York  were:  Dr.  J.  Harry  Murphy. 
Studies  of  Contemporaneous  Epidemics  of 
Poliomyelitis  and  Equine  Encephalitis ; Drs. 
A.  E.  Bennett  and  A.  R.  McIntyre,  “Curare 
and  Its  Application  in  the  Treatment  of  Spas- 
tics. 
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At  a regional  meeting  of  the  Academy 
of  Pediatrics  in  Kansas  City  the  following 
Nebraskans  were  registered:  Drs.  Paul  Ban- 
croft and  E.  W.  Hancock  of  Lincoln,  Drs.  E. 
W.  Bantin,  J.  A.  Henske,  Herman  Jahr, 
Charles  Tompkins  of  Omaha. 


Sickness  among  industrial  workers  is 
showing  a downward  trend  which  is  more  in 
evidence  among  men  than  among  women 
Senior  Statistician  William  M.  Gafafer  of  the 
United  States  Public  Health  Service  an- 
nounced recently. 

Diseases  showing  downward  trends  among 
males  for  the  three  industrial  groups — iron 
and  steel,  public  utilities,  and  miscellaneous 
industries — are:  (1)  bronchitis,  (2)  diseases 
of  the  pharynx  and  tonsils,  (3)  pneumonia 
and  (4)  respiratory  tuberculosis. 

Non-industrial  injuries  show  an  upward 
trend  among  both  men  and  women. 

Appendicitis  and  diseases  of  the  circula- 
tory system,  including  diseases  of  the  heart, 
also  show  an  upward  trend,  according  to  Dr. 
Gafafer’s  survey. 


From  the  Executive  Office  of  the  Associa- 
tion comes  this  analysis  of  membership.  It 
is  encouraging  indeed  to  see  22  counties  have 
a membership  of  100  percent  eligible  practi- 
tioners. It  is  indeed  difficult  to  figure  out 
the  psychology  of  a physician  in  active  prac- 
tice who  has  missed  and  continues  to  miss 
the  advantages  of  professional  affiliation. 

Counties  with  100%  Membership — Boone,  Boyd, 
Cedar,  Chase,  Colfax,  Dakota,  Dixon,  Frontier,  Gar- 
field, Grant,  Howard,  Keith,  Kimball,  Logan,  Phelps, 
Rock,  Sherman,  Stanton,  Thayer,  Valley,  Wayne  and 
Webster. 

Counties  in  which  all  but  one  of  the  eligible  men 
are  members — Blaine,  Brown,  Clay,  Dawson,  Deuel, 
Dundy,  Garden,  Gosper,  Hamilton,  Hitchcock,  Keya 
Paha,  Nance,  Pawnee,  Perkins,  Polk,  Saunders,  Sew- 
ard, Sheridan,  Sioux,  Thomas,  Thurston,  and  Wash- 
ington. 

Counties  in  which  all  but  two  of  the  eligible  men 
are  members — Box  Butte,  Cherry,  Cheyenne,  Cum- 
ing, Fillmore,  Franklin,  Greeley,  Hooker,  Johnson, 
Knox,  Morrill,  Pierce,  Platte,  York. 

Counties  in  which  all  but  three  of  the  eligible  men 
are  members — Antelope,  Dodge,  Kearney,  Nuckolls, 
Red  Willow,  Richardson,  Saline,  Hall,  Holt,  Harlan. 

Counties  in  which  all  but  four  of  the  eligible  men 
are  members — Burt,  Furnas,  Gage,  Jefferson,  Lin- 
coln and  Merrick. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


May 

1940 

April 

Total  to 
Date 

May 

1939 

Total  to 
April  Date 

Chicken-pox 

119 

135 

589 

73 

117 

787 

Diphtheria 

7 

8 

39 

6 

22 

64 

Influenza 

0 

5 

33 

16 

81 

130 

Measles 

75 

120 

811 

1210 

1461 

3385 

Meningitis,  C.  S. 

_ 0 

0 

5 

0 

0 

9 

Poliomyelitis 

_ 0 

0 

0 

0 

0 

3 

Scarlet  Fever 

_ 47 

75 

423 

96 

175 

779 

Smallpox 

8 

6 

19 

19 

62 

176 

Tuberculosis 

15 

26 

80 

22 

18 

81 

Typhoid  Fever 

_ 1 

0 

0 

1 

0 

7 

Whooping  Cough 

_ 40 

23 

173 

78 

45 

182 

Gonorrhea 

67 

56 

243 

31 

53 

261 

Syphilis 

109 

59 

350 

67 

57 

336 

Biostatistics  for  1939 

Total  births  22,326  or  rate  of  16.4;  total  deaths 
12,188  with  a rate  of  8.94.  This  latter  or  general 
death  rate  for  Nebraska  is  less  outstanding  as  the 
nation’s  general  death  rate  steadily  approaches  our 
previously  distinctive  level. 

With  constancy  the  average  age  at  death  in  Ne- 
braska has  been  increasing,  its  present  high  of  59 
years  in  1939.  This  ascendancy  is  an  .8  year  gain 
despite  .4  increase  in  the  infant  mortality  rate.  It  is 
encouraging  to  note  the  steady  decline  in  maternal 
mortality,  largely  due  to  concerted  effort  by  the 
medical  profession.  Provision  by  Nebraska  for 
sound  local  health  service  will  enable  both  the  above 
mortality  rates  dropping,  also  check  the  slipping  into 
lower  position  among  the  states  as  has  been  the 
trend. 

There  appears  to  be  a static  condition  in  the  prin- 
cipal causes  of  death  so  far  as  relationship  is  con- 
cerned. While  the  rate  declined  from  173.8  to  158.1 
in  Heart  Disease,  this  remains  the  leading  cause 
of  death.  Cancer  retains  a firm  hold  in  second  place 
with  a rate  of  116.0.  Cerebral  Hemorrhage,  with  a 
rate  of  88.6,  again  is  third.  The  next  place  is  taken 
by  a group  entitled  “Accidental  Deaths.”  By  change 
of  attitude  and  action  from  carelessness  to  careful- 
ness this  group  will  drop  toward  the  few  causes  of 
death. 

Much  commendable  effort  is  being  expended  to- 
ward reducing  accidents.  This  should  not  let  up. 
Prevention  will  dominate  in  proportion  to  individuals 
recognizing  their  responsibility.  Families,  groups, 
communities  all  play  a part  in  teaching  the  individu- 
al he  owes  something  to  society  in  safeguarding  hu- 
man lives.  It  is  never  too  late  to  check  further 
loss  of  life.  Nebraska  has  a job  to  perform  so  long 
as  preventable  loss  occurs.  It’s  time  we  faced  the 
facts! 


The  Division  of  Maternal  and  Child  Health  an- 
nounces that  Willis  E.  Brown,  M.  D.,  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology,  University  of 
Nebraska,  College  of  Medicine,  will  be  available  for 
a two-week  postgraduate  circuit  course  the  1941  fis- 
cal year  in  three  two-week  periods,  tentatively, 
September  9-20,  1940;  April  14-25,  1941,  and  June 
9-20,  1941.  (The  April  dates  follow  Easter).  A pe- 


MINUTES  OF  ANNUAL  MEETING  277 


Volume  25 
Number  7 

diatric  postgraduate  course  is  not  contemplated  for 
the  coming  year. 

Dividing  the  state  into  three  sectors  and  consid- 
ering hospital  facilities  necessary  to  the  important 
clinic  case  presentations,  the  most  convenient  selec- 
tion of  clinic  points  seems  as  follows: 

Western  Sector:  McCook,  North  Platte,  Scotts- 
bluff,  Alliance  and  Chadron.  September  dates  are 
suggested. 

Northeastern  Sector:  Fremont,  Columbus,  Pender, 
Norfolk,  O’Neill,  Lynch  and  Ainsworth.  April  dates 
are  suggested. 

Southeastern  Sector:  Nebraska  City,  Pawnee  City, 
Falls  City,  Beatrice,  York,  Grand  Island,  Hastings 
and  Kearney.  June  dates  are  suggested. 

These  points  are  well  enough  distributed  to  make 
a proposed  course  available  to  all  medical  men  desir- 
ing to  attend.  Areas  chosen  may  be  varied  or  an 
additional  city  chosen  provided  it  be  the  desire  of 
the  councilor  and  component  societies  of  the  district. 
From  each  sector  but  five  points  can  be  selected  for 
the  two-week  course — Monday  through  Friday — 
clinic  points  having  one  day  of  the  week  for  two 
successive  weeks,  i.e.,  Columbus,  Monday  of  two 
weeks,  etc. 

Will  councilors  and  officers  of  local  medical  so- 
cieties decide  which  two-week  period  and  at  which 
points  the  course  is  desired  for  their  respective  sec- 
tor and  notify  the  Director  of  MCH  as  soon  as  pos- 
sible. In  order  to  properly  allocate  and  equably  dis- 
tribute the  courses,  it  is  suggested  each  area  desig- 
nate the  two-week  period  of  first  choice  and  second 
choice,  respectively. 


The  Crippled  Children’s  Bureau 

Advisory  Committee  for  Medical  Policy 

For  the  efficient  operation  of  the  State  plan  for 
services  for  cippled  children  in  the  several  counties, 
the  Board  of  Control  considers  it  advisable  that  a 
medical  advisory  committee  be  established  in  each 
county  or  district  in  which  the  number  of  physicians 
makes  the  establishment  of  such  a committee  prac- 
ticable, this  committee  to  be  responsible  for  advising 
on  matters  of  medical  policy  with  the  County  Child 
Welfare  Board  and  the  County  Assistance  Director. 
If  a medical  advisory  committee  has  already  been 
established  to  serve  in  advisory  capacity  on  medical 
problems  related  to  public  assistance  (and  other 
forms  of  relief)  the  same  committee  should  serve 
for  crippled  children  activities.  If  no  such  commit- 
tee has  been  established  it  is  suggested  that  the 
crippled  children’s  medical  advisory  committee  be 
used  to  serve  as  an  advisory  committee  on  all  prob- 
lems of  medical  policy  related  to  the  county  public 
welfare  program  rather  than  to  establish  a second 
committee  for  this  purpose. 

Appointment  of  Committee 

The  medical  advisory  committee  should  be  ap- 
pointed jointly  by  the  County  Child  Welfare  Board 
and  the  County  or  District  Medical  Society.  The 
suggested  procedure  is  that  the  County  Assistance 
Director,  as  agent  for  the  County  Child  Welfare 
Board,  as  the  president  of  the  County  or  District 
Medical  Society  to  nominate  physicians  who  might 
serve  on  the  committee.  The  County  Board  would 
then  make  the  selection  from  the  list  of  those  nomin- 


ated. The  number  of  the  physicians  in  the  county 
will  determine  to  some  extent  the  size  of  the  com- 
mittee. Whenever  possible  physicians  should  be  se- 
lected who  are  particularly  interested  in  and  have  an 
understanding  of  the  problem  of  the  crippled  child. 
It  is  suggested  that  the  tenure  of  office  of  the  com- 
mittee be  determined  by  the  County  Board  at  the 
time  the  committee  is  appointed  and  that  such  ten- 
ure of  office  be  indicated  on  the  notice  of  appoint- 
ment by  the  County  Assistance  Director.  Only 
physicians  who  are  members  in  good  standing  of  the 
Nebraska  State  Medical  Association  or  are  eligible 
for  membership  should  be  on  the  medical  advisory 
committee.  The  County  Assistance  Director,  as 
agent  for  the  County  Child  Welfare  Board,  should 
serve  as  Executive  Secretary  to  the  Advisory  Com- 
mittee and  bring  problems  on  which  medical  ad- 
vice is  desired  to  the  attention  of  the  Committee. 

Consultation  Services  on  Organization  Problems 

The  County  Assistance  Director  may  refer  to  the 
Director  of  the  Child  Welfare  Division  for  consulta- 
tion any  problems  involved  in  the  organization  of  a 
local  medical  advisory  committee.  The  consulta- 
tion services  of  the  State  Medical  Advisory  Commit- 
tee and  of  the  State  Supervisor  of  Medical  Care  are 
also  available  to  the  County  Assistance  Director,  the 
County  Child  Welfare  Board,  and  the  County  Medical 
Advisory  Committee. 


NEBRASKA  STATE  MEDICAL 
ASSEMBLY 

Minutes  of  the  Board  of  Councilors 

April  23,  1940 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  H.  S.  Andrews,  president  of 
the  Board,  at  5:00  p.  m.  in  the  Embassy  room  at  the 
Fontenelle  hotel,  Omaha,  Nebraska.  The  following 
members  were  present:  Drs.  W.  J.  Douglas,  G.  B. 
Potter,  D.  D.  King,  A.  A.  Conrad,  W.  E.  Shook,  M. 
O.  Arnold,  E.  L.  Brush,  H.  S.  Andrews,  A.  L.  Cooper, 
Roy  H.  Whitham,  Past  President  A.  L.  Miller,  Presi- 
dent Clayton  F.  Andrews,  and  Speaker  of  the  House 
of  Delegates,  Rudolph  F.  Decker.  Also  present  were 
Dr.  Herman  M.  Jahr,  editor  of  the  Journal;  Mr.  M. 
C.  Smith,  executive  secretary,  and  Dr.  R.  B.  Adams, 
secretary-treasurer. 

It  was  moved  and  seconded  that  the  reading  of 
the  Minutes  of  the  last  Councilor  Meeting  be  dis- 
pensed with  and  that  they  be  approved  as  published 
in  the  Journal.  Motion  seconded  and  carried. 

The  report  of  the  Planning  Committee  was  read 
before  the  Council.  There  was  general  discussion  of 
the  report  together  with  its  suggestions  in  regard  to 
reorganization  of  the  State  Health  Department.  Dr. 
Brush  moved  that  the  Council  accept  the  report  of 
the  Planning  Committee  and  that  it  be  returned  to 
the  House  of  Delegates.  Motion  seconded  and  car- 
ried. 

The  report  of  the  Delegates  to  the  A.  M.  A.,  as 
read  before  the  House  of  Delegates  by  Dr.  Fouts, 
was  accepted  by  the  Board  of  Councilors,  and  or- 
dered published,  upon  motion,  and  referred  back  to 
the  House  of  Delegates,  for  adoption. 

The  report  of  the  Vascular  and  Cardiac  Diseases 
Committee  was  read  by  the  Secretary.  It  was  moved 
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that  the  report  be  accepted  and  returned  to  the 
House  of  Delegates.  Motion  seconded  and  carried. 

The  report  of  the  Committee  on  Prevention  and 
Amelioration  of  Deafness  was  read  and  it  was  moved 
that  this  report  be  accepted  and  returned  to  the 
House  of  Delegates.  Motion  seconded  and  carried. 

Dr.  A.  D.  Munger’s  report  of  the  Venereal  Disease 
Committee  was  read  by  the  Secretary.  General  dis- 
cussion of  this  report  followed  and  it  was  moved 
that  it  be  held  over  until  the  next  meeting  of  the 
Council,  for  action.  Motion  seconded  and  carried. 
Dr.  Whitham  was  appointed  a committee  of  one  to 
request  the  presence  of  the  Chairman  of  the  Com- 
mittee on  Public  Health  and  Education,  and  the 
chairman,  or  some  member,  of  the  Committee  on 
Venereal  Diseases  to  be  present  at  the  next  meeting 
of  the  Council,  in  order  that  certain  points  in  Dr. 
Munger’s  report  be  clarified. 

Dr.  Whitham,  chairman  of  the  F.  S.  A.  Commit- 
tee, read  a supplemental  report  of  that  committee. 
It  was  moved  that  this  report  be  accepted  and  pub- 
lished. Motion  seconded  and  carried. 

Dr.  Adams  reported  on  correspondence  with  the 
various  broadcasting  networks  and  the  Federal  Com- 
munications Commission  in  connection  with  a resolu- 
tion objecting  to  the  present  day  trend  of  radio  ad- 
vertising and  the  prescribing  of  medicines  and  giv- 
ing of  medical  advice,  except  such  broadcasts  as  are 
given  under  the  auspices  of  recognized  associations 
and  health  departments. 

Dr.  D.  D.  King,  Councilor  of  the  sixth  district 
presented  the  name  of  Dr.  J.  H.  Downing  of  Rising 
City  for  honorary  membership.  It  was  moved  that 
honorary  membership  for  Dr.  Downing  be  approved 
by  the  Council  and  recommended  to  the  House  of 
Delegates. 

Dr.  A.  A.  Conrad  presented  to  the  Council  the 
names  of  three  physicians,  as  submitted  by  their 
County  Society,  for  honorary  membership,  these 
three  being  Drs.  C.  P.  Fall,  C.  C.  Gafford  and  J.  R. 
McGirr,  all  of  Gage  County.  Dr.  D.  D.  King  moved 
that  these  doctors  be  recommended  to  the  House  of 
Delegates,  for  approval,  as  honorary  members  of  the 
Nebraska  State  Medical  Association.  Motion  sec- 
onded and  carried.  It  was  moved  that  the  Council 
Meeting  be  adjourned.  Motion  seconded  and  carried. 


Meating  of  the  Board  of  Councilors 

April  25,  1940 

The  last  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  H.  S.  Andrews,  president  of 
the  Council,  in  the  Embassy  room  of  the  Fontenelle 
Hotel,  April  25,  at  10:30  a.  m.  The  following  mem- 
bers were  present:  Drs.  W.  R.  Neumarker,  M.  0. 
Arnold,  A.  L.  Cooper,  W.  E.  Shook,  Harvey  Clark, 
H.  S.  Andrews,  D.  D.  King,  A.  A.  Conrad,  E.  L. 
Brush,  Roy  H.  Whitham,  G.  B.  Potter  and  W.  J. 
Douglas.  Also,  Dr.  Clayton  Andrews,  president;  Dr. 
A.  L.  Miller,  past  president;  Dr.  R.  B.  Adams,  secre- 
tary-treasurer and  Mr.  M.  C.  Smith,  executive  secre- 
tary, were  present. 

Minutes  of  the  last  previous  meeting  were  ap- 
proved. 

Drs.  Douglas,  Conrad  and  Brush  were  appointed 
as  a Nominating  Committee  for  the  purpose  of  se- 
lecting a Medico-Legal  Advisory  Committee  and  a 
Medical  Student  Loan  Fund  Committee. 


Dr.  Whitham,  secretary  of  the  Board  of  Coun- 
cilors, reported  to  the  Board,  that  the  House  of  Dele- 
gates had  approved  the  actions  of  the  Council  in  its 
January  meeting;  had  approved  the  minutes  of  the 
two  previous  days’  meetings  and  had  approved  the 
budget,  as  recommended  by  the  Council,  for  1941. 
The  secretary  reported  further  that  the  creation  of 
an  “Emergency  Fund”  in  the  amount  of  $841.21,  or 
unexpended  balances  from  the  1939  budget,  had  been 
approved  by  the  House  of  Delegates  and  added  to 
the  1940  budget,  upon  recommendation  of  the  Coun- 
cil, and  that  the  1941  budget  had  been  amended  to 
include  an  item  for  Medico-Legal  purposes,  in  the 
amount  of  $1,000.00  and  further  that  an  additional 
appropriation  of  $1,000.00  was  added  to  the  1940 
budget  for  payment  of  attorney’s  fees.  Dr.  Whit- 
ham’s  report  was  accepted  by  the  Council. 

Dr.  R.  B.  Adams  asked  for  the  floor  and  read  Sec- 
tion 5 of  Chapter  X of  the  by-laws,  pertaining  to 
the  Committee  on  Scientific  Assembly  and  its  or- 
ganization and  purpose,  as  follows: 

“The  Committee  on  Scientific  Assembly  shall  be 
in  full  and  complete  charge  of  all  proceedings  of 
the  Annual  Assembly  except  the  proceedings  of 
the  House  of  Delegates,  the  Board  of  Trustees 
and  the  Board  of  Councilors,  the  requests  of 
which  Boards  the  Committee  shall  observe  in  pre- 
paring times  and  places  for  said  Boards  to  meet. 
The  Committee  may  appoint  such  sub-committees 
from  the  Association  at  large  as  may  be  necessary 
to  its  purpose.  It  shall  cause  a general  program 
of  the  Annual  Assembly  to  be  published  in  the  Of- 
ficial Journal  in  its  issue  preceding  the  Annual  As- 
sembly and  may  issue  supplemental  programs  by 
mail  to  members  of  the  Association  and  to  other 
persons.  This  committee  shall  be  composed  of  the 
secretary-treasurer  and  four  members  appointed  by 
the  president  for  terms  of  four  years  each,  so  ar- 
ranged that  the  term  of  one  member  shall  expire 
each  year.  This  committee  may,  in  order  to  cover 
the  entire  scope  of  an  Annual  Assembly,  appoint 
such  sub-committees  on  arrangements,  entertain- 
ment, scientific  exhibits,  commercial  exhibits, 
guests,  registration  and  such  other  activities  neces- 
sary to  the  performance  of  their  duties.” 

Dr.  Adams  spoke  to  the  Council  of  the  agreement 
made  between  the  Omaha-Douglas  County  Society 
and  the  State  Association  as  to  the  responsibilities 
and  duties  of  the  State  Association,  pertaining  to 
the  Annual  Assembly.  Mr.  Smith,  executive  secre- 
tary, spoke  further,  explaining  the  work  that  was 
done  through  the  headquarters  office  of  the  State 
Association  in  the  selling  and  handling  of  the  tech- 
nical exhibits  for  the  1940  Annual  Assembly  in 
Omaha.  This  work,  he  explained,  was  done  at  the 
request  of  Dr.  Earl  Sage,  president  of  the  Omaha- 
Douglas  County  Society;  Dr.  Ralph  Luikhart,  chair- 
man of  the  Committee  on  Arrangements  and  Dr. 
A.  F.  Tyler,  chairman  of  the  Committee  on  Com- 
mercial Exhibits,  and  reference  was  made  to  an 
agreement  in  which  it  was  understood  that  the  ex- 
hibits spaces  were  to  be  sold  and  handled  by  the 
executive  secretary  and  the  expenses  of  the  Annual 
Assembly  were  to  be  paid  from  the  income  received 
therefrom.  The  balance,  if  any,  of  such  funds,  was 
to  revert  to  the  treasury  of  the  Nebraska  State 
Medical  Association. 

Since  this  was  a departure  from  established  prece- 
dent, Dr.  Adams  asked  for  a clarification  of  the  situ- 
ation and  instructions  from  the  Council  as  to  how 
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these  funds  should  be  handled  for  the  present  An- 
nual Assemblies.  Dr.  A.  L.  Cooper  moved  that  the 
Council  go  on  record  as  insisting  that  the  proce- 
dure of  handling  the  Annual  Assembly  be  carried 
out  in  accordance  with  the  Constitution  and  By-Laws 
of  the  Association.  Motion  seconded.  Motion 
amended  to  add  that  the  Association  and  the  Com- 
mittee on  Scientific  Assembly  work  under  these  By- 
laws in  the  future  and  that  the  Committee  on  Scien- 
tific Assembly  be  so  instructed.  Motion,  as  amend- 
ed, seconded  and  carried. 

The  Nominating  Committee  reported  to  the  Coun- 
cil its  selections  as  follows:  For  Medico-Legal  Ad- 
visory Committee;  Dr.  Roy  W.  Fouts  for  a term  of 
three  years;  Dr.  0.  R.  Platt  for  a term  of  two  years 
and  Dr.  R.  B.  Adams,  for  a term  of  one  year;  Dr. 
Fouts  to  act  as  chairman.  For  the  Medical  Student 
Loan  Fund,  the  Committee  named  Dr.  Dewey  Bis- 
gard  for  a term  of  three  years,  Dr.  Lowel  Dunn  for 
a term  of  two  years  and  Dr.  J.  M.  Woodard  for  a 
term  of  one  year;  Dr.  Bisgard  to  act  as  chairman. 
Dr.  Harry  Benson  was  also  named  by  this  committee 
to  succeed  himself  as  a member  of  the  Board  of 
Trustees;  his  term  of  office  to  be  four  years.  It 
was  moved  that  the  report  of  the  Nominating  Com- 
mittee be  adopted  and  that  these  men,  as  selected 
by  this  commitee,  be  declared  elected.  Motion  sec- 
onded and  carried. 

Dr.  Clayton  Andrews  asked  for  the  floor  and 
spoke  to  the  Council  of  the  matter  of  the  State 
Medical  Association  cooperating  more  closely  with 
the  nursing  profession  in  its  program  of  Nursing 
Education.  General  discussion  followed.  Dr.  Neu- 
marker  moved  that  the  president  be  authorized  to 
appoint  a special  committee  to  investigate  the  mat- 
ter more  thoroughly  and  report  back  to  the  Council. 
Inasmuch  as  there  is  already  a standing  committee 
on  Allied  Professions,  under  which  this  matter 
would  come,  Dr.  Neumarker  was  asked  to  withdraw 
his  motion.  This  he  did,  substituting  a motion  that 
the  president  be  instructed  to  ask  the  Committee 
on  Allied  Professions  to  report  specifically  on  this 
matter,  at  the  January  meeting  of  the  Board  of 
Councilors.  Motion  seconded  and  carried. 

It  was  moved  that  the  Board  of  Councilors  ad- 
journ. Motion  seconded  and  carried. 


Minutes  of  the  House  of  Delegates 

First  Session — April  23,  1940 

The  first  session  of  the  House  of  Delegates  was 
held  in  the  Embassy  room  of  the  Fontenelle  hotel  at 
12:30  p.  m.  on  April  23,  1940.  Forty-eight  members 
were  present. 

The  meeting  was  called  to  order  by  Rudolph  F. 
Decker,  Speaker  of  the  House  of  Delegates. 

The  report  of  the  Credentials  Committee  was 
read  by  Dr.  R.  B.  Adams.  The  motion  was  made 
that  this  report  as  read,  recommending  that  the 
roster  of  Delegates,  as  certified,  constitute  the 
House  of  Delegates,  be  accepted.  Motion  seconded 
and  carried. 

Reading  of  the  Minutes  of  the  last  previous  meet- 
ing was  called  for.  Motion  was  made  that  inasmuch 
as  the  Minutes  had  been  published  that  reading  be 
dispensed  with  and  the  Minutes  be  approved  as  pub- 
lished. Motion  seconded  and  carried. 

It  was  moved  that  the  Board  of  Trustees’  report 


be  accepted  as  published.  Motion  seconded  and  car- 
ried. 

It  was  moved  that  the  reading  of  the  report  of  the 
Council  be  dispensed  with.  The  motion  was  second- 
ed and  carried.  It  was  further  moved  that  the  ac- 
tions of  the  Council  in  its  January  meeting  be  ap- 
proved. Motion  seconded  and  carried. 

Dr.  A.  D.  Munger,  Chairman  of  the  Venereal  Dis- 
ease Committee,  read  his  report.  The  report  was  re- 
ferred to  the  Council  without  discussion. 

Dr.  E.  W.  Rowe,  of  the  Planning  Committee  made 
a supplemental  report  to  the  House  of  Delegates. 
Dr.  Rowe’s  report  was  referred  to  the  Council  with- 
out discussion. 

Dr.  F.  W.  Niehaus,  Chairman  of  the  Vascular  and 
Cardiac  Diseases  Committee  read  his  report.  This 
report  was  referred  to  the  Council  without  discus- 
sion. 

Dr.  C.  F.  Uren,  Chairman  of  the  Committee  on 
Prevention  and  Amelioration  of  Deafness  read  his 
report.  This  report  was  referred  to  the  Council 
without  discussion. 

The  Committee  on  Hospitals  and  Education  ad- 
vised the  Council  that  no  meetings  had  been  held  and 
they  had  no  report  to  make  at  this  time. 

Dr.  R.  W.  Fouts  gave  the  report  of  the  Delegates 
to  the  American  Medical  Association.  The  report 
as  read  by  Dr.  Fouts  was  referred  to  the  Council 
without  discussion. 

A short  recess  was  called  for  the  purpose  of  se- 
lecting a Nominating  Committee. 

The  meeting  was  again  called  to  order  by  the 
Speaker  of  the  House.  The  Councilor  from  each 
district  was  called  upon  to  name  his  selection  for 
that  district.  The  selections  for  the  Nominating 
Committee  were  as  follows: 

First  District — James  F.  Kelly,  Omaha. 

Second  District — 0.  E.  Liston,  Elmwood. 

Third  District — H.  D.  Runty,  Dewitt. 

Fourth  District — W.  E.  Wright,  Creighton. 

Fifth  District — Geo.  Sullivan,  St.  Edward. 

Sixth  District— J.  E.  Meisenbach,  Stapleton. 

Seventh  District — H.  E.  Potter,  Fairbury. 

Eighth  District — No  selection  reported. 

Ninth  District — D.  B.  Wengert,  St.  Paul. 

Tenth  District — C.  E.  Minnick,  Cambridge. 

Eleventh  District — H.  A.  Blackstone,  Lewellen. 

Twelfth  District — G.  W.  Pugsley,  Bayard. 

The  secretary  of  the  Board  of  Councilors,  Dr.  Roy 
H.  Whitman,  read  the  names  of  all  members  of  the 
State  Association  who  died  during  the  past  year. 
The  members  of  the  House  of  Delegates  stood  dur- 
ing this  reading. 

Dr.  F.  L.  Rogers  moved  that  a page  be  set  aside 
in  the  journal  in  memoriam  listing  the  names  of  de- 
ceased members,  as  read,  and  that  the  names  be 
read  before  the  General  Session.  Motion  seconded 
and  carried. 

Motion  was  made  that  the  House  of  Delegates  ad- 
journ to  meet  again  at  8:00  a.  m.  the  following 
morning,  April  24,  1940,  in  same  room.  Motion  sec- 
onded and  carried. 


House  of  Delegates  Meeting 

April  24,  1940 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  at  8:00  a.  m.  in  the  Embassy  room 
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at  the  Fontenelle  Hotel,  Omaha,  Nebraska.  Thirty- 
five  members  were  present. 

Dr.  Adams  read  the  Minutes  of  the  first  session 
of  the  House  of  Delegates  and  the  minutes,  as  read, 
were  approved. 

The  report  of  the  Council  was  called  for.  Dr. 
Adams  read  this  report.  Dr.  E.  E.  Keobbe  moved 
that  the  actions  of  the  Council  be  approved.  Motion 
seconded  and  approved. 

Dr.  James  F.  Kelly  introduced  a proposed  amend- 
ment to  Chapter  X,  Section  7 of  the  By-laws  of  the 
Nebraska  State  Medical  Association.  This  amend- 
ment recommended  that  Chapter  X,  Section  7 be 
amended  by  striking  out  all  of  the  third  sentence 
which  reads  as  follows:  “It  shall  be  the  duty  of  the 
Board  of  Trustees  to  cooperate  with  this  Committee 
and  provide  suitable  library  facilities,”  and  adding  to 
the  last  sentence,  “ . . . which  shall  be  located  in  the 
University  of  Nebraska,  College  of  Medicine  Library, 
located  in  the  Nebraska  University  School  of  Medi- 
cine.” This  amendment  was  laid  over  until  the 
next  meeting  of  the  House  of  Delegates  for  action. 

Dr.  F.  L.  Rogers  introduced  and  read  a resolution 
creating  a committee  consisting  of  six  members  to 
be  known  as  the  Legal  Medical  Committee.  General 
discussion  followed.  It  was  moved  that  the  resolu- 
tion be  adopted.  Motion  seconded  and  carried. 

President  Clayton  Andrews  then  read  a letter 
from  the  Council  on  Industrial  Health  of  the  Ameri- 
can Medical  Association,  urging  the  creation  of  the 
Committee  on  the  Industrial  Health.  It  was  moved 
that  such  a committee  be  created.  Motion  seconded 
and  carried.  Dr.  Andrews  was  instructed  to  submit 
his  appointments  for  the  above  two  committees. 

The  House  of  Delegates  adjourned  to  meet  at  the 
same  time  the  following  day. 


House  of  Delegates 

April  25,  1940 

The  third  and  final  session  of  the  House  of  Dele- 
gates was  called  to  order  at  8:00  a.  m.,  April  25, 
1940,  in  the  Embassy  room  of  the  Fontenelle  Hotel, 
Omaha,  Nebraska.  Registration  showed  thirty- 
three  members  to  be  present. 

The  Minutes  of  the  last  previous  meeting  were 
read  by  Dr.  R.  B.  Adams,  secretary,  and  approved 
by  the  House. 

Dr.  H.  E.  Potter,  Chairman  of  the  Nominating 
Committee,  read  the  nominations.  The  Speaker  of 
the  House  of  Delegates  ruled  that,  inasmuch  as  there 
was  no  provision  for  the  election  of  Delegate  to 
Council  on  Medical  Education  of  the  A.  M.  A.,  this 
particular  nomination  be  stricken  from  the  report 
of  the  Nominating  Committee.  Dr.  R.  F.  Decker, 
Speaker  of  the  House,  said  further  that,  if  the  State 
Association  were  to  continue  the  practice  of  send- 
ing a delegate  to  the  Council  on  Medical  Education 
of  the  A.  M.  A.,  a resolution  to  that  effect  should 
be  adopted. 

It  was  moved  that  the  report  of  the  Nominating 
Committee  be  accepted.  Motion  seconded  and  car- 
ried. Additional  nominations  from  the  floor  were 
called  for.  None  were  offered.  It  was  moved  that 
the  nominations  be  closed  and  that  the  House  pro- 
ceed with  the  ballot. 

Inasmuch  as  there  were  two  nominations  for  Presi- 
dent, this  office  was  put  to  a vote.  The  Chair  ap- 
pointed Drs.  W.  E.  Wright  and  Morris  Nielson  as 


tellers  and  asked  that  the  ballots  for  the  election  be 
distributed.  The  votes  were  then  collected  and 
counted.  Dr.  W.  P.  Wherry  having  received  a ma- 
jority of  the  votes  was  declared  President-Elect. 
Drs.  A.  L.  Miller,  Lucien  Stark  and  G.  B.  Potter 
were  appointed  to  bring  the  new  President-Elect  be- 
fore the  House  of  Delegates. 

It  was  moved  and  seconded  that,  inasmuch  as 
there  was  only  one  nomination  for  each  of  the  re- 
maining offices,  that  the  rules  be  suspended  and  the 
nominees  as  reported  by  the  Nominating  Committee 
be  declared  elected  by  acclaim.  Motion  carried  and 
the  following  became  the  newly  elected  officers  of 
the  Nebraska  State  Medical  Association: 

President-Elect — W.  P.  Wherry. 

Vice  Presidents — A.  A.  Ashby  and  A.  L.  Cooper. 

Councilor,  Fifth  District — W.  R.  Neumarker. 

Councilor,  Sixth  District — D.  D.  King. 

Councilor,  Seventh  District — A.  A.  Conrad. 

Councilor,  Eighth  District — O.  W.  French. 

Delegate  to  A.  M.  A. — Roy  W.  Fouts. 

Alternate — C.  A.  Selby. 

Journal  Committee — W.  H.  Heine,  for  unex- 
pired term  of  two  years;  A.  F.  Tyler,  for  three  year 
term. 

It  was  moved  that  Dr.  Clayton  Andrews’  appoint- 
ment of  Dr.  C.  A.  Selby  to  a five  year  term  on 
the  Committee  on  Medical  and  Public  Health  Educa- 
tion, be  approved.  Motion  seconded  and  carried. 

In  connection  with  the  resolution  adopted  on  the 
previous  day,  creating  a Legal  Medical  Committee, 
Dr.  Andrews  read  his  appointments  as  follows:  Drs 
Roy  W.  Fouts,  Chairman;  F.  L.  Rogers,  E.  W.  Rowe, 
A.  L.  Miller,  B.  B.  Steenburg  and  W.  J.  Arrasmith. 
These  appointments  were  approved  by  the  House 
of  Delegates. 

Dr.  Andrews  also  read  his  appointments  for  the 
newly  created  Committee  on  Industrial  Health  as 
follows:  Drs.  H.  W.  Orr,  Herman  Johnson,  and  A.  A. 
Smith.  These  appointments  were  approved  by  the 
House  of  Delegates. 

Dr.  Whitham,  secretary  of  the  Board  of  Coun- 
cilors, was  called  upon  for  the  report  of  that  body. 
He  read  the  minutes  of  the  meeting  of  the  previous 
day  and  it  was  moved  that  the  actions  of  the  Coun- 
cil, as  reported,  be  approved.  Motion  seconded  and 
carried. 

Dr.  Adams  read  before  the  House,  the  amendment 
which  had  been  introduced  at  the  last  previous  meet- 
ing and  had  laid  on  the  table  for  one  day,  in  accord- 
ance with  the  procedure  for  amendment,  as  set  forth 
in  the  Constitution  and  By-laws.  This  amendment 
would  strike  out  all  of  the  third  sentence  of  Section 
7,  Chapter  X,  which  reads  “It  shall  be  the  duty  of 
the  Board  of  Trustees  to  operate  with  this  Commit- 
tee and  provide  suitable  library  facilities,”  and  add 
to  the  last  sentence,  “ . . . which  shall  be  located  in 
the  University  of  Nebraska  College  of  Medicine  Li- 
brary, located  in  the  Nebraska  University  Medical 
School.”  Dr.  James  F.  Kelly,  who  had  introduced  the 
amendment,  spoke  in  favor  of  it.  It  was  moved  and 
seconded  that  this  amendment  be  adopted.  General 
discussion  followed,  Dr.  Homer  Davis,  Dr.  F.  Lowell 
Dunn,  Dr.  E.  M.  Walsh  and  others  speaking  for 
the  amendment  and  contending  that  books,  thereby, 
would  be  of  most  benefit  to  the  students  of  medicine 
and  would  be  available  to  any  doctor  who  wished 
to  read  them. 

Dr.  George  Covey  spoke  in  opposition  to  the 
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amendment,  submitting  correspondence  to  prove  that 
a great  number  of  men,  throughout  the  state,  were 
very  much  in  favor  of  this  newly  formed  library  and 
had  expressed  their  appreciation  on  various  occa- 
sions. Dr.  A.  L.  Miller  spoke  in  opposition  to  the 
amendment,  saying  that  many  men,  especially  if 
they  had  not  graduated  from  the  Nebraska  Univer- 
sity School  of  Medicine,  might  be  hesitant  about 
borrowing  books  from  that  Library,  but  would  feel 
more  free  to  borrow  them  from  their  own  Associa- 
tion. 

Discussion  continued  for  some  length  of  time,  one 
faction  contending  that  keeping  a library  required 
skilled  and  specially  trained  help  and  that  this  would 
be  an  added  expense  to  the  Association.  The  oppos- 
ing faction  answered  that  the  number  of  books  re- 
ceived, so  far,  did  not  necessitate  any  such  help,  and 
would  not  for  some  time.  Also,  that  the  books  might 
be  disposed  of  in  any  way  thought  advisable  at  a 
later  time,  if  they  tended  to  become  too  much  trou- 
ble or  if  the  library  scheme  did  not  work  out.  Dr. 
Morgan  spoke  in  favor  of  continuing  as  of  the  pres- 
ent, stressing  the  fact  of  probable  duplication  of  the 
same  books  in  the  Medical  Library,  which  duplica- 
tion would  detract  from  the  value  of  these  books 
donated  by  the  State  Association.  Also,  Dr.  Mor- 
gan called  attention  to  the  fact  that  these  books, 
under  the  present  plan,  were  made  known  to  the 
members,  through  the  bulletins  which  were  sent  out 
from  the  headquarters  office  from  time  to  time, 
whereby,  if  they  were  sent  to  the  Medical  School 
Library,  the  doctors  would  have  no  way  of  know- 
ing about  them. 

The  amendment  was  put  to  a vote.  Eighteen  votes 
were  cast  in  favor  of  the  amendment  and  six  against 
it.  A two-thirds  vote  of  all  delegates  registered  at 
the  Annual  Assembly  not  having  been  cast,  the  mo- 
tion was  declared  lost. 

Dr.  R.  H.  Whitham,  secretary  of  the  Board  of 
Councils,  read  the  budget  for  1941,  as  approved  by 
the  Council  at  its  mid-winter  meeting,  with  a recom- 
mendation for  the  adoption  of  the  same  by  the 
House  of  Delegates.  Dr.  Whitham  also  read  a rec- 
ommendation for  the  addition  of  an  item,  to  the  1940 
budget,  in  the  amount  of  $841.21,  or  all  unused  bal- 
ances of  the  1939  budget,  such  item  to  be  known 
as  an  “Emergency  Fund.”  General  discussion  fol- 
lowed and  it  was  moved  that  the  recommendation  be 
approved.  Motion  seconded  and  carried. 

Dr.  Covey,  chairman  of  the  Board  of  Trustees, 
then  spoke  to  the  House  in  regard  to  the  payment  of 
attorney  fees.  He  explained  that,  if  attorney  fees 
were  to  be  paid  in  the  future,  there  should  be  an 
item  in  the  budget  providing  for  such  payment.  Gen- 
eral discussion  followed.  It  was  called  to  the  at- 
tention of  the  House  of  Delegates  that  the  payment 
of  attorney’s  fees  had  been  held  up  in  the  past,  due 
to  the  fact  that  the  Board  of  Trustees  had  no  au- 
thority to  pay  such  fees  until  after  the  Rules  and 
Regulations  of  the  Medico-Legal  Advisory  Commit- 
tee had  been  adopted  at  the  January  meeting  of  the 
Council,  whereupon,  such  Rules  and  Regulations  had 
full  authority  and  effect  of  the  By-laws.  These 
Rules  and  Regulations  provided  for  the  payment  of 
attorney’s  fees  and  such  fees  as  were  outstanding 
at  the  time  were  ordered  paid  by  the  Board  of 
Trustees.  The  House  of  Delegates,  in  approving  the 
actions  of  the  Council  in  its  January  meeting,  had 
approved  payment  of  these  fees  but  it  was  pointed 
out  that,  in  the  future,  an  item  should  be  set  up 
in  the  budget  for  this  purpose. 


At  this  time,  Dr.  W.  P.  Wherry,  President-Elect 
of  the  Association,  appeared  before  the  House  of 
Delegates  and  spoke  very  briefly,  expressing  his 
appreciation  of  the  honor  bestowed  upon  him. 

A discussion  then  took  place  as  to  the  probable 
amount  which  should  be  set  up  in  the  budget  for 
the  payment  of  attorney  fees.  It  was  decided  to 
set  this  amount  at  $1,000.00,  which,  it  was  thought 
by  the  Committee  on  Medico-Legal  Advice,  would 
be  more  than  sufficient  for  the  average  Medico- 
Legal  defense  purposes.  Dr.  W.  E.  Wright  moved 
that  there  be  made  a supplemental  appropriation 
for  the  use  of  the  Committee  on  Medico-Legal  Ad- 
vise, for  1940,  and  furthermore  that  there  be  added 
to  the  budget  an  amount  of  $1,000.00,  which  amount 
was  suggested  as  necessary  for  Medico-Legal  pur- 
poses. Motion  seconded  and  carried. 

Dr.  Adams  read  a telegram  from  the  A.  M.  A. 
calling  for  cooperation  of  its  members  in  legisla- 
tive matters. 

The  House  of  Delegates  adjourned,  sine  die. 


Delegates  Report  of  the  1939  American 
Medical  Association  Session 

The  House  of  Delegates  of  the  American  Medical 
Association  convened  for  the  Ninetieth  Annual  Ses- 
sion at  St.  Louis,  Missouri,  May  5,  1939.  One-hun- 
dred sixty-five  of  the  one  hundred  seventy-four 
regular  delegates  registered  at  the  first  regu- 
lar meeting.  This  fact  is  noted  to  call  to  your  at- 
tention the  serious  manner  in  which  these  men  go 
about  discharging  the  obligation  they  owe  to  their 
constituent  associations. 

Following  the  address  of  Speaker  Shoulders,  who 
presided,  the  usual  reference  committee  appoint- 
ments were  made.  Karl  S.  J.  Hohlen  of  Nebraska 
was  placed  on  the  Committee  on  Legislation  and 
Public  Relations.  A special  committee  for  the  con- 
sideration of  the  Wagner  National  Health  Bill  was 
also  appointed. 

President  Abell’s  address  dealt  more  particularly 
with  the  activities  of  the  special  committee  on  the 
Wagner  Health  Bill  and  its  conference  with  Miss 
Josephine  Roach’s  Interdepartmental  Committee, 
during  which  conference  an  opportunity  was  afford- 
ed for  the  presentation  of  the  principles,  formulated 
at  the  Special  Session  of  the  House  of  Delegates  in 
September,  1938. 

An  interview  with  the  president  was  held  and  the 
position  of  the  American  Medical  Association  with 
reference  to  the  five  points  made  by  the  Technical 
Committee  was  briefly  outlined. 

President  Abell  discussed  the  Wagner  Health  Bill 
somewhat  in  detail,  as  well  as  the  activities  of  the 
Department  of  Justice  in  securing  an  indictment  of 
the  A.  M.  A.  for  monopolistic  practices  in  restraint 
of  trade.  He  pointed  out  that  the  fundamental  is- 
sue was  as  to  where  the  power  of  policing  profes- 
sional organizations  lie.  Heretofore  it  has  been 
vested  in  the  organizations  themselves,  they  having 
the  power  to  define  qualifications  for  membership 
and  provide  the  rules  of  conduct  and  means  for  disci- 
pline of  their  members.  He  aptly  stated  that  should 
conviction  in  this  case  be  upheld  by  appellate  courts 
this  power  would  be  transferred  to  the  Federal  Gov- 
ernment. 

The  address  of  President-Elect  Rock  Sleyster 
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called  attention  to  the  fact  that  there  had  been  no 
“break-down”  in  medicine,  such  as  has  been  experi- 
enced in  agriculture,  industry,  railroads,  building 
and  manufacturing,  notwithstanding  the  fact  that 
many  social  and  governmental  agencies  have  been 
busy  propagandizing  the  American  public  to  this  ef- 
fect. He  stated  that  during  the  years  of  depression 
the  quality  of  service  as  well  as  its  distribution  had 
improved. 

Speaking  with  reference  to  some  independent 
societies  that  were  organized  primarily  for  scientific 
purposes,  he  deplored  the  fact  that  some  of  their 
officers,  occasionally  took  the  opportunity  through 
interview  or  address  to  express  an  endorsement  of 
policies  that  are  in  conflict  with  those  established 
by  House  of  Delegates  of  the  A.  M.  A.  that  repre- 
sents the  entire  profession. 

I would  like  to  quote  one  paragraph  from  Dr.  Sley- 
ster’s  address,  as  I too  frequently  have  been  asked 
the  question:  “Why  does  not  the  A.  M.  A.  do  some- 
thing, etc.”  This  quotation  supplies  the  answer: 

“Finally,  may  I urge  every  possible  effort  to  train 
and  educate  our  members  to  think  of,  and  refer  to, 
the  American  Medical  Association  not  in  the  third 
person  but  in  the  first.  Five  thirty-five  North  Dear- 
born Street  is  not  the  American  Medical  Association. 
It  is  a building,  occupied  by  more  than  600  em- 
ployees engaged  in  carrying  out  the  activities  and 
policies  this  House  of  Delegates  has  created.  You 
are  the  American  Medical  Association.  The  mem- 
bership you  represent  is  the  American  Medical  As- 
sociation. Nothing  can  come  from  that  building 
which  you  have  not  authorized.  A criticism  of  the 
American  Medical  Association,  yes,  an  indictment 
of  the  American  Medical  Association  or  of  any  of  its 
officers,  is  a thrust  at  you,  personally  and  individu- 
ally.” 

The  report  of  Secretary  Olin  West  revealed  a 
membership  of  113,113  a gain  of  about  3,700  more 
than  the  previous  year. 

The  Board  of  Trustees  report  was  quite  volumi- 
nous and  covered  all  the  business  activities  for  the 
previous  year.  It  may  be  of  interest  to  note  that 
the  gross  income  for  the  year  was  in  excess  of  one 
and  three  quarter  million  dollars,  a slight  increase 
over  the  previous  year.  However,  there  was  a small 
loss  for  the  year — $11,400.  This  can  be  accounted 
for  in  incurred  legal  expenses  alone,  as  this  was 
nearly  $44,000.00  more  than  the  previous  year. 

The  circulation  of  the  Journal  showed  an  increase 
of  about  2,100  over  the  previous  year.  However,  Ne- 
braska showed  a loss  of  32.  Attention  should  be 
called  to  this  fact.  Six  hundred  twenty-three  physi- 
cians are  Fellows  of  the  A.  M.  A.  There  are  266  ad- 
ditional subscribers  to  the  Journal.  Undoubtedly 
most  of  these  subscribers  are  members  of  the  Ne- 
braska State  Medical  Society.  Attention  should  be 
given  to  see  that  members  become  Fellows.  No  ad- 
ditional cost  is  entailed. 

Hygiea  continues  to  be  published  at  a loss;  how- 
ever, the  loss  was  only  slightly  more  than  half  the 
amount  of  the  preceding  year.  I would  like  to  add 
my  personal  comment,  that  it  is  the  best  magazine 
published  for  any  physician’s  office.  Its  sale  should 
be  encouraged  by  the  Women’s  Auxiliary  and  the 
physician  should  make  it  a point  to  see  that  it  is  in 
every  public  school  library.  It  is  doing  much  toward 
moulding  public  opinion  with  reference  to  our  pro- 
fession’s social  problems. 


Many  questions  and  problems  came  before  this 
Session  in  the  way  of  resolutions.  Only  a few  will 
be  presented  in  this  report. 

One  was  a resolution  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations  urg- 
ing that  membership  in  the  A.  M.  A.  be  not  denied 
solely  on  the  basis  of  race,  creed  or  color  was  not 
adopted. 

A resolution  requiring  a three  year  course  in 
clinical  pathology  in  addition  to  regular  course  in  a 
medical  college  before  assuming  the  directorship 
of  clinical  laboratories  was  adopted. 

Several  resolutions  dealing  with  the  Wagner  Na- 
tional Health  Bill,  and  the  Medical  Care  of  the  In- 
digent were  presented  and  discussed.  Following  the 
report  of  the  Reference  Committee  a resolution  op- 
posing the  Wagner  National  Health  Bill  was  adopted 
without  a dissenting  vote. 

A resolution  raising  the  question  of  ethics  with 
reference  to  physicians  teaching  in  schools  of  Chir- 
opody and  Podiatry  occupied  the  attention  of  the 
House  at  the  San  Francisco  Session.  At  that  time, 
it  was  referred  to  the  Judicial  Council  for  interpre- 
tation. Their  report  at  this  meeting  was  that  the 
practice  should  be  regarded  as  ethical,  provided  the 
schools  in  which  they  teach  are  connected  with  ap- 
proved medical  schools  and  recognized  standards  of 
premedical  educational  requirements.  The  Refer- 
ence Committee  concurred  in  this  recommendation 
but  after  discussion  by  delegates  at  two  future  ses- 
sions the  resolution  was  tabled. 

The  question  providing  the  most  debate  was  the 
changing  of  the  number  and  methed  of  election  of 
the  members  of  the  Council  on  Medical  Education 
and  Hospitals.  The  number  was  increased  to  nine, 
the  length  of  each  term  to  be  nine  years.  Election 
shall  be  made  each  year  by  the  House  from  a list  of 
three  names  nominated  by  the  Board  of  Trustees. 

A complete  summary  of  the  survey  of  the  Com- 
mittee on  Medical  Care  was  presented  by  the  Chair- 
man, W.  F.  Braasch.  As  this  report  has  been  pub- 
lished, no  abstract  or  comment  will  be  presented  in 
this  report.  Likewise,  no  comment  is  made  on  the 
Reference  Committee  report  of  the  Wagner  Health 
Bill.  This  was  published  in  the  American  Medical 
Association  Journal  immediately  following  the  Ses- 
sion. We  commend  it  to  you  as  the  best  summary 
of  the  bill’s  proposals  as  well  as  the  attitude  of  the 
A.  M.  A.  with  reference  to  said  proposals. 

Official  representatives  from  the  Canadian  Medi- 
cal Association,  the  West  Australian  Branch  of  the 
British  Medical  Association,  the  New  Zealand  and 
British  Medical  Association  were  present,  and  ad- 
dressed the  House  during  the  Sessions. 

Nathan  Van  Etter,  a general  practitioner,  New 
York,  was  elected  President-Elect. 

Alphone  McMahon  of  St.  Louis  was  elected  Vice 
President.  Olin  West  was  elected  to  succeed  himself 
as  Secretary,  and  Herman  L.  Kretschmer  of  Chicago 
to  succeed  himself  as  Treasurer. 

H.  H.  Shoulders  of  Nashville,  Tennessee,  was  re- 
elected Speaker  and  R.  W.  Fouts,  re-elected  Vice 
Speaker  of  the  House  of  Delegates. 

Atlantic  City  was  chosen  as  the  place  for  the 
1942  meeting. 

Respectfully  submitted, 

R.  M.  FOUTS,  M.  D. 

K.  S.  J.  HOHLEN,  M.  D. 
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Uren,  Claude  T.,  Omaha,  bora  in  1887  in  Lead, 
South  Dakota,  graduated  from  the  University  of 
Michigan  in  1910,  came  to  Nebraska  in  1912  and 
immediately  became  associated  with  the  department 
of  otolaryngology  at  Creighton  University  School 
of  Medicine  and  head  of  the  department  a few  years 
ago.  Dr.  Uren  was  widely  known  in  the  middle  west 


Courtesy  Omaha  World-Herald 
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for  his  civic  and  professional  interests.  He  was  one 
of  the  prime  movers  in  the  advancement  for  studies 
of  the  hard  of  hearing.  He  was  Chairman  of  the 
Committee  for  Prevention  and  Amelioration  of  Deaf- 
ness of  the  Nebraska  State  Medical  Association,  and 
took  a great  interest  in  audiometer  studies  in  the 
city  schools  of  Omaha.  During  the  last  World  War, 
Dr.  Uren  was  captain  of  the  aerial  corps  and  saw 
duty  in  France.  He  was  a member  of  the  Nebraska 
State  Medical  Association,  the  American  Medical 
Association,  served  as  president  of  the  Omaha- 
Douglas  County  Medical  Society  in  1938,  and  was 
an  associate  of  the  American  Board  of  Otolaryn- 
gology. Dr.  Uren  was  awarded  a plaque  in  recog- 
nition of  twenty-five  years’  service  with  the  Creigh- 
ton Medical  School  on  University  Founders  Day  last 
December.  Death  from  cerebral  hemorrhage  oc- 
curred on  May  16,  1940.  Survivors  are  his  widow, 
two  daughters  and  one  son,  all  of  Omaha. 


Cuscaden,  Gertrude  J.,  Omaha,  retired,  born  in 
1849,  graduated  from  University  of  Michigan  Medi- 
cal College,  Ann  Arbor,  in  1874;  practiced  in  Omaha 
for  almost  half  a century.  Dr.  Cuscaden  died  in 
Chillicothe,  Ohio,  on  May  16,  1940.  She  was  an 
honorary  member  of  the  Nebraska  State  Medical 
Association  and  the  Omaha-Douglas  County  Medical 
Society  at  the  time  of  her  death.  Surviving  are 
three  sons. 


Emmert,  Max,  Sr.,  Omaha,  was  born  in  Atlantic, 
Iowa,  in  1883,  graduated  from  Johns  Hopkins  Hos- 
pital Medical  College  in  1909,  practiced  in  Atlantic, 
Iowa,  several  years  before  coming  to  Omaha.  Dr. 
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Emmert  was  prominent  in  the  Nebraska  Chapter  of 
the  American  College  of  Surgeons  and  was  always 
interested  in  civic  activities.  He  was  a Fellow  of  the 
American  Medical  Association  and  served  for  several 
years  on  the  Board  of  Censors  of  the  Omaha-Douglas 
County  Medical  Society.  Dr.  Emmert  was  at  one 
time  chief  of  staff  of  Covenant  Hospital,  and  was 
connected  with  several  other  hospitals  in  Omaha. 
Death  occurred  on  May  16,  1940,  from  cardiovas- 
cular disease.  He  is  survived  by  his  widow,  three 
daughters  and  a son,  Dr.  Max  Emmert,  Jr.,  now 
serving  a residency  in  Birmingham,  Ala. 


Sanders,  John  A.,  Sioux  Falls,  S.  Dak.,  formerly 
of  Omaha,  born  in  Red  Wing,  Minn.,  in  1884,  gradu- 
ated from  Creighton  Medical  School  in  1911,  prac- 
ticed in  Omaha  until  two  years  ago  when  he  moved 
to  Sioux  Falls.  Dr.  Sanders  was  formerly  professor 
of  anatomy  at  Creighton  Dental  School.  Death  oc- 
curred May  23,  1940.  Surviving  is  a brother,  J.  W. 
Sanders. 


McCaw,  Fred  Warren,  Colon,  born  in  Swedesburg, 
Iowa,  in  1882,  came  to  Hooper,  Nebr.,  with  his 
father,  Dr.  W.  H.  McCaw  in  the  early  nineties;  grad- 
uated from  Creighton  University  School  of  Medicine 
in  1907,  whereupon  he  located  at  Thayer,  Nebr., 
moving  to  Iowa  a short  time  afterwards.  In  1912 
he  returned  to  Nebraska  and  located  in  Colon,  where 
he  practiced  until  his  death,  May  15,  1940.  The  doc- 
tor took  an  active  interest  in  the  civic  and  political 
life  of  his  community  and  was  an  active  member 
of  the  county,  state  medical  societies  and  the  Amer- 
ican Medical  Association.  During  the  World  War 
he  served  on  the  medical  advisory  board  of  Saunders 
County.  The  cause  of  death  was  heart  disease.  Sur- 
viving are  his  widow  and  two  sons. 
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MARRIAGES 

Miss  Helen  Wyandt,  assistant  professor  of  pathol- 
ogy, University  of  Nebraska  Medical  College,  to  Dr. 
O.  F.  Reihart,  veterinarian  of  Omaha,  in  Angola, 
Ind.,  on  June  8,  1940. 

Dr.  Clifford  F.  Binder,  Omaha,  to  Miss  Coila 
Schmuck  of  Yankton,  S.  Dak.,  in  Omaha  June  10, 
1940. 


Dr.  Albert  E.  Freed,  Omaha,  to  Miss  Mae  Belle 
Flint  of  Lincoln,  at  Norfolk,  on  May  21,  1940. 


BIRTHS 

To  Dr.  and  Mrs.  Donald  J.  Wilson,  Omaha,  a 
daughter,  on  June  19,  1940. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Madison  Six  County  Medical  Society  met  at 
Niobrara  Island  Park  in  Niobrara,  May  31,  1940, 
Drs.  C.  H.  Carrig  and  C.  R.  Green  in  charge.  The 
program  follows:  “Sulfanilamide  and  Sulfapyridine, 
Present  Status,”  by  Dr.  M.  A.  Blackstone;  “Fractures 
of  the  Pelvis,”  by  Dr.  Arch  F.  O’Donoghue.  Both 
speakers  are  from  Sioux  City,  Iowa.  At  the  June 
meeting  held  in  Norfolk,  Dr.  E.  L.  McQuiddy  of 
Omaha  spoke  on  “Some  Common  Gastro-intestinal 
Disorders.”  The  June  session  was  arranged  by  Drs. 
E.  E.  McClelland  and  W.  W.  Graham. 


The  Otoe  County  Medical  Society  met  in  St.  Mary’s 
Hospital  in  Nebraska  City,  May  22,  1940.  The  fol- 
lowing program  was  presented:  “The  Diagnosis  and 
Significance  of  Low  Back  Pain,”  by  Dr.  W.  L.  Sucha. 
“X-ray  as  an  Aid  in  Diagnosis,”  was  discussed  by 
Dr.  Roy  W.  Fouts.  Other  speakers  were  Dr.  Roy 
Witham  of  Lincoln  and  Mr.  M.  C.  Smith,  executive 
secretary. 


The  regular  meeting  of  the  Cheyenne-Kimball- 
Deuel  Counties  Medical  Society  was  held  in  Sidney, 
May  27,  1940,  at  Campbell’s  Cafe.  Eight  members 
and  their  wives  were  present.  After  dinner  Dr.  Dor- 
wart  presented  motion  pictures  on  “The  Control  of 
Post-Partum  Hemorrhage”  and  “The  Treatment  of 
Anemia.”  Minutes  of  the  last  meeting  were  read 
and  approved.  New  fee  schedules  -were  presented  by 
the  committee,  were  accepted  and  signed  by  the 
members  present.  Dr.  Lipp’s  suggestion  that  the 
Society  participate  in  public  information  on  Pedia- 
tric Inocculations  was  discussed,  but  no  action  was 
taken,  due  to  the  absence  of  Dr.  Lipp. 

Meeting  adjourned  at  9:45  p.  m.,  and  the  next 
meeting  will  be  held  in  Chappell,  Nebr.,  on  June  24, 
with  Dr.  Harris,  host. 

B.  H.  Grimm,  M.  D.,  Secy. 


Regular  meeting  of  the  Five  County  Medical  So- 
ciety was  held  on  the  above  date  at  the  Stratton 
Hotel,  following  a dinner  served  to  some  twenty-two 


doctors  and  many  of  their  wives.  Following  the 
dinner  the  following  scientific  program,  sponsored 
by  the  Emerson  doctors,  was  presented: 

Dr.  W.  R.  Blume,  South  Sioux  City:  “Surgical  As- 
pects of  Ano-Rectal  Disturbances”;  Dr.  J.  D.  Brad- 
ley, Pender,  Nebr.:  “Complications  of  Peptic  Ulcer”; 
Dr.  Walter  Benthack,  Wayne,  Nebr.:  “Impressions 
of  Medical  Boston,  Early  1940.” 

The  program  was  well  presented  and  the  discus- 
sion following  the  presentation  was  both  interest- 
ing and  instructive. 

Following  the  Scientific  program  a short  recess 
was  held,  and  thereafter  a short  business  meeting 
was  held,  at  which  the  following  business  was  trans- 
acted : 

Moved,  and  seconded  and  carried  that  the  reading 
of  the  minutes  be  dispensed.  The  reports  of  the 
delegates  to  the  State  Association  Meeting  was  then 
heard. 

It  appeared  to  be  the  sentiment  of  the  delegates 
that  the  by-laws  of  the  new  constitution  was  so 
worded  as  to  make  it  almost  impossible  to  make  any 
amendment  thereto.  The  delegates  reported  the 
State  Meeting  as  having  been  a very  fine  session, 
and  recommended  that  in  the  future  more  of  our 
members  make  an  effort  to  attend  these  sessions. 

It  was  moved  and  seconded  that  this  society  go 
on  record  as  recommending  that  Article  16,  Section 
1 of  the  by-laws  be  amended  as  follows:  after 
“House  of  Delegates,”  in  line  2,  striking  out  the 
words  “registered  at  the  Annual  Assembly,”  and 
inserting  therefor  the  words  “voting  on  that  ques- 
tion.” 

After  discussion  of  this  motion  it  was  carried 
unanimously. 

It  was  moved  and  seconded  that  our  society  join 
with  the  Six  County  Society  to  hold  two  joint  meet- 
ings each  year,  each  society  to  sponsor  one  of  these, 
and  these  two  meetings  to  be  known  as  Councillor 
Meetings.  Carried. 

The  arrangement  of  these  meetings  was  to  be 
made  by  the  secretaries  of  the  two  medical  societies. 
Moved  and  seconded  that  we  adjourn.  Carried. 

G.  E.  Peters,  Secy. 


The  meeting  of  the  Sixth  Councilor  District  was 
held  in  Wahoo  on  Monday,  May  20th.  There  was  a 
Symposium  on  Tuberculosis  and  the  following  papers 
were  presented: 

“What  a Survey  Means,”  E.  W.  Hancock,  M.  D., 
Lincoln,  Nebr.;  “Case  Finding  and  Diagnosis,”  G.  W. 
Covey,  M.  D.,  Lincoln,  Nebr.;  “Early  Lesions  Treated 
With  Pneumothorax  Therapy,”  F.  L.  Rogers,  M.  D., 
Lincoln,  Nebr.;  “The  Surgical  Treatment  of  the  Ad- 
vanced Case,”  H.  H.  Everett,  M.  D.,  Lincoln,  Nebr. 

Dr.  John  F.  Allen  of  Omaha,  and  Dr.  Rogers  of  the 
State  Health  Department  entered  into  the  discus- 
sion. 

The  annual  election  of  officers  was  held.  Dr.  R. 
E.  Harry  of  York  was  elected  President,  and  Dr. 
B.  N.  Greenberg  of  York  reelected  Secretary.  A 
resolution  was  passed  expressing  sympathy  for  the 
bereavement  of  Dr.  W.  I.  Sandusky  of  Seward,  Nebr., 
and  Dr.  F.  W.  McCaw  of  Colon,  Nebr.  No  meetings 
will  be  held  during  the  summer  and  the  first  fall 
meeting  is  scheduled  for  Aurora,  Nebr. 

B.  N.  Greenberg,  M.  D.,  Secy. 
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HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  and  Mrs.  Clyde  Moore,  Omaha,  toured  the 
East  during  May. 

Dr.  and  Mrs.  Gregory  L.  Endres  have  returned 
to  Omaha  from  Arizona. 

Dr.  and  Mrs.  J.  A.  Lanspa,  Tecumseh,  spent  a 
month  touring  Minnesota. 

Dr.  R.  E.  Harry,  York,  has  gone  to  Philadelphia 
for  a few  weeks  postgraduate  work. 

Dr.  Harriett  McGraw  recently  returned  to  North 
Platte  from  a month’s  trip  to  Canada. 

Dr.  A.  H.  Fechner,  Lincoln,  attended  the  American 
Psychiatric  convention  in  Cincinnati,  in  May. 

Dr.  and  Mrs.  H.  W.  Francis  of  Bancroft  celebrated 
their  Golden  Wedding  anniversary  Tuesday,  May  4. 

Dr.  and  Mrs.  I.  C.  Munger,  Lincoln,  vacationed  a 
week  in  Estes  Park,  Colorado,  the  early  part  of  June. 

Dr.  Harry  Newell,  Alexandria,  has  been  chosen 
secretary  of  the  Alexandria  board  of  health  for  the 
next  year. 

Our  congratulations  to  Dr.  H.  R.  Brown  of  Bea- 
trice on  his  son’s  acceptance  into  the  A.O.A.  in  Duke 
University. 

Dr.  R.  A.  Newton  has  returned  to  Genoa  after 


taking  a postgraduate  course  at  Cook  County  Hos- 
pital, Chicago. 

Dr.  F.  A.  Brewster,  Holdiege,  first  flying  physi- 
cian in  the  United  States,  celebrated  his  21st  flying 
birthday  on  May  19. 

Dr.  L.  T.  Sidwell,  superintendent  of  the  state 
tuberculosis  hospital,  Kearney,  celebrated  his  57th 
birthday  anniversary,  May  19. 

Dr.  James  Cooper  resigned  from  the  state  tuber- 
culosis hospital  staff,  Kearney,  and  is  now  stationed 
at  the  state  hospital,  Rockville,  Ind. 

Dr.  Olga  Stastny,  Omaha,  addressed  the  annual 
dinner  of  the  women’s  division  of  the  Chamber  of 
Commerce  in  Lincoln,  early  in  June. 

Our  congratulations  to  Dr.  John  D.  Freymann, 
Omaha,  upon  the  excellent  high  school  record  and 
scholarship  awards  to  his  son,  Gordon. 

Dr.  Warner  F.  Bowers  recently  returned  to  Omaha 
from  San  Antonio,  Tex.,  where  he  had  been  on  a 
month’s  active  duty  with  the  army  medical  corps. 

Dr.  Harry  E.  Flansburg,  Lincoln,  addressed  the 
medical  section  of  the  American  Life  Convention  in 
Colorado  Springs  the  first  part  of  June.  His  subject 
was  “Pleurisy.” 

The  Journal  records  with  sorrow  the  recent  death 
of  Mr.  James  Whisenand  of  Peoria,  111.,  son-in-law 
of  our  late  editor,  Dr.  Long.  Mr.  Whisenand  was 
the  husband  of  Margaret  Long. 

Dr.  Arthur  L.  Smith,  Lincoln,  addressed  the  Amer- 
( Continued  on  page  xix) 
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Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  for  Profit 

Announces  Continuous  Courses 

SURGERY — Two  weeks  Intensive  Course  in  Surgical 
technique  with  practice  on  living  tissue  every  two 
weeks.  General  Courses  One,  Two,  Three  and  Six 
Months  ; Clinical  Courses  ; Special  Courses. 

MEDICINE — Two  Weeks  Intensive  Course  starting  Octo- 
ber 7th.  Two  weeks  Gastro-Enterology  starting  Octo- 
ber 21st.  One  Month  Course  Electro-cardiography  and 
Heart  Disease  every  month.  Two  Weeks  Intensive 
Course  Electrocardiography  and  Heart  Disease  starting 
August  5th.  Four  weeks  Intensive  Course  in  Cardio- 
vascular Renal  Diseases,  Nervous  Diseases,  Diseases  of 
Lung  Pleura,  Pericardium  and  Gastro-Intestinal  Tract 
starting  August  5th. 

FRACTURES  AND  TRAUMATIC  SURGERY— Ten  Day 
Intensive  Course  starting  September  23rd.  Informal 
Course  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
October  7th.  Four  Weeks  Personal  Course  starting 
August  26th. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
October  21st.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starting  September  9th.  Informal  and  Personal  Courses 
every  week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  start- 
ing September  23rd.  Informal  Course  every  week. 

ROENTGENOLOGY — Special  Courses  X-ray  Interpreta- 
tion, Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches  of 
Medicine,  Surgery  and  the  Specialties 
Teaching  Faculty — Attending  Staff  of  Cook 
County  Hospital 
Address 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois  ^ 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 


ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


‘The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.’’ 


You  Physicians  and  Surgeons  have 
taught  us  a lot  about  your  Supply  and 
Equipment  Requirements,  during  the 
Fifty  Years  I have  personally  directed 
the  services  of  the  Goetze  Niemer  Com- 
pany at  our  Kansas  City  and  St.  Joseph 
Houses. 

W.  F.  GOETZE,  M.  D. 


Member  A.  M.  A. 


^[Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Lincoln’s  Largest  Garage 
Open  Day  and  Nite 

TIRES  - BATTERIES 

Kinsey  Tire  & Parking  Co. 

1400-M  2-6784 


Attention  "Doctors  ' 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 
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RABBITS 

RAGWEED 

Rabbits  may  look  alike,  but  when  used  to  pro- 
duce antipneumococcic  serum  the  titre  may 
differ  widely  from  animal  to  animal.  Likewise, 
two  lots  of  ragweed  (or  any  other  pollen)  may 
be  identical  weight  for  weight,  yet  differ  in  con- 
tent of  active  principle. 

To  assure  uniformity  of  activity  from  lot  to 
lot  and  season  to  season,  the  Squibb  Laborato- 
ries use  the  protein  nitrogen  unit  to  express 
the  content  of  active  principle  in  their  pollen 
extracts.  This  unit  has  been  shown  by  Cooke 
and  Stull1  to  be  a very  close  measure  of  aller- 
genic activity. 

All  Squibb  Pollen  Extracts  are  glycerol  solu- 
tions and  retain  their  potency  for  more  than 
18  months.  They  are  available  in  a variety  of 
dosage  forms  to  suit  the  needs  of  individual 
patients. 

Use  Ragweeds  Combined  for  late  Summer 
and  early  Fall  Hay  Fever.  “Ragweeds  Com- 
bined’’ Squibb  Pollen  Extract  contains  equal 
parts  of  giant  and  dwarf  ragweed. 

1 Cooke,  R.  A.,  and  Stull,  A.:  J.  Allergy  4:87,  1933  and 
previous  papers. 


“Ragweeds  Combined”  Available  in  These  Convenient,  Economical  Packages 


Package 

Contents 

Total  Protein 
Nitrogen  units 
Supplied 

Advantages 

Three-Vial 

Three — 3. 5-cc.  vials — con- 

1 — Convenience — no  diluting  or  mixing  necessary. 

Package 

taining  1 00,  1 000,  and 
1 0,000  protein  nitrogen 
units  per  cc.  respectively. 

38,850 

2 —  Economy — enough  material  for  from  1 5 to  19  doses 
for  one  patient. 

3 —  Flexibility  of  dosage — dosage  may  be  adjusted  to 

suit  individual  requirements. 

5-cc.  Vials 

One  5-cc.  vial  supplying 
1 0,000  protein  nitrogen 
units  per  cc 

50,000 

Most  economical  when  used  with  the  Special  Diluent 
Package  of  2 x 9 cc.  vials  of  sterile  50%  Glycerin  solu- 
tion. In  a few  minutes  you  can  easily  prepare  enough 
material  for  1 5 doses  for  two  patients. 

1 5-Dose 

15  vials  in  graded  doses 

Each  dose  is  pre-measured,  ready  for  injection  after 

Treatment  Set 

plus  1 5 vials  of  diluent 

17,040 

mixing  with  diluent. 

We  also  offer  a 

large  variety  of  Squibb  Pollen  Extracts  in 

5-cc.  vials  for  treatment  and  in  capillary  tubes  for  diagnosis. 

For  literature  address  the  Professional  Service  Department,  E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York,  N.  Y. 


SQUIBB  POLLEN  EXTRACTS 
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Army  Experience  for  Physicians 

An  interesting  medical  corollary  to  the 
augmentation  of  the  United  States  Army 
during  1940  and  1941  and  to  the  planned 
large  scale  Army  maneuvers  during  the 
spring  and  summer  of  1940  is  the  broad 
medico-military  experience  which  a great 
number  of  civilian  physicians  will  receive. 
Medical  Reserve  officers  are  being  used  to 
augment  the  entire  Army  Medical  Service, 
which  includes  everything  from  small  unit 
installations  to  large  Station  Hospitals,  Gen- 
eral Hospitals,  and  hospitals  designed  pri- 
marily for  the  treatment  of  specific  types 
of  cases. 

Physicians  under  35  years  of  age  who  are 
desirous  of  obtaining  extended  active  duty 
with  the  Army  but  who  do  not  hold  Reserve 
commissions  are  being  offered  appointments 
in  the  Medical  Corps  Reserve  in  the  grade  of 
1st  Lieutenant,  in  order  to  permit  them  to 
be  placed  on  such  duty.  Captains  and  Lieu- 
tenants are  at  present  being  offered  excel- 
lent assignments  throughout  the  continental 
United  States,  and  it  is  hoped  that  authority 
will  be  granted  to  actually  permit  some  of- 
ficers to  go  to  Hawaii  and  Panama.  In  ad- 
dition to  having  a new  and  very  busy  ex- 
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perience  in  the  practice  of  medicine,  the 
average  officer  finds  the  pay  and  allow- 
ances attractive.  The  pay  and  allowances  for 
a married  1st  Lieutenant  amount  to  approxi- 
mately $263.00  a month ; for  a single  1st 
Lieutenant  to  approximately  $225.00  a 
month ; for  a married  Captain  to  approxi- 
mately $316.00  a month;  and  for  a single 
Captain  to  approximately  $278.00  a month. 
In  most  cases  the  above  pay  and  allowances 
would  apply  inasmuch  as  Government  quar- 
ters are  not  usually  available  for  officers  on 
extended  active  duty.  In  the  few  instances 
where  Government  quarters  are  available, 
the  amounts  would  be  $40,  $60,  $60  and  $80 
less  per  month  respectively.  In  addition,  the 
officer  is  reimbursed  for  mileage  traveled 
from  his  home  to  his  station,  and  upon  com- 
pletion of  his  tour  of  duty  is  reimbursed 
similarly  for  the  travel  to  his  home. 

Application  for  one  year  of  active  duty,  or 
for  appointment  in  the  Medical  Corps  Re- 
serve with  a view  to  obtaining  one  year  of 
active  duty  with  the  Army,  should  be  re- 
quested at  once  by  a letter  addressed  to  the 
Commanding  General  of  the  Corps  Area 
wherein  the  physician  permanently  resides. 
In  addition,  the  application  should  contain 
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SILVER  PICRATE 


HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206.  March,  1939. 

JOHN  WYETH  § BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 


concise  information  regarding  permanent  ad- 
dress, temporary  address,  number  of  depen- 
dents, earliest  date  available  for  active  duty, 
and  that  internship  has  been  (or  will  be) 
completed;  and  it  should  be  accompanied  by 
a report  of  physical  examination  recorded  on 
the  Army  Form  W.D.  A.G.O.  63,  which  may 
be  obtained  from  any  Army  station.  From 
the  group  of  Reserve  officers  placed  on  ex- 
tended active  duty  since  August,  1939,  over 
25%  of  those  within  the  age  requirements 
of  32  years  of  age  or  less  for  commission  in 
the  Regular  Army  Medical  Corps  found  mili- 
tary service  sufficiently  to  their  liking  to 
cause  them  to  take  entrance  examinations 
for  the  Regular  Army. 


Synthetic  Vitamin  K for  Hemorrhage 

The  control  of  hemorrhage  in  ten  patients 
suffering  from  a deficiency  of  prothrombin, 
the  blood  clotting  factor,  by  administration 
of  a synthetic  vitamin  K is  reported  by  Jona- 
than E.  Rhoads,  M.  D.,  and  Maurice  T.  Flie- 
gelman,  M.  D.,  Philadelphia  in  The  Journal  of 
the  American  Medical  Association  for  Feb.  j. 

The  vitamin  K substitute  used  is  known  at 
present  only  by  its  chemical  name  of  2- 
methyl-1, 4-naphthoquinone.  The  results  ob- 
tained by  the  Philadelphia  men,  they  say, 
seem  to  confirm  the  high  potency  demon- 


strated for  this  compound  in  investigations 
on  chicks.  Three  of  the  patients  in  whom 
a satisfactory  response  was  obtained  had 
failed  to  respond  satisfactorily  to  various 
forms  of  vitamin  K.  In  six  cases  the  clotting 
time  returned  to  normal  within  twenty-four 
hours  or  less  after  the  initial  dose  of  the 
substitute.  The  substance,  the  two  doctors 
say,  “appears  to  be  the  most  potent  agent 
for  the  treatment  of  prothrombin  deficiency 
so  far  employed  clinically.  No  toxic  (poison- 
ous) effects  were  observed  in  this  group 
of  patients.” 


HUMAN  INTEREST  TALES 

(Continued  from  page  xv) 

ican  Heart  Association,  New  York  City,  June  7,  on 
the  results  of  eighteen  years  work  on  methods  of  re- 
cording and  reproducing  heart  sounds. 

Dr.  Robert  C.  Reeder,  Fremont,  has  assumed  his 
duties  at  the  Holdrege  hospital  during  the  absence 
of  Dr.  Theo  Peterson,  who,  with  Mrs.  Peterson,  is 
attending  the  International  Rotary  convention  in 
Havana,  Cuba. 

The  following  changes  in  location  have  been  an- 
nounced: Dr.  M.  B.  Wilcox  is  now  located  at  Kear- 
ney; Dr.  J.  T.  Stanard  has  moved  from  Ulysses  to 
Seward;  Dr.  D.  W.  Bell,  formerly  of  Hooper,  is  now 
located  at  Herman;  Dr.  Roy  Peterson,  Chappell,  will 
locate  in  Boise,  Idaho,  and  Dr.  Albert  E.  Harrington 
of  Connecticut  is  now  associated  with  Dr.  A.  J. 
Boren  at  Hastings. 
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The  Person  Who  Is  Sick  " 

H.  DOUGLAS  SINGER,  M.  D.,  F.  R.  C.  P. 
Chicago 


Recent  years  have  witnessed  remarkable 
changes  in  the  science  and  practice  of  medi- 
cine. Among  these  changes  none  is  more 
striking  than  the  vitalization  of  the  branch 
of  medicine  known  as  psychiatry.  For  gen- 
erations it  had  been  regarded  as  a stepchild 
of  medicine,  tolerated  mainly  because  it  con- 
cerned itself  almost  exclusively  with  prob- 
lems that  seemed  outside  the  pale  of  scien- 
tific understanding  and  yet  at  the  same  time 
of  great  social  importance.  There  are  prob- 
ably many  reasons  for  the  retardation  in  the 
growth  of  psychiatry,  but  I shall  content  my- 
self with  suggesting  that  the  principal  rea- 
son is  the  fact  that  psychiatry  deals  with  ma- 
terial that  is  more  complex,  more  individual 
and  less  generalized  than  that  pertaining  to 
disease  of  organs. 

However,  there  is  need  to  consider  some- 
thing of  views  that  have  obtained  as  a means 
of  explaining  obvious  differences  between 
psychiatry  and  general  medicine.  Among 
these,  the  concept  of  a distinction  between 
mind  and  body  is  outstanding;  this  concept 
seems  (often  it  is  only  seeming)  to  permeate 
even  today  much  of  medical  writing,  psychia- 
tric as  well  as  general.  Even  though  there 
is  widespread  denial  of  any  such  distinction, 
current  terminology  does  much  to  suggest 
that  the  distinction  is  made.  For  example, 
there  is  the  common  separation  of  illnesses 
into  organic  and  functional.  These  terms 
are  difficult  to  define;  probably  the  most 
usual  answer  to  a request  for  a definition  is 
that  in  the  former  there  is  a definite  struc- 
tural lesion,  which  has  been  demonstrated, 
and  in  the  latter  no  such  lesion  exists  or  at 
least  none  has  as  yet  been  established. 

*Read  before  the  Annual  Session  of  the  Nebraska  State 
Medical  Association  in  Omaha.  April  25,  1940. 


Even  more  striking  examples  of  suggested 
distinction  are  to  be  found  in  the  separation 
between  bodily  or  somatic  disease,  on  the  one 
hand  and  mental  or  psychic,  on  the  other. 
The  very  title  psychiatry  contains  the  impli- 
cation of  the  operation  of  a factor  named  the 
psyche  or  soul,  and  one  encounters  such 
terms  as  psychophysiology  and  psychobiolo- 
gy, which  are  used  apparently  to  signify 
some  difference  from  physiology  and  biology, 
respectively. 

It  is  not  my  purpose  to  quibble  about  the 
use  of  words.  If  these  terms  express  some 
real  difference,  and  their  practical  applica- 
tion and  general  use  seem  to  suggest  that 
they  do,  it  is  far  more  important  to  try  and 
understand  the  nature  of  the  difference.  One 
object  I have  in  view  is  to  contribute  to  an 
understanding  of  this  problem. 

In  accomplishing  this  aim  it  will  be  helpful 
to  discuss  the  meaning  of  psychiatry  and  the 
phenomena  included  under  this  title.  Many 
physicians,  even  today,  assume  that  the 
realm  of  psychiatry  is  limited  to  a group  of 
illnesses  which,  from  the  nature  of  the  symp- 
toms they  present,  necessitates  the  segrega- 
tion of  the  unfortunate  person  who  experi- 
ences them  for  his  own  protection  and  that 
of  society.  In  other  words,  it  is  thought  that 
the  principal  concern  of  the  psychiatrist  is 
the  care  of  the  “insane.”  This  is  so  far  from 
the  truth  that  it  may  even  be  said  that  “in- 
sanity” is  a minor  part  of  the  field  of  psy- 
chiatry— a striking  and  dramatic  one,  it  is 
true;  undoubtedly  it  has  contributed  much 
to  the  isolation  of  psychiatry  and  the  schism 
between  psychiatry  and  general  medicine. 

Brief  consideration  of  the  facts  will  reveal 
that  the  chief  characteristic  of  so-called 
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“mental”  illnesses  is  a disorder  in  the  behav- 
ior of  the  patient.  It  is  not  a disturbance  in 
the  structure  or  function  of  some  one  organ 
or  system  of  organs,  although  “mental”  ill- 
ness is  manifest  in  damage  of  the  brain,  but 
something  that  involves  the  very  main- 
springs of  the  patient’s  activity — his  ability 
to  perceive  and  grasp  correctly  the  meaning 
of  the  facts  of  the  world  around  him,  or  to 
react  to  them  in  his  usual  more  or  less  ade- 
quate manner.  In  many  cases  even  the  most 
elaborate  studies  by  the  best  approved  labor- 
atory and  other  technics  fail  to  reveal  any 
deviation  from  the  average  in  the  function- 
ing of  individual  organs. 

These  facts  of  themselves  suggest  that 
what  is  sick  is  the  whole  person,  and  that  le- 
sions, if  present,  must  be  sought  in  the  cen- 
tral integrating  mechanisms  of  the  organism, 
chief  of  which  is  the  brain.  Expressed  in 
other  words,  one  is  led  to  the  conclusion  that 
so-called  mental  illnesses  are  an  expression  of 
some  interference  with  the  highest  levels  of 
integration.  From  this  to  another  infer- 
ence— that  the  essential  distinction  between 
bodily  and  mental  is  a problem  of  levels  at 
which  the  interference  occurs — is  a logical 
step. 

In  the  last  paragraph  it  was  implied  that 
lesions  might  not  be  present,  even  in  the 
brain.  This  is  probably  the  most  difficult 
concept  for  most  people  to  accept  without  re- 
quiring the  introduction  of  a psyche  or  soul. 
The  reason  for  the  difficulty  is  to  be  found  in 
the  manner  in  which  the  science  of  medicine 
has  been  evolved  and  taught,  and  not  in  the 
nature  of  the  facts.  The  acquisition  of 
knowledge  arising  from  the  work  of  such 
men  as  Virchow  and  Pasteur  has  produced 
such  striking  practical  results  in  the  field  of 
medicine  that  physicians  have  been  led  to  ig- 
nore the  person  who  is  sick,  and  have  become 
more  and  more  concerned  with  the  lesions  in 
various  parts  of  his  body  and  how  to  deal 
with  them.  That  this  has  been  a matter  of 
evolution,  brought  about  by  progress  in  a 
certain  direction,  is  well  evidenced  by  the 
fact  that  Hippocrates  and  other  Greek  physi- 
cians emphasized  the  need  to  study  the  pa- 
tient as  well  as  his  illness.  Clifford  Allbutt 
in  a book  entitled  “Greek  Medicine  in  Rome” 
wrote  concerning  Galen: 

“However,  under  the  inspiration  of  the 
epoch-making  work  of  Hippocrates  on  Airs. 
Waters,  and  Places,  he  enlarged  the  field  of 
his  cruder  pathology  by  having  some  regard 
to  the  “non-naturals”  or  extranaturals  to 
mode  of  life  for  instance,  to  housing,  climate, 


and  so  forth.  Again  in  his  three  books  on 
the  Crases  he  emphasized,  as  did  all  the 
Greek  schools,  the  duty  of  treating  the  indi- 
vidual, not  narrowly  the  local  lesion,  or  dis- 
ease. Unfortunately  Galen’s  works  fell  on 
bad  times,  on  what  Scaliger  called  the 
“tempus.”  (Greek  Medicine  in  Rome,  by 
Clifford  Allbut,  P.  294)” 

That  the  divergence  from  hippocratic  doc- 
trine is  not  limited  to  the  general  physician 
is  well  illustrated  by  the  fact  that  the  psy- 
chiatrist has  gone  too  far  in  another  direc- 
tion and  has  tried  to  find  an  explanation  for 
most  human  ills  through  a study  of  person- 
ality ; he  has  tended  whenever  possible  to  ig- 
nore the  possibility  of  underlying  structural 
changes  within  the  body.  Recent  observa- 
tions of  the  effects  of  the  so-called  shock 
therapies  in  manic-depressive  and  schizo- 
phrenic psychoses  have  at  least  shaken  the 
assurance  of  those  who  would  explain  these 
illnesses  solely  on  the  basis  of  personality 
difficulties.  Much  has  been  said  in  recent 
years  of  the  need  to  introduce  more  psychia- 
try into  medicine,  but  it  seems  also  essential 
to  introduce  more  medicine  into  psychiatry. 
These  two  subjects  are  as  inherently  one  as 
are  the  psyche  and  the  soma. 

In  order  to  elucidate  further  the  meaning 
of  these  comments,  it  seems  wise  to  comment 
on  the  meaning  of  “illness”  and  “pathology.” 
In  an  understanding  of  them  lies  the  answer 
to  the  possibility  of  illness  without  structural 
lesion.  First,  it  seems  essential  to  point  out 
that  a man  is  a unitary  organism,  which  acts 
as  a whole,  even  though  he  is  composed  of 
many  different  organs  and  myriads  of  cells, 
many  of  them  having  highly  specialized  func- 
tions to  perform.  Harmonious  and  coopera- 
tive activity  of  all  these  different  parts  to- 
ward a common  end,  integration,  is  provided 
through  the  operation  of  the  nervous  system, 
with  which  may  well  be  included  the  endo- 
crine system. 

The  nervous  system,  however,  provides 
only  a means  for  reaction.  It  does  not  origi- 
nate action ; it  requires  to  be  set  in  operation 
by  happenings,  or  stimuli,  affecting  the  end 
organs.  The  outcome  of  the  stimulation  is 
behavior.  In  other  words,  it  is  the  situation 
which  determines  the  response.  This  state- 
ment remains  valid  even  when  the  nerve  cells 
through  which  the  energy  initiated  by  the 
stimulus  passes  lie  in  the  cerebral  cortex  and 
there  exists  consequently  a state  of  con- 
sciousness. Expressing  this  in  another  way, 
consciousness  indicates  only  that  cortical 
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cells  are  in  action  in  the  process  of  selecting 
an  appropriate  reaction  to  the  stimulant  situ- 
ation ; it  is  a means  to  an  end,  and  not  an  end 
in  itself. 

Viewed  in  this  manner,  man,  like  other 
living  organisms,  is  a reacting  unit  which 
survives  because  the  responses  he  selects  are 
adequate  to  take  advantage  of  helpful  objects 
and  situations  in  his  surroundings  and  to 
avoid  or  neutralize  harmful  agencies.  Man 
differs  from  other  living  things  only  in  the 
greater  complexity  of  his  nervous  system, 
through  which  he  is  enabled  more  accurately 
to  discriminate  as  to  the  nature  of  the  situa- 
tions around  him  and  to  select  the  most  ad- 
vantageous manner  of  dealing  with  them. 

Turning  now  to  a consideration  of  what 
constitutes  illness,  one  can  generalize  by  say- 
ing that  illness  is  a reaction  to  conditions 
which  threaten  the  continued  existence  of 
the  organism.  For  example,  the  body  is  in- 
vaded by  a living  parasite,  say,  a pyogenic 
microorganism.  The  body  at  once  reacts, 
not  merely,  though  most  strikingly,  locally, 
but  as  a whole.  The  phenomena  of  inflam- 
mation are  usually  thought  of  as  a pathologic 
process,  but  in  reality  it  is  a normal  response 
to  a dangerous  situation  of  a certain  kind. 
With  the  local  reaction  there  is  also  a total 
response  of  the  body,  including  such  mani- 
festations as  fever,  leukocytosis  and  the  pro- 
duction of  chemical  antibodies.  This  pattern 
of  reaction  is  well  established  early  in  the 
evolutionary  scale,  through  the  process  of  na- 
tural selection,  and  obviously  is  well  adapted 
to  deal  with  this  type  of  damage  or  danger. 
Consciousness,  however,  adds  to  the  reactive 
possibilities  and  efficiency.  Man  is  not  lim- 
ited to  the  inherited  type  of  reaction;  he  is 
able,  for  example,  to  supplement  this  mode  of 
defense  by  the  various  measures  that  consti- 
tute the  practice  of  medicine. 

There  are,  however,  many  other  types  of 
threat  against  life  and  the  fulfillment  of  bio- 
logic aims,  recognition  of  which  is  dependent 
on  activity  of  the  higher  levels  of  nervous  in- 
tegration, of  which  consciousness  is  a part, 
and  to  meet  which  the  processes  of  inflam- 
mation are  not  adequate.  Even  though  such 
problems  cannot  be  tested  chemically  with 
dyes  or  placed  under  a microscope,  they  are 
none  the  less  real  and  factual  and  lead  to  dis- 
turbance of  the  peaceful  ease  (note  that  the 
word  disease  — dis-ease  — has  exactly  this 
meaning)  of  the  organism  in  the  form  of  re- 
actions or  illnesses  which  may  be  more  or 
less  successful  in  dealing  with  them.  No  one 


reaction  is  well  established  in  the  sense  indi- 
cated for  inflammation.  What  the  person 
will  do  in  meeting  the  danger  is  highly  indi- 
vidual to  him  and  is  dependent  on  many  fac- 
tors of  experience  as  well  as  of  endowment. 
Hence  they  are  more  varied  and  more  diffi- 
cult to  investigate  and  understand. 

The  following  case  may  serve  as  a simple 
illustration  of  the  type  of  reaction  to  which  I 
refer  and  the  situation  to  which  it  is  a re- 
sponse. A man  aged  29  came  to  consult  me 
because  he  had  experienced,  during  many 
months,  attacks  of  severe  palpitation  of  the 
heart  in  which  he  feared  he  would  die;  he 
was  unable  to  go  to  a movie  because  he  had 
had  an  attack  while  attending  one;  he  could 
not  interest  himself  in  anything  and  was 
sleeping  badly;  his  work  was  suffering  be- 
cause of  the  attacks.  He  denied  feeling  sad 
or  worried,  except  about  the  illness;  he  said 
that  he  had  nothing  to  worry  about — he  had 
a good  job  and  was  earning  an  adequate  in- 
come ; his  home  life  was  happy.  He  had  con- 
sulted several  physicians,  who  after  examin- 
ing him  thoroughly  reported  that  they  found 
nothing  wrong  with  him.  The  blood  pres- 
sure had  been  a little  high,  but  not  seriously, 
and  the  basal  metabolic  rating  was  within 
normal  limits.  Because  of  this  he  had  him- 
self come  to  the  conclusion  that  since  his 
body  was  sound  there  might  be  some  mental 
trouble. 

After  repeatedly  assuring  me  that  he  had 
nothing  on  his  mind,  with  much  hesitation  he 
told  the  following  story,  in  fragments.  He 
is  an  only  son,  but  has  two  sisters,  both  older 
than  he.  As  long  as  he  can  remember  his 
parents  had  quarreled ; the  father  drank  and 
was  at  times  brutal  to  the  mother.  The  sis- 
ters married  in  order  to  escape  from  the 
home.  The  parents  separated  about  two 
years  before  the  patient  came  to  see  me  and  a 
divorce  is  about  to  be  secured.  Because  of 
this  situation  the  patient  has  through  recent 
years  been  the  sole  protector  of  his  mother; 
he  frankly  hates  and  despises  his  father. 
Since  the  separation  of  the  parents  the  pa- 
tient and  his  mother  have  maintained  a home 
together,  supported  entirely  by  the  earnings 
of  the  patient.  His  income  has  been  suffi- 
cient for  this,  but  not  large  enough  to  permit 
him  to  marry  and  have  a separate  home.  He 
became  attached  to  a girl  who  wanted  to 
marry  him  and  they  went  together  for  two 
or  three  years,  until,  shortly  before  the  onset 
of  the  patient’s  illness,  she  accused  him  of 
being  a coward  for  not  breaking  away  from 
the  mother  and  ended  the  engagement.  The 
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mother  had  assured  the  patient  that  she 
wished  him  to  marry,  but  not  with  this  girl. 
The  culmination  came  when  on  one  evening, 
unknown  to  and  against  the  expressed  wishes 
of  the  mother,  the  patient  had  gone  out  with 
the  girl  and  was  delayed  in  reaching  his 
home  until  late.  On  arriving  home  he  found 
his  mother  in  a state  of  panicky  excitement ; 
she  collapsed  after  his  entrance  and  “looked 
as  if  she  were  having  a heart  attack;”  he 
feared  she  would  die.  He  had  previously 
been  informed  that  she  had  some  heart  trou- 
ble and  should  take  things  quietly.  This  so 
frightened  him  that  he  decided  to  give  up  the 
girl  and  devote  himself  to  his  mother.  He 
gave  up  many  activities  and  stayed  much  at 
home.  It  wTas  shortly  after  this  episode  that 
the  attacks  and  other  symptoms  began. 

This  is  an  example  of  a comparatively  sim- 
ple and  easily  understood  situation,  although 
the  factors  leading  to  adoption  of  the  illness 
as  a mode  of  adjustment  are  complex,  and  re- 
quire for  a full  understanding  a much  deeper 
knowledge  of  the  patient  as  a person.  It  is 
evident,  however,  that  the  situation  was  one 
which  threatened  destruction  to  the  satisfac- 
tion of  his  biologic  needs,  bringing  about  a 
state  of  chronic  emotional  upset.  His  whole 
body  was  therefore  in  a state  of  unease  in 
which,  as  in  every  emotion,  there  was  not 
only  a certain  state  of  feeling  but  also  an  al- 
tered balance  in  vegetative  functions  of  all 
kinds,  including  those  of  the  circulatory  sys- 
tem. 

Whv  the  stress  of  the  emotional  upset  was 
placed  on  the  heart  in  this  case  undoubtedly 
has  more  than  one  answer.  However,  an 
obvious  reason  lies  in  the  alleged  heart  dis- 
ease of  the  mother,  who  was  the  direct  cause 
of  the  frustration  of  the  patient’s  wishes  for 
independence  and  the  right  to  marry.  In 
somewhat  fanciful  language,  though  well 
within  the  realms  of  the  facts  available,  it 
might  be  suggested  that  the  patient  desired 
the  death,  or  at  least  the  removal,  of  his 
mother ; but  since  this  was  impossible  to  con- 
template and  caused  him  a feeling  of  extreme 
guilt  he  punished  himself  by  having  the 
heart  attack  himself.  It  is  not  intended  to 
convey  the  impression  that  this  sequence  of 
reasoning  was  fully  conscious  to  the  patient, 
but  it  was  borne  out  by  his  admission  later, 
given  spontaneously,  that  he  had  at  times 
wished  his  mother  was  out  of  the  way.  He 
added  that  he  had  never  been  able  to  admit 
this  even  to  himself. 


Whatever  the  interpretation  given  to  the 
facts  outlined,  it  would  seem  that  no  one 
would  deny  that  this  man  had  a dis-ease  and 
that  the  illness,  like  the  inflammation  and 
fever  already  discussed,  was  a reaction  to  a 
difficult  and  dangerous  situation.  It  dif- 
fered in  that  the  situation  required  conscious- 
ness for  its  appreciation  and  that  there  was 
no  local  damage  of  the  patient’s  body.  It 
was  essentially  a reaction  of  the  whole  organ- 
ism and  must  therefore  have  been  motivated 
through  the  highest  levels  of  integration ; the 
situation  did  not  produce  any  local  structural 
damage  to  the  organism,  as  did  the  invading 
parasite,  but  it  none  the  less  brought  about 
a change  in  body  functioning.  It  is  these 
differences  that  have  led  to  the  opposition  be- 
tween functional  and  organic  as  means  of  de- 
scription. Both,  however,  are  dis-eases  and 
as  such  surely  come  within  the  province  of 
the  physician  for  treatment. 

While  the  illustrations  I have  used  have 
been  apparentlv  solely  at  a low  or  a high 
level  of  integration,  it  is  far  more  common  to 
find  that  both  levels  are  involved  in  a single 
case.  This  is  an  important  consideration  in 
the  selection  of  appropriate  therapy.  For 
example,  a man  has  coronary  disease  and  the 
obvious  therapeutic  need  is  rest.  In  plan- 
ning for  this,  however,  it  must  be  remem- 
bered that  the  restrictions  placed  on  the  pa- 
tient’s activities  may  give  rise  to  emotional 
stress  and  thus  bring  about  greater  strain  on 
the  organism  than  would  the  permission  of 
some  moderate  degree  of  activity.  The  strain 
caused  by  worry  and  anxiety  is  often  far 
greater  than  that  of  some  gentle  activity. 
The  problem  of  how  to  handle  such  a situa- 
tion is  a matter  of  careful  judgment,  into 
which  must  enter  an  understanding  of  the 
person  who  is  sick.  I remember  vividly  the 
experience  with  a man  in  such  a state,  who 
was  being  compelled  to  stay  in  bed ; as  a con- 
sequence. in  his  clouded  state  of  conscious- 
ness he  had  reached  the  conclusion  that  he 
was  locked  in  prison  and  that  he  was  in  great 
danger.  This  excitement  and  struggle  against 
the  restraint  in  use  seemed  obviously  more 
dangerous  than  a little  freedom  and  reassur- 
ance. Hence.  I assisted  him  to  get  up  and 
walked  with  him  outside ; we  had  gone  only  a 
few  stens  when  he  became  quieter  and  will- 
ingly returned  to  bed  and  went  to  sleep. 

Often,  the  disturbing  situation  in  the  sur- 
roundings does  not  directly  concern  the 
structural  damage  from  which  the  patient  is 
suffering.  For  example,  a woman  with  se- 
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vere  lesions  of  the  heart  valves  had  repeated 
attacks  of  decompensation.  When  placed  in 
hospital,  compensation  each  time  was  gradu- 
ally restored,  but  on  return  home  soon  again 
was  broken.  Study  of  the  patient  revealed 
an  unhappy  situation  in  the  home  in  the  per- 
son of  an  overbearing  mother-in-law,  who 
made  use  of  the  patient’s  illness  to  secure 
and  maintain  control  of  the  household.  This 
cause  of  dis-ease  was  removed  and  a new  ad- 
justment of  the  household  arranged,  with 
the  consequence  that  the  patient  was  able  to 
remain  at  home  without  breaking  down. 

While  the  illustrations  I have  used  have 
concerned  only  cardiac  conditions,  it  is  obvi- 
ous that  the  same  principles  apply  with  equal 


force  to  damage  in  other  organs.  It  has  been 
variously  estimated  that  from  25  to  70  per 
cent  of  all  patients  who  consult  a physician 
present  problems  which  concern  the  adjust- 
ment of  the  person  who  is  sick  in  the  manner 
in  which  I have  illustrated  here.  It  is  this 
cause  of  dis-ease  which  constitutes  the  psy- 
chiatric aspect  of  medicine,  and  it  is  this  fea- 
ture also  that  demonstrates  the  oneness  of 
psychiatry  with  medicine.  In  the  practice  of 
medicine  it  is  not  sufficient,  though  it  is  ob- 
viously essential,  to  be  able  to  apply  appro- 
priate remedies  for  agents  which  directly 
damage  the  structure  of  the  body;  the  de- 
sired results  demand  consideration  also  of  the 
person  who  is  sick  and  of  the  conditions 
which  surround  him. 


❖ * * 


IN  THIS  ISSUE 


THE  person  who  is  sick  is  not  only  a pa- 
tient but  his  status  as  a human  being  with 
all  that  society  imposes  on  that  status  still 
remains,  and  frequently  the  reaction  to 
stresses  and  strains  becomes  aggravated. 
Dr.  Douglas  Singer  of  Chicago  discusses  “The 
Person  Who  Is  Sick”  on  page ..285 

MODERN  MEDICINE  places  increasing 
importance  on  preventive  phases  of  the  con- 
tagious diseases  in  children.  Dr.  Floyd 
Clarke,  professor  of  pediatrics,  Creighton 
Medical  School,  discusses  this  subject  on 
page  ... . ...290 

GONADOTROPHIC  hormones  is  a lively 
topic.  The  utilization  of  these  hormones  in 
the  treatment  of  undescended  testes  is  pre- 
sented by  Dr.  George  Ainlay  of  Fairbury  on 
page  ....292 

SHOULDER  injuries  are  frequently  com- 
plicated. What  to  do  for  these  complications 
is  a serious  problem  involving  both  skill  and 


judgment  on  the  part  of  the  physician.  Dr. 
Herman  Johnson  clarifies  this  problem  on 
page  295 

TUMORS  of  the  nasopharynx  are  a dis- 
couraging problem.  The  only  hope  that  they 
offer,  if  hope  there  is,  is  early  diagnosis  and 
effective  care.  Dr.  Samuel  Z.  Faier  presents 
a discussion  of  these  tumors  on  page 297 

THE  paper  on  acute  infections  of  the  hand 
by  Dr.  Courtney  is  published  at  the  request 
of  many  members  who  heard  this  paper 
read  at  the  Omaha  Mid-West  Clinical  Society 
last  October.  It  is  a sensible  presentation  of 
an  important  condition.  Page. ...299 

LAST  year  several  panel  discussions  were 
held  in  the  University  Hospital  participated 
by  the  attending  staff  of  the  hospital.  The 
panel  on  sulfanilamide  published  in  the 
March  issue  received  wide  notice.  This  month 
we  present  the  Anemias,  a practical  consider- 
ation of  a subject  that  is  becoming  simplified, 
thanks  to  the  work  of  many  hematologists. 
Read  the  discussion  on  page— 302 


The  Prevention  of  Contagious  Diseases 
in  Children* 

FLOYD  CLARKE,  M.  D. 

Omaha,  Nebr. 


The  importance  of  preventing  illness  in 
children  cannot  be  overemphasized.  In  pedi- 
atric practice,  distinct  advance  has  been 
made  in  preventive  measures,  especially  in 
the  past  decade.  Coincident  with  our  accept- 
ance of  modern  preventive  measures,  the 
mortality  rate  among  children  has  been  ma- 
terially reduced  and  the  incidence  of  disease 
lessened.  We  are  all  looking  forward  to  a 
preventive  medicine  Utopia.  At  that  time 
all  infants  and  children  will  be  adequately 
tested  for  this  or  that  illness  and  if  not  im- 
mune, the  individual  will  be  properly  im- 
munized. 

The  evaluation  of  natural  immunity  in  in- 
fants and  young  children  depends  almost  en- 
tirely on  personal  experience  and  clinical  ob- 
servation. Why  some  infants  will  not  con- 
tract certain  contagious  diseases  after  inti- 
mate exposure  cannot  be  explained,  but  it  is 
a well-known  clinical  fact.  For  instance  it  is 
my  personal  observation  that  a nursing  baby 
will  not  contract  scarlet  fever  though  other 
children  in  the  family  are  ill  with  it.  It  is  a 
well  established  clinical  belief  that  breast 
milk  confers  on  the  nursing  infant  certain 
unknown  immunizing  agents  which  prevent 
him  from  becoming  ill  from  some  of  the  con- 
tagious diseases. 

Whooping  cough  has  for  many  years  been 
considered  a serious  disease,  particularly  has 
this  been  true  when  the  disease  affected 
babies  under  one  year  of  age.  Due  to  im- 
munization and  modern  methods  of  protec- 
tion and  treatment,  for  the  past  several 
years,  the  disease  has  been  less  prevalent  and 
its  severity  lessened.  At  approximately  six 
months  of  age,  every  baby  should  be  protect- 
ed against  whooping  cough  by  the  injection 
of  Sauder’s  vaccine.  Unfortunately  at  pres- 
ent, there  is  no  method  whereby  the  physi- 
cian can  ascertain  whether  the  infant  has 
been  adequately  protected.  Occasionally  a 
protected  infant  will  contract  the  disease,  but 
when  this  occurs  the  course  is  mild  and  diffi- 
cult to  recognize  as  whooping  cough.  It  is 
usually  necessary  to  treat  whooping  cough, 
especially  in  infants  under  one  year  of  age  if 
serious  complications  are  to  be  prevented. 
Definite  results  in  treatments  have  recently 
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been  assured  with  the  use  of  hyperimmune 
convalescent  human  whooping  cough  serum. 
Adults  who  have  previously  had  pertussis 
are  given  injections  of  Sauer’s  vaccine  over  a 
period  of  one  year.  Blood  is  then  withdrawn 
from  the  donor  and  the  strum  used  in  treat- 
ment. 

The  occurrence  of  diphtheria  in  a modern 
physician’s  practice  is  unusual.  Contrast 
this  with  the  experience  of,  let  us  say,  ten 
years  ago.  Recent  reports  advocate  the  de- 
sirability of  combining  diphtheria  and  teta- 
nus immunizations.  No  diphtheria  immun- 
ization is  complete  without  a negative  Schick. 
In  every  instance  after  the  toxoid,  a Schick 
test  should  be  done.  ' In  our  present  day 
there  is  very  slight  reason  for  the  occurrence 
of  diphtheria  and  certainly  no  justification 
at  all  for  a death  from  the  disease. 

During  the  past  two  or  three  years  epi- 
demics of  measles  have  occurred  throughout 
the  United  States.  Prevention  of  measles 
is  necessary  and  of  distinct  value  in  debilitat- 
ed children,  in  children’s  wards  of  hospitals, 
in  orphan  asylums  and  in  all  children  under 
five  years  of  age.  When  measles  occur  in 
the  home  in  children  over  five  years  of  age 
where  proper  nursing  care  is  available,  fre- 
quently the  patient  will  recover  without  com- 
plications and  the  physician  need  institute 
only  the  ordinary  routine  of  treatment.  The 
death  rate  from  measles  in  children  under 
five  years  of  age  is  4%.  Can  we  prevent 
measles  in  children  under  five  years  of  age 
and  thus  save  a great  many  young  lives  ? In 
older  children  can  we  so  modify  the  course  of 
measles  as  to  make  it  less  severe  and  lessen 
the  complications?  These  goals  are  an  ac- 
complished fact  during  the  epidemics  of  the 
past  two  or  three  years.  Exposed  children 
under  five  years  of  age  should  be  given  con- 
valescent human  measles  serum  as  soon  after 
exposure  as  possible.  This  procedure  will 
protect  them  for  approximately  ten  days. 
There  are  no  reactions.  Repeated  injections 
are  without  danger.  The  dosage  of  serum 
for  passive  immunity  is  as  follows: — under 
three  years  of  age,  5 c.  c. — over  three  years 
of  age,  7.5  c.  c. — older  children  10  to  15  c.  c. 
In  children  over  five  years  of  age  the  objec- 
tive should  be  to  modify  rather  than  to  pre- 
vent the  disease.  Serum  should  be  given  to 
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these  children  about  the  second  day  after  the 
rash  has  appeared  in  the  contacted  individu- 
al. By  this  procedure,  the  contacted  child 
over  five  years  of  age  will  probably  have 
modified  measles  without  complications  and 
under  ordinary  circumstances  will  be  pro- 
tected permanently.  There  is  some  evidence 
which  sustains  the  impression  that  in  the 
treatment  of  measles  even  after  the  symp- 
toms are  well  advanced,  if  serum  be  given 
definite  therapeutic  results  are  obtained. 
For  therapeutic  benefit,  larger  doses  of  ser- 
um are  necessary. 

Our  knowledge  concerning  scarlet  fever  has 
advanced  considerably  in  the  past  decade. 
The  establishment  of  a permanent  immunity 
against  the  disease  is  not  as  certain  as  in 
some  of  the  other  contagious  diseases.  In- 
stances of  repeated  attacks  of  scarlet  fever  in 
the  same  individual  are  reported  rather  fre- 
quently in  the  literature.  The  conclusive 
value  of  a positive  or  negative  Dick  test  is 
not  as  accurate  as  the  Schick  test  in  diph- 
theria. Children  over  three  years  of  age 
who  have  a positive  Dick  test  can  be  immun- 
ized against  scarlet  fever  by  injections  of 
scarlet  fever  toxin.  These  injections  are 
given  in  increasing  doses  at  weekly  intervals 
for  five  weeks.  They  should  be  given  on  an 
empty  stomach  and  the  child  put  to  bed  soon 
after  each  injection.  Food  should  not  be  al- 
lowed until  the  following  day.  Following  the 
injections  a rise  of  temperature,  occasional 
chilly  sensations  and  sometimes  vomiting 
may  ensue.  If  the  possibility  of  the  occur- 
rence of  these  symptoms  is  explained  to  the 
parent,  the  physician  will  have  no  difficulty 
and  the  procedure  can  be  carried  out.  Aft- 
er active  immunity  has  been  established  and 
a negative  Dick  obtained,  it  is  best  to  repeat 
the  Dick  test  at  least  every  year  or  two 
thereafter. 

Comparatively  few  individuals  exposed  to 
scarlet  fever  become  ill  of  the  disease.  It  is 
estimated  that  between  10  and  25%  of  those 
exposed  become  ill.  Comparatively  intimate 
exposure  is  also  necessary.  By  the  prompt 


administration  of  convalescent  scarlet  fever 
serum  to  those  exposed,  it  is  possible  to 
markedly  decrease  the  incidence  of  the  dis- 
ease. Dr.  Thalheimer  reports  that  only  2.8% 
of  those  exposed  contracted  the  disease  after 
convalescent  serum  was  given.  The  dosage 
of  scarlet  fever  convalescent  serum  for  pro- 
phylaxis is  as  follows:  Infants  and  young 
children,  10  c.  c.,  older  children,  20  c.  c.  By 
this  method,  protection  is  given  for  ten  days 
or  two  weeks.  It  is  recommended  that  in  the 
presence  of  an  epidemic,  exposed  susceptible 
children  be  passively  immunized  at  ten  day 
intervals.  There  are  no  unfavorable  reac- 
tions even  though  repeated  injections  are 
given. 


The  use  of  commercial  scarlet  fever  anti- 
toxin in  the  actual  treatment  has  fallen  into 
disrepute  because  of  the  marked  reactions 
following  its  use.  There  are  no  untoward 
effects  following  the  use  of  convalescent 
scarlet  fever  serum.  It  should  be  given 
early  and  in  adequate  dosage.  With  its  ad- 
ministration, the  danger  of  complications  are 
minimized,  the  progress  of  the  disease  be- 
comes mild  and  convalescence  is  hastened. 
The  dosage  of  serum  recommended  for  the 
treatment  of  scarlet  fever  is: 

Moderate  Cases  Severe  Cases 

Infants  20  c.  c.  20  to  40  c.  c. 

Children  ....20  to  40  c.  c.  60  c.  c. 


Adults  40  to  60  c.  c.  80  to  100  c.  c. 


If  favorable  results  are  not  obtained,  re- 
peated injections  may  be  given  as  indicated. 
Larger  doses  than  outlined  above  are  some- 
times necessary  and  are  without  danger. 

Small  pox  vaccinations  have  stood  the  test 
of  time.  Mention  its  value  to  your  clientele 
and  appoint  a time  for  the  procedure.  All 
children  should  be  vaccinated  before  three 
years  of  age  since  post-vaccinal  encephalitis 
does  not  occur  before  that  age.  Revaccinate 
all  exposed  individuals.  Universal  vaccina- 
tion is  an  essential  part  of  every  day  prac- 
tice. 


* * * 


The  American  Medical  Association  does  No  one  needs  to  be  told  how  rapidly  the  New 
not  agree  with  the  President  of  the  United  Deal  would  expand  if  it  got  a start  like  that. 
States  that  there  should  be  a string  of  gov-  The  doctors  all  favor  more  and  better  hos- 
ernment  hospitals  spread  across  the  country,  pitals  but,  they  are  dead  against  political 
The  President  has  recommended  fifty  hos-  bossism  over  their  great  profession. — North 
pitals  in  smaller  communities  to  start  with.  Platte  Telegraph. 


The  Injection  of  Gonadotrophic  Hormone  in  the 
Treatment  of  Undescended  Testes 

GEORGE  W.  AINLAY,  M.  D. 

Fairbury  Clinic,  Fairbury,  Nebr. 


A comprehensive  review  of  the  literature 
on  the  gonadotrophic  principle  in  the  treat- 
ment of  crytorchidism  has  been  made  by 
Bigler,  Hardy  and  Scott  (1>.  They  also  dis- 
cuss the  embryology  and  incidence  of  crypt- 
orchidism as  well  as  related  animal  experi- 
ments, their  clinical  applications  and  surgical 
aspects  of  this  anomaly.  Such  a report, 
though  very  elucidating,  may  be  unavailable 
to  many  of  us  and  so  complicated  that  we 
fail  to  read  it  through.  Therefore  a simple 
summarization  of  the  general  principles  and 
the  report  of  a few  cases  may  be  worthy  of 
presentation. 

A differential  diagnosis  of  pseudocryptor- 
chidism and  true  cryptorchidism  should  be 
made  before  treating  any  case  either  surgi- 
cally or  by  the  use  of  anterior  pituitary-like 
substance.  Hamilton  and  Hubert' 2)  describe 
a technic  of  direct  application  of  heat  to  the 
scrotum,  inguinum  and  perineum  for  the  pur- 
pose of  relaxation  of  the  muscles  which  pro- 
duce spastic  retention.  The  employment  of 
this  technic  reveals  the  high  incidence  of 
pseudocryptorchidism  masquerading  as  true 
cryptorchidism  and  leads  one  to  suspect  or 
question  the  large  percentages  of  sponta- 
neous descent  in  supposedly  true  cryptorchi- 
dism, and  may  explain  the  discrepancy  in  the 
results  claimed  by  various  authors  in  the 
treatment  of  this  condition  with  endocrine 
preparations. 

From  the  observation  of  the  results  of 
treatment  in  59  cases  and  an  analysis  of  re- 
ports in  the  literature,  Nixon (3>  concludes 
that  the  undescended  testicle  must  be  placed 
in  the  normal  position  in  the  bottom  of  the 
scrotum  before  it  has  undergone  the  regres- 
sive changes  which  occur  before  puberty,  if 
one  is  to  prevent  atrophy  and  complications. 
Should  one  choose  to  wait  until  after  puber- 
ty to  begin  treatment,  some  testes  may  de- 
scend spontaneously,  but  irreparable  damage 
will  have  been  done  to  many. 

The  use  of  anterior  pituitary-like  sub- 
stance in  the  treatment  of  true  cryptorchid- 
ism is  a justifiable  attempt  in  all  cases  before 
the  advent  of  puberty,  and  in  some  cases 
after  adolescence,  however,  it  should  be  de- 
termined that  no  regressive  changes  have 


taken  place  before  starting  treatment  at  this 
late  stage  of  development. 

A course  of  bi-weekly  injections  of  biologi- 
cally standardized  extract  of  pregnancy  urine 
should  be  given  over  a period  of  six  to  eight 
weeks,  and  in  some  cases,  notably  those 
where  no  recessive  changes  have  been  ob- 
served, repeated  once  or  twice  after  two  or 
three  months  of  rest.  This  will  cause  a com- 
plete descent  in  at  least  50  per  cent  of  the 


FIG.  1 

cases  (100  per  cent  in  ours).  If  after  a rea- 
sonable period  of  time  the  optimum  results 
have  not  been  obtained,  the  child  should  have 
the  benefit  of  surgery  to  avoid  the  atrophy 
that  is  almost  certain  to  occur. 

In  our  small  series  the  bi-weekly  dosage 
varied  from  250  to  500  R.U.  and  the  total  dos- 
age from  3.600  to  18,000  rat  units.  We  used 
Antuitrin-S,  Follutein  and  Antophysin  and 
could  detect  no  difference  in  the  effect  of 
these  preparations.  The  youngest  boy  was  4 
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years  and  the  oldest  17  years  of  age.  There 
were  no  reactions  to  any  of  the  solutions.  A 
brief  report  of  the  four  youngest  follows, 
with  a complete  report  of  the  oldest. 

Case  1.  I.  C.,  age  4.  Bilateral  undescended  testes. 
Normal  pregnancy,  normal  delivery.  No  history  of 
similar  anomaly  on  either  side  of  the  family.  Nor- 
mal growth,  but  developed  severe  rickets  during 
fourth  year.  Undescended  testes  discovered  while 
examining  him  for  rickets.  Placed  on  adequate  diet 
and  vitamin  therapy  for  rickets,  and  given  250  R.U. 
of  gonadotrophic  hormone  twice  weekly  for  four 
weeks.  Complete  descent  of  both  testes  to  the  bot- 
tom of  the  scrotum. 

This  case  may  have  been  too  young  for 
treatment  because  descent  might  probably 
have  occurred  without  the  injections.  Al- 


though we  have  been  unable  to  find  anything 
conclusive  on  the  subject,  the  rickets  may 
have  had  some  connection  with  the  failure 
to  descend  normally. 

Case  2.  H.  H.,  age  11.  Right  testicle  in  inguinal 
canal.  Normal  pregnancy,  normal  delivery.  No  his- 
tory on  either  side  of  family  of  such  anomaly.  250 
R.U.  given  twice  weekly  for  six  weeks,  then  a rest 
period  of  two  months  followed  by  250  R.U.  once 
weekly  for  four  weeks.  Complete  descent  of  testicle 
into  bottom  of  scrotum.  Testicle  of  normal  size  and 
consistency. 


This  would  appear  to  be  the  ideal  type  and 
age  for  best  and  quickest  results. 

Case  3.  G.  H.,  age  6.  Right  testicle  in  inguinal 
canal.  Normal  pregnancy  and  normal  delivery.  Nor- 
mal growth.  No  similar  history  on  either  side  of 
family.  500  R.U.  given  once  a week  for  six  weeks. 
Testicle  entering  scrotum  at  the  end  of  this  period. 
Two  more  doses  of  500  R.U.  given  one  month  later. 
Family  moved  away.  Examination  3 years  later 
disclosed  testicle  in  normal  position  in  scrotum. 

This  testicle  might  also  have  descended 
spontaneously  in  time,  however  it  hardly 
seems  advisable  to  wait  much  beyond  this 
age. 

Case  4.  G.  M.,  age  7.  Right  testicle  in  inguinal 
canal.  Normal  pregnancy  and  normal  delivery.  Nor- 
mal growth.  No  similar  history  on  either  side  of 
family.  500  R.U.  given  once  weekly  for  five  weeks. 
Testicle  in  scrotum  at  the  end  of  this  period.  Fam- 
ily moved  away,  but  when  seen  six  months  later  the 
testicle  was  in  the  normal  position  in  the  bottom  of 
the  scrotum. 

This  also  seems  to  be  the  ideal  type  and 
age  for  such  treatment. 

Case  5.  F.  W.,  age  9.  Right  testicle  in  lower  por- 
tion of  inguinal  canal.  Normal  pregnancy  and  nor- 
mal delivery.  Normal  growth.  No  similar  history 
on  either  side  of  family.  250  R.U.  once  weekly  for 
six  weeks.  Testicle  in  normal  position  in  bottom  of 
scrotum  at  the  end  of  this  period. 

It  is  probably  a coincidence  that  all  of 
these  cases  wrere  right  sided,  however,  it 
would  seem  reasonable  that  such  a condition 
would  predominate  on  this  side  when  we  con- 
sider the  length  of  the  artery  on  this  side  as 
compared  with  that  of  the  left. 

Case  6.  J.  B.,  age  16.  This  case  was  seen  over  a 
year  ago  in  the  routine  examination  for  football 
players  in  our  high  school,  and  was  refused  permis- 
sion to  play  because  of  what  appeared  to  be  a fair 
sized  hernia  on  the  right  side.  I did  not  examine 
him  carefully  and  failed  to  detect  the  undescended 
testicle  which  at  that  time  must  have  been  still  with- 
in the  abdomen. 

He  came  in  again  in  October  of  1939,  asking  help 
in  fitting  a truss  which  had  been  purchased  at  a 
local  drug  store.  Examination  at  that  time  revealed 
a right  testicle  which  could  be  pushed  in  or  out  of 
the  internal  ring  without  pain  or  distress.  He  in- 
formed me  that  this  “lump”  had  appeared  during  the 
last  year.  The  testicle  on  palpation  seemed  slightly 
smaller  than  the  left  one.  The  appearance  of  it  in 
the  ring  would  indicate  that  it  was  migrating  down- 
ward, but  there  remained  the  question  as  to  whether 
or  not  it  would  atrophy  in  its  slow  progress  as  is 
usually  the  case. 

Because  of  this  possibility  it  was  felt  that  treat- 
ment with  gonadotrophic  hormone  was  indicated. 
500  R.U.  were  therefore  given  twice  weekly  for  six 
weeks.  During  this  time  the  testicle  migrated  down- 
ward to  the  opening  into  the  scrotum  where  it  could 
readily  be  pushed  back  into  the  canal  or  further  into 
the  scrotum.  (See  figures  1 and  2.).  He  was  then 
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given  a month  of  rest,  followed  by  500  R.U.  once 
a week  for  four  weeks. 

At  the  end  of  this  series  the  testicle  was  at  the 
bottom  of  the  scrotum.  He  could,  however,  easily 
draw  it  back  up  into  the  inguinal  canal  opening  by 
“sucking  in”  his  abdomen,  and  a moderate  sized 
hydrocele  had  developed.  This  was  aspirated  com- 
pletely of  20  c.c.  of  clear  fluid,  and  5 c.c.  of  Synasol 
(Searle)  injected  into  the  cavity. 

He  was  then  allowed  another  rest  period  of  one 
month,  at  the  end  of  which  the  testicle  was  found 
in  normal  position  in  the  scrotum,  and  where  it  has 
since  remained.  It  is  about  two-thirds  the  size  of 
the  left,  as  it  was  at  the  beginning  of  treatment. 
He  has  no  hernia.  The  ring  is  completely  closed  and 
the  hydrocele  has  not  refilled  after  three  months. 
The  testicle  has  not  been  aspirated  to  determine 
the  presence  of  spermatozoa. 

This  might  be  considered  the  right  type 
for  poor  results  especially  as  regards  atrophy 
of  the  testicle  involved.  This  has  not  oc- 
curred at  present  time,  although  such  a 
change  may  yet  take  place. 

CONCLUSIONS 

1.  For  the  safety  of  the  patient  and  for 
the  sake  of  accuracy  a differential  diagnosis 
after  the  method  of  Hamilton  and  Hubert(2) 


should  be  made  before  treating  any  case  of 
undescended  testes. 

2.  The  use  of  anterior  pituitary-like  sub- 
stance is  justifiable  for  a reasonable  period 
in  all  of  these  cases  before  submitting  that 
patient  to  surgery. 

3.  The  optimum  age  period  is  from  7 to  14 
years,  and  during  the  early  part  of  puberty 
if  there  has  been  little  regression. 

4.  Signs  of  regressive  changes  and  atrophy 
should  be  watched  for  at  all  times  in  both 
testes,  and  the  treatment  stopped  if  such 
changes  appear. 

5.  Surgery  is  generally  indicated  in  a 
short  time  if  atrophy  begins. 
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Vaccine  to  Prevent  Whooping  Cough 

Only  five  out  of  sixty-four  directly  exposed 
children  who  had  been  given  whooping  cough 
vaccine  contracted  the  disease  as  compared 
to  forty-four  victims  out  of  forty-five  other 
children  in  the  same  families,  also  directly 
exposed  but  not  given  the  vaccine,  Charlotte 
Singer-Brooks,  M.  D.,  San  Francisco,  reports 
in  The  Journal  of  the  American  Medical  Associ- 
ation. 

Her  paper  cites  the  results  of  a study  of 
whooping  cough  prevention  carried  on  in 
San  Francisco  since  March,  1935.  The  vac- 
cine was  administered  to  a total  of  330  chil- 
dren, but  of  these  only  the  sixty-four  men- 
tioned above  were  known  to  be  directly  ex- 
posed to  the  disease.  Thus  the  vaccine  may 
have  protected  some  other  children  whose 
exposure  could  not  be  verified. 

The  duration  of  the  immunity  by  the  vac- 
cine cannot  be  determined  until  the  study 
has  been  continued  for  a longer  period,  Dr. 
Singer-Brooks  says.  “It  is  well  known,”  she 
states,  “that  an  attack  of  whooping  cough 


does  not  necessarily  confer  a lasting  or  abso- 
lute immunity  to  the  disease,  and  a lasting 
or  absolute  resistance  from  vaccine  immuni- 
zation is  not  expected. 

“The  duration  of  protection  following  im- 
munization with  whooping  cough  vaccine  will 
probably  depend  in  large  measure  on  the 
complicated  immunity  mechanism  of  each  in- 
dividual host  and  perhaps  on  silent  infection 
following  exposure  to  a highly  virulent  phase 
of  the  disease  at  a time  when  resistance  is 
high.  Repeated  exposure  to  less  virulent  in- 
fection at  longer  intervals  after  immuniza- 
tion also  may  act  as  a stimulus  in  increas- 
ing resistance  to  the  disease.” 

The  author  points  out  that  a final  evalua- 
tion of  the  results  of  vaccination  is  dependent 
on  many  factors  in  which  there  is  wide  vari- 
ation or  which  it  is  difficult  to  measure  ac- 
curately. These  include  possible  natural  im- 
munity in  some  children,  the  age  of  the  child 
at  exposure,  the  extent  of  exposure,  the 
severity  of  the  attack,  unrecognized  exposure 
and  the  incidence  of  the  disease  in  the  com- 
munity. 


Complications  of  Shoulder  Injuries  and 
Their  Treatment" 

HERMAN  F.  JOHNSON,  M.  D. 

From  the  Department  of  Orthopaedic  Surgery, 
University  of  Nebraska,  College  of  Medicine 
Omaha,  Nebr. 


At  the  meeting  of  the  Nebraska  State 
Medical  Association  in  May,  1937, 1 presented 
a paper  on  “Tendon  and  Nerve  Injuries  in 
Fractures  and  Dislocations.”  Today  I wish 
to  be  more  specific  and  discuss  the  soft  tis- 
sue injuries  as  well  as  the  bone  and  joint 
complications  incident  to  minor  and  major 
traumatic  lesions  of  the  shoulder  joint. 

Not  infrequently  a major  disability  of  the 
upper  extremity  occurs  secondary  to  minor 
strains  and  contusions  to  the  shoulder  region. 
This  is  particularly  true  in  individuals  in 
the  middle  age  group  and  especially  preva- 
lent in  women  at  the  menopause  period.  The 
characteristic  symptom  in  these  individuals 
is  that  of  pain  in  the  shoulder  region  often 
referred  down  to  the  insertion  of  the  deltoid 
muscle,  causing  first,  discomfort  in  abduc- 
tion of  the  arm,  and  leading  to  progressive 
limitation  of  this  movement  as  well  as  ex- 
ternal rotation.  The  term  periarthritis 
humero-scapularis  is  a descriptive  one  indi- 
cating that  the  lesion  is  secondarily  of  in- 
flammatory nature,  with  location  of  the  pa- 
thology outside  the  shoulder  joint.  In  the 
early  stages,  radiographic  studies  are  nega- 
tive, but  in  a certain  percentage,  calcification 
takes  place,  particularly  in  the  subdeltoid 
bursa,  and  occasionally  along  the  sheath  of 
the  supraspinatus  tendon,  which  in  some 
instances  may  be  ruptured.  On  occasions  it 
is  difficult  to  show  calcification  in  the  sub- 
deltoid bursa  and  it  is  important  that  views 
be  taken  from  several  angles  so  as  to  ex- 
clude this  possibility.  When  the  true  antero- 
posterior view  does  not  show  the  calcareous 
deposit,  one  taken  in  the  oblique  plane  with 
marked  internal  rotation  of  the  humerus, 
may  reveal  the  hidden  body.  In  the  more 
chronic  cases,  there  usually  develops  osteo- 
porosis in  the  head  and  neck  of  the  humerus, 
and  this  is  important  from  the  standpoint 
of  the  possibility  of  jamming  the  head  or 
producing  pathological  fracture  if  manipula- 
tion is  carried  out  too  vigorously. 

The  next  lesion  of  importance  from  the 
standpoint  of  frequency  and  complications  is 
that  of  subcorocoid  dislocation.  The  most 

♦Lecture  presented  at  the  Meeting  of  the  Omaha  Mid-West 
Clinical  Society,  Omaha,  October  26th,  1939. 


common  complication  here  is  a fracture  of 
the  greater  tuberosity  of  the  humerus  by  a 
shearing  mechanism  as  the  head  slips  out 
anteriorly  over  the  margin  of  the  glenoid. 
In  the  severe  injuries,  fracture  of  the  surgi- 
cal neck  of  the  humerus  may  be  associated 
with  dislocation  and  here  open  reduction  is 
usually  necessary.  It  is  particularly  import- 
ant that  in  all  primary  dislocations  of  the 
shoulder,  x-ray  examination  be  made  before 
reduction  to  rule  out  these  osseous  complica- 
tions. If  it  is  not  convenient  to  obtain  an 
x-ray  before  reduction,  surely  it  is  very  de- 
sirable that  one  be  taken  following  the  mani- 
pulation. 

The  complicating  nerve  injuries  associated 
with  dislocation  may  be  divided  into  those 
of  the  supraclavicular  area;  namely,  stretch- 
ing injury  to  the  brachial  plexus,  and  those 
inferior  to  the  clavicle.  Of  the  latter,  the 
most  frequent  one  is  stretching  or  complete 
laceration  of  the  circumflex  nerve  with  loss 
of  deltoid  power.  One  should  always  at- 
tempt to  determine  if  the  deltoid  is  function- 
ing as  well  as  to  note  the  motor  power  and 
sensation  in  the  fingers  before  the  patient 
is  anesthetized. 

The  common  late  complication  in  disloca- 
tion of  the  shoulder  is  that  of  recurrent  dis- 
location which  develops  as  a result  of  in- 
adequate fixation  immediately  following  the 
primary  displacement.  It  is  important  that 
immobilization  of  the  arm  in  the  adducted 
position  be  carried  out  for  a minimal  of  four 
weeks  following  the  original  injury.  This 
gives  the  capsule  and  soft  tissues  surround- 
ing the  shoulder  an  opportunity  to  heal  and 
if  this  is  carried  out  in  all  instances,  the  per- 
centage of  habitual  dislocation  would  be 
materially  diminished. 

Any  dislocation  which  has  not  been  re- 
duced within  a period  of  three  to  four  weeks 
will  usually  require  open  reduction.  In  1931, 
we  reported  six  old  unreduced  dislocations 
of  the  shoulder,  which  came  under  our  care 
in  1929.  Open  reductions  have  been  per- 
formed on  all  of  these  cases,  as  we  felt  that 
greater  damage  would  be  done  by  attempt 
at  manipulation  than  doing  a careful  opera- 
tive procedure.  During  the  past  four  months, 
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we  have  had  a similar  experience  with  two 
cases;  one  in  which  the  dislocation  had  been 
present  for  one  and  one-half  years. 

In  general,  the  treatment  of  shoulder  dis- 
abilities is  either  manipulative  or  operative. 
An  important  consideration  is  the  position 
in  which  the  arm  is  placed  following  either 
procedure.  The  ideal  arrangement  is  that 
of  abduction  and  external  rotation  in  the  so- 
called  statue-of-liberty  or  salute  position. 
Function  is  more  rapidly  and  completely  re- 
stored when  the  arm  is  moved  from  the 
abducted  position  than  when  the  arm  is  in 
adduction  at  the  beginning  and  the  other 
movements  attempted.  However,  in  disloca- 
tion of  the  shoulder,  it  is  desirable  that  the 
arm  be  placed  in  adduction,  with  the  hand  on 
the  opposite  shoulder,  in  order  to  prevent 
redislocation  of  the  head.  In  patients  with 
periarticular  adhesions  and  subdeltoid  bur- 
sitis, after  gentle  manipulation  under  anes- 
thesia, immobilization  in  the  statue-of-liber- 
ty  position  is  desirable  followed  immediately 
by  heat,  massage  and  motions  to  the  point 


of  tolerance.  This  position  of  abduction 
should  be  carried  out  for  at  least  four  to  six 
weeks.  During  this  interval,  various  pulley 
exercises  should  be  instituted  so  as  to  pre- 
vent reformation  of  the  adhesions,  encourage 
movements  and  increase  the  strength  of  the 
arm. 

Occasionally  in  the  severe  comminuted 
fracture-dislocations  of  the  shou’der,  exci- 
sion of  the  head,  or  removal  of  the  fragments 
of  the  head  with  arthrodesis  of  the  neck  of 
the  humerus  to  the  glenoid,  must  be  carried 
out.  This  procedure  also  is  indicated  when 
there  is  a deltoid  paralysis  secondary  to 
laceration  of  the  circumflex  nerve.  It  is  sur- 
prising the  good  functional  result  obtained 
with  ankylosis  of  the  humero-glenoid  articu- 
lation if  this  ankylosis  takes  place  with  the 
arm  in  approximately  sixty-five  degrees  ab- 
duction and  thirty  degrees  forward  flexion. 
The  shoulder  girdle  as  a whole  is  so  mobile, 
that  in  many  instances,  better  than  seventy- 
five  per  cent  range  of  motion  is  possible  fol- 
lowing the  arthrodesis. 
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MEDICAL  SERVICE 

According  to  the  old  and  now  almost  ob- 
solete census  Nebraska  had  approximately 
1,337,000  people.  A recent  count  of  medical 
men  in  the  state  serving  the  people  shows 
one  physician  for  each  784  persons.  In  Oma- 
ha there  is  one  doctor  for  each  435  persons 
and  in  Lincoln  one  for  each  381  persons.  In 
Nebraska,  outside  of  Omaha  and  Lincoln, 
there  is  one  doctor  for  each  1,041  persons. 

In  Kansas  City  and  St.  Louis  there  is  one 
doctor  for  each  450  persons  and  in  the  part 
of  Missouri  outside  these  two  cities  there  is 
one  doctor  for  each  1,246  persons. 

In  Nebraska  there  is  frequent  call  from 
important  villages  for  a resident  physician. 
Some  fair  sized  communities  are  minus  a 
practitioner.  Loss  of  crops  has  made  collec- 
tions slow  with  the  result  that  many  young 
doctors  who  had  planned  to  take  up  practice 
in  the  country  have  sought  city  locations. 

Of  course  in  Omaha  and  Lincoln  there  are 
some  medical  doctors  who  devote  much  time 
to  other  lines  of  work,  teaching  for  instance. 
Omaha  has  two  medical  schools.  Both  cities 
are  well  equipped  with  hospitals,  an  incentive 
for  doctors  preferring  city  locations.  In  a 


number  of  the  smaller  cities  of  the  state, 
hospitals  have  been  established  by  local  phy- 
sicians to  take  care  of  their  patients. 

With  the  coming  of  an  era  of  good  crops 
there  are  many  locations  in  the  state  that 
would  become  attractive  to  young  doctors 
just  leaving  medical  schools  for  practice. 
Crop  failures  affect  the  availability  of  medi- 
cal service  to  many  communities. 

— From  Journal-Star,  Lincoln. 


Lupus  and  Pulmonary  Tuberculosis — Lu- 
pus patients  rarely  die  of  lupus,  according  to 
the  conclusion  drawn  from  a study  of  211 
patients  who  died  after  attending  the  skin 
department  of  the  Finsen  Institute  of  Copen- 
hagen in  the  last  twenty-five  years.  While 
lupus  seldom  proves  fatal,  other  manifesta- 
tions of  tuberculosis,  particularly  pulmonary 
tuberculosis,  are  a frequent  cause  of  death. 
In  many  fatal  cases  of  pulmonary  tuberculo- 
sis the  disease  of  the  lungs  become  manifest 
shortly  after  treatment  of  the  lupus  had 
been  instituted.  If  the  lupus  patient  can 
avoid  death  from  tuberculosis  he  has  a good 
chance  of  living  to  a ripe  old  age.  Gudtoft, 
C.  N.  S.,  Jour.  Amer.  Med.  Assn.,  September, 
1939. 


Highly  Malignant  Tumors  of  the  Nasopharynx* 

SAMUEL  Z.  FAIER,  M.  D. 

Omaha,  Nebraska 


Observations  in  large  series  of  cases,  re- 
ported by  New,  Hauser,  Hansel,  Salinger  and 
Pearlman,  and  others,  indicate  that  naso- 
pharyngeal malignancies  are  not  uncommon 
and  are  frequently  overlooked.  These  tumors 
are  classified  as  squamous  cell  epithelioma, 
grade  4,  and  lymphosarcoma,  the  largest 
number  being  squamous  cell  carcinoma,  by 
many  classed  as  transitional  cell  carcinoma 
or  lympho-epithelioma.  These  tumors  are 
highly  undifferentiated  and  highly  radio- 
sensitive, and  tend  to  metastasize  early  to  the 
regional  glands,  base  of  the  skull,  bones,  me- 
diastinum, and  vital  organs. 

Early  diagnosis  depends  upon:  first,  the 
consideration  of  symptoms  which  are  not 
typical  but  may  be  the  result  of  a number 
of  conditions  other  than  malignancy;  and 
second,  nasopharyngeal  examination.  The 
most  common  location  for  the  origin  of  the 
tumor  is  the  lateral  wall,  at  the  eustachian 
orifice  or  in  Rosenmuller’s  fossa.  In  the  case 
of  large  growths,  it  is  difficult  to  determine 
the  exact  origin.  Diagnosis  is  often  difficult 
because  of  the  small  size  of  the  primary 
growth  and  the  lack  of  nasopharyngeal  symp- 
toms. Often  attention  is  called  to  the 
tumor  in  the  nasopharynx  not  because  of  its 
local  existence  but  rather  the  result  of  ex- 
tension to  adjacent  tissues  or  gland  metasta- 
sis. 

Widespread  cranial  nerve  involvement, 
glandular  enlargement,  ear,  and  eye  com- 
plaints may  be  the  presenting  symptoms, 
rather  than  the  primary  lesion.  Three  most 
frequent  and  significant  early  findings  in 
cases  of  infiltrating  malignant  tumors  begin- 
ning in  the  lateral  wall  of  the  nasopharynx 
are:  first,  unilateral  painless  cervical  adeno- 
pathy; second,  ear  symptoms,  including  im- 
paired hearing,  tinnitus,  pain,  and  discharge ; 
and  third,  pain  along  the  distribution  of  the 
fifth  cranial  nerve,  referred  to  the  eye, 
temple,  forehead,  vertex,  cheek,  and  teeth. 
These  symptoms,  alone  or  in  combination, 
should  direct  the  observer’s  attention  to  the 
region  of  the  tubal  orifice  where  in  the  ma- 
jority of  instances  the  focus  will  be  found. 
The  pain  is  often  attributed  to  other  causes 
than  nasopharyngeal  tumor  and  futile  oper- 
ations are  performed  before  the  diagnosis  is 
established. 

* Presented  before  the  Omaha-Council  Bluffs  Ophthalmological 
and  Otolaryngological  Society,  December  20,  1939. 


A wide  range  of  symptoms  may  accom- 
pany infiltration  into  the  numerous  struc- 
tures in  the  path  of  the  tumor ; including,  the 
eustachian  tube,  the  various  basal  foramina 
(cranial  nerves),  jugular  foramen,  superior 
sphenoidal  fissure,  orbit,  spheno-maxillary 
fossa,  pterygoid  fossa,  nasal  cavity  and  naso- 
pharynx proper,  Gasserian  ganglion,  and  sel- 
la turcica.  The  appearance  of  symptoms  re- 
ferable to  any  of  the  cranial  nerves  beyond 
the  first  and  second  divisions  of  the  fifth 
cranial  nerve  is  at  once  an  indication  of  ex- 
tension through  the  basal  foramina,  the 
sphenoidal  fissure,  or  the  jugular  foramen. 
In  only  a small  group,  such  as  the  advanced 
stages  of  carcinoma  or  the  comparatively  in- 
frequent sarcoma,  the  early  symptoms  are 
produced  by  the  bulk  of  the  growth ; namely, 
nasal  obstruction,  nasal  speech,  impaired  mo- 
bility of  the  soft  palate,  and  hemorrhage, 
nasal  or  postnasal. 

-A' 

An  examination  of  any  ear,  nose,  or  throat 
ailment  cannot  be  considered  complete  with- 
out the  inspection  of  the  nasopharynx,  one 
of  the  most  important  and  most  frequently 
overlooked  regions  in  an  examination.  The 
vault  should  be  inspected  for  the  presence  of 
abnormal  tissue  or  ulcerations.  A tumefac- 
tion that  brings  the  suspected  side  into 
greater  prominence  than  the  opposite  side 
should  be  sufficient  to  warrant  a biopsy  be- 
cause these  growths  in  the  beginning  are  lo- 
cated beneath  the  epithelial  surface  which 
in  many  instances  is  not  involved  or  broken 
through  until  quite  late.  The  orifice  of  the 
eustachian  tube  and  Rosenmuller’s  fossa 
should  be  carefully  inspected. 

The  nasopharynx  can  be  satisfactorily  ex- 
amined by  means  of  a postnasal  mirror  of 
suitable  size  and  a nasopharyngoscope,  and 
by  direct  inspection,  after  thorough  cocaini- 
zation,  with  a Yankauer  speculum,  catheters 
as  recommended  by  Beck,  or  some  type  of 
palate  retractor.  Radiographs  often  show 
the  growth,  if  large,  and  occasionally  erosion 
at  the  base  of  the  skull.  Palpation  often 
gives  valuable  information.  A tumor  may 
sometimes  be  felt  when  it  can  be  seen  only 
with  difficulty.  Biopsy  and  miscroscopic  sec- 
tion should  always  be  done  as  a confirmatory 
measure  whenever  malignancy  is  suspected. 

These  highly  malignant  tumors  are  very 
radio-sensitive.  They  must  be  diagnosed 
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early  and  treated  adequately.  The  underly- 
ing principle  of  treatment  is  intensive  daily 
fractional  doses  of  x-ray  to  the  primary  le- 
sion and  regional  lymphatic  areas,  as  well  as 
prophylactic  radiation  to  the  head,  neck,  and 
mediastinum  if  tolerated.  Radiation  is  often 
palliative,  relieving  pain  and  prolonging  life. 

Though  these  tumors  are  highly  radiosen- 
sitive, the  prognosis  is  poor  because  of  the 
tendency  for  early  metastasis  to  the  glands 
and  intracranial  extension.  All  are  fatal 
without  therapy,  the  average  life  for  cases 
not  treated  being  six  to  eight  months  after 
the  diagnosis  is  first  made. 

CASE  REPORTS 

Case  1.  A.  D.,  white  male,  age  29  years,  was  first 
seen  at  the  University  of  Nebraska  Hospital  on  July 
20,  1937,  with  the  following  complaints:  severe  pain 
in  the  left  ear,  left  side  of  the  face,  both  cheeks  and 
temples,  right  and  left  upper  teeth,  and  suboccipital 
region  without  relief  from  sedatives  or  opiates;  left 
aural  discharge;  loss  of  forty  pounds  weight  in  one 
year;  a large  gland  in  the  right  posterior  cervical 
region;  nasal  speech;  trismus;  and  diplopia  on  look- 
ing to  the  extreme  right.  The  onset  of  his  com- 
plaints was  ten  months  previously,  during  which 
time  he  had  three  intranasal  sinus  operations  with- 
out benefit. 

On  examination  there  was  a mass  in  the  right 
nasal  fossa  which  was  adherent  to  the  lateral  nasal 
wall  and  septum,  and  bled  easily  on  palpation  with 
a probe.  There  was  a left  suppurative  otitis  media. 
He  was  unable  to  open  his  jaw  more  than  about 
three-quarters  of  an  inch.  Digital  palpation  of  the 
nasopharynx  revealed  almost  complete  obliteration 
of  the  postnasal  space  by  a firm  mass.  Lateral 
radiographs  of  the  nasopharyngeal  region  showed 
a growth  with  proliferation  of  soft  tissues  about 
four  to  five  cm.  in  thickness  in  the  region  of  the 
nasopharynx.  The  airway  through  the  nasopharynx 
revealed  a firm,  smooth  mass  filling  almost  the  en- 
tire nasopharynx.  It  bled  easily  on  the  slightest 
manipulation.  Tissue  was  removed  from  the  mass 
in  the  right  nasal  fossa  and  nasopharynx.  The  mi- 
croscopic section  showed  a transitional  cell  carcino- 
ma. Deep  x-ray  therapy  was  started  and  after  the 
third  period  of  treatment  he  began  to  improve.  After 
one  week,  morphine  was  discontinued.  On  dismiss- 
al after  five  weeks  of  therapy,  he  had  gained  weight 
rapidly,  the  left  ear  drum  had  healed,  there  was 
good  airway  through  the  nose,  the  trismus  was  less, 
and  the  diplopia  had  disappeared.  During  this  period 
of  treatment,  he  received  2700r  to  the  right  lateral, 
left  lateral,  and  the  posterior  nasopharynx. 

On  October  6,  1937,  three  weeks  later,  he  was  re- 
admitted because  of  severe  frontal  headache,  eye  and 
face  pains,  drooping  of  the  right  upper  lid,  propto- 
sis and  complete  blindness  in  the  right  eye.  There 
was  no  evidence  of  recurrence  of  the  tumor  in  the 
nasal  fossa  or  postnasal  space.  The  complete  oph- 
thalmoplegia, proptosis,  and  blindness  in  the  right 
eye  was  the  result  of  extension  of  the  malignant 
growth  into  the  sphenomaxillary  fossa,  sphenoidal 
fissure,  and  optic  foramen  with  involvement  of  the 


corresponding  cranial  nerves.  He  was  dismissed  im- 
proved after  receiving  1600r  to  the  right  and  left 
forehead,  cheek  and  orbit.  Four  months  later  he 
was  again  admitted  to  the  hospital  because  of  left 
cervical  gland  metastasis  and  recurrent  frontal  head- 
aches. There  was  no  evidence  of  proptosis  or  recur- 
rence of  tumor  in  the  nasopharynx.  He  received 
2500r  to  the  anterior  and  posterior  cervical  glands, 
right  and  left,  during  the  next  three  weeks  and  was 
dismissed.  About  six  months  later  he  returned  for 
treatment  to  a small  hard  gland  in  the  left  supra- 
clavicular area,  receiving  about  2000r  to  the  anterior 
and  posterior  cervical  regions  and  to  the  mediasti- 
num. He  died  at  home  on  June  10,  1939,  about  two 
years  from  the  time  the  diagnosis  was  first  made, 
with  evidence  of  intracranial  metastasis  and  a term- 
inal bulbar  palsy.  An  autopsy  could  not  be  ob- 
tained. 

COMMENT 

This  patient  suffered  for  ten  months  and 
had  three  sinus  operations  before  the  correct 
diagnosis  was  made.  His  relief  from  pain 
was  almost  immediate  following  deep  x-ray 
therapy.  He  lived  almost  two  years  after 
the  diagnosis  was  made. 

Case  2.  R.  R.,  male,  age  45  years,  was  referred 
to  my  office  on  January  11,  1939,  because  of  tinni- 
tus, vertigo,  and  deafness  of  two  and  a half  month’s 
duration.  General  physical  examination  and  blood 
Wassermann  was  reported  negative.  Nasopharyn- 
geal examination  revealed  a small  adenoid-like  mass 
in  the  vault  and  in  the  left  Rosenmuller’s  fossa. 
Hearing  was  markedly  impaired,  spoken  voice  being 
heard  in  the  right  ear  at  about  two  feet,  and  in  the 
left  ear  only  shouted  voice.  Vestibular  tests,  in- 
cluding turning  and  caloric  tests,  revealed  normal 
labyrinthine  reactions  for  both  ears.  No  glands  were 
palpable.  A biopsy  was  done  because  of  the  age  of 
the  patient,  the  ear  symptoms,  slight  bleeding  on 
manipulation,  and  suspicious  appearance  of  the  tis- 
sue in  the  nasopharynx.  Microscopic  section  proved 
to  be  lympho-epithelioma.  Six  weeks  after  deep 
x-ray  therapy  was  started,  examination  revealed 
only  a small  amount  of  tissue  in  the  vault  of  the 
nasopharynx  with  considerable  improvement  of 
symptoms.  Spoken  voice  could  now  be  heard  in  the 
right  ear  at  fifteen  feet,  masking  the  opposite  ear, 
but  there  was  no  improvement  of  hearing  in  the  left 
ear.  Repeated  nasopharyngeal  examination  during 
the  next  few  months  revealed  no  evidence  of  recur- 
rence of  the  growth  until  one  week  ago  at  which 
time  examination  revealed  some  suspicious  tissue  in 
the  nasopharynx. 

COMMENT 

This  is  a case  of  Menier’s  syndrome  due  to 
a nasopharyngeal  carcinoma  diagnosed  early. 
Nasopharyngeal  malignancy  was  first  sus- 
pected by  the  referring  physician,  and  the 
final  diagnosis  was  made  after  a careful 
nasopharyngeal  examination  including  biop- 
sy. 

(Bibliography  in  reprints) 


Management  of  Acute  Infections  of  the  Hand* 

J.  E.  COURTNEY,  M.  D.,  F.  A.  C.  S. 

Omaha,  Nebr. 


The  late  Allen  B.  Knavel,  and  his  associ- 
ates, Koch  and  Mason,  have  repeatedly  and 
most  thoroughly  brought  this  subject  to  our 
attention.  The  purpose  of  this  paper  is  to 
review  briefly  the  principles  underlying  the 
diagnosis  and  the  management  of  hand  in- 
fections. These  principles  are  known  by  all 
of  us  but  often  times  are  disregarded.  Quot- 
ing Knavel,  “unfortunately  snap  diagnosis  is 
too  often  made  and  incisions  hastily  carried 
out  which  jeopardize  the  life  of  the  patient 
and  the  use  of  the  hand,  when  a little  more 
care  in  the  diagnosis  would  have  led  to  a 
favorable  outcome.” 

Minor  injuries  are  the  cause  of  most  seri- 
ous hand  infections.  The  usual  period  before 
hospitalization  and  adequate  treatment  is 
about  seven  days.  This  is  not  due  entirely 
to  inaccurate  diagnosis  but  neglect  by  indivi- 
duals to  present  themselves  for  treatment. 
The  right  hand  is  involved  twice  as  frequent- 
ly as  the  left,  because  the  preponderence  of 
right  handed  individuals. 

Grinnell  recently  reported  upon  125  cases 
of  acute  suppurative  tenosynovitis.  Thirty- 
eight  per  cent  of  these  cases  developed  osteo- 
myelitis, and  partial  disability  resulted  in 
over  70%.  It  is  estimated  that  about  8% 
of  all  the  total  and  partial  disabilities  oc- 
curring in  the  industrial  class  results  from 
hand  infections.  The  bacteriology  involved 
is  usually  the  staphylococcus  or  the  strapto- 
coccus  hemolytic  groups.  Other  virulent  or- 
ganisms also  are  inciting  agents  and  acute 
suppurative  tenosynovitis  from  gonococcal 
infection  is  not  rare.  The  anaerobic  Vincent’s 
organisms  inoculated  through  human  bites 
are  extremely  dangerous. 

To  simplify  the  management  of  acute  in- 
fections in  the  hand,  we  try  to  adhere  to  a 
few  well  recognized  surgical  principles.  These 
summarized  briefly  are: 

1.  Careful  examination  and  decision  as  to 
whether  or  not  the  process  is  an  acute 
spreading  one,  or  is  localized,  and  what  tis- 
sues are  involved. 

2.  Supportive  treatment  to  be  pursued  in 
spreading  lesions  or  early  adequate  incision 
with  drainage  in  localized  process. 

•Read  before  Omaha  Mid-West  Clinical  Society,  Omaha,  Oct. 
24,  1939. 


Of  the  supportive  measures,  rest  of  the 
hand  with  the  application  of  dry  or  moist 
heat,  preferably  the  latter,  are  the  most  im- 
portant in  hastening  resolution  or  localiza- 
tion. Other  measures  to  facilitate  the  cir- 
culation and  chemotherapy  to  combat  the  in- 
fection are  important. 

Operation  for  drainage  of  definitely  local- 
ized processes  is  best  performed  under  a gen- 
eral anesthesia  in  a bloodless  field.  Drainage 
material  used  is  only  of  the  softest  nature, 
such  as  vaselinized  gauze  or  rubber  tissue, 
and  serves  merely  to  keep  the  wound  open. 
No  drains  should  encroach  upon  any  import- 
ant structures.  Postoperative  care  entails 
principally  the  preventing  of  secondary  in- 
fections and  the  maintaining  during  healing 
the  positions  of  function. 

It  is  convenient  to  divide  these  acute  in- 
fections according  to  their  severity  into  two 
main  groups: 

The  minor  infections  comprising  paronych- 
ia, fellon,  carbuncle,  and  collar  button  ab- 
scess. 

The  major  infections  comprising  tenosyno- 
vitis, fascial  space  abscess,  and  lymphangitis. 
In  this  latter  group  it  is  important  to  make 
a prompt  differential  diagnosis  and  to  insti- 
tute proper  treatment.  The  surgeon  must 
consider  them  of  the  same  importance  as  any 
of  the  major  abdominal  crises. 

Paronychia  is  a pyogenic  infection  involv- 
ing the  tissues  lateral  to  the  nail.  If  the 
process  extends  into  the  tissue  above  the  nail 
or  under  the  nail,  it  becomes  respectively  an 
eponychia  or  subungual  abscess.  The  treat- 
ment is  early  incision  well  lateral  to  the  nail 
to  avoid  injury  to  the  matrix  or  eponychium 
preventing  the  development  of  an  unsightly 
nail.  In  subungual  abscess  the  base  of  the 
nail  is  best  removed.  Vaselinized  packing 
gently  placed  under  the  tissue  for  24  hours 
usually  adequately  drains  the  incision. 

Fellon  is  an  infection  involving  the  closed 
space  on  the  palmar  surface  of  one  of  the 
distal  phalanges.  The  condition  is  readily 
diagnosed  because  of  the  severe  pain  and  the 
sensitiveness  in  the  involved  phalanx.  The 
entire  tip  of  the  finger  is  symmetrically  swol- 
len. Increased  tension  in  the  space  interferes 
with  the  circulation  in  the  phalanx  and  if 
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prompt  relief  is  not  had,  early  necrosis  of  the 
bone  results. 

Treatment  of  fellon  is  immediate  incision 
into  the  deeply  imbedded  abscess.  The  hocky 
stick  type  of  incision  is  made  through  the 
soft  tissues  of  the  terminal  phalanx  slightly 
anterior  to  the  bone.  Upon  striking  pus  mate- 
rial the  wound  is  packed  loosely  with  vaselin- 
ized  gauze  or  soft  rubber  tissue.  The  only 
caution  necessary  is  the  danger  of  extending 
the  incision  too  far  proximal  with  the  possi- 
bility of  entering  the  synovial  sheath  to  the 
flexor  tendon  inserted  at  the  base  of  the 
phalanx. 

Collar  button  abscess  usually  begins  in  the 
subcutaneous  tissue  in  the  distal  portion  of 
the  palm  and  being  unable  to  perforate  the 
skin  spreads  downwards  through  the  palmar 
aponeurosis  leading  to  the  collection  of  pus  in 
the  lumbrical  spaces  pointing  dorsally  in  the 
web. 

This  constitutes  a superficial  pocket  of 
pus  in  the  subcutaneous  tissues  of  the  palm 
connected  by  a narrow  channel  with  usually 
a larger  pocket  of  pus  deeper  in  the  tissues. 
Incision  is  made  over  the  prominent  portion 
in  the  palm  parallel  to  the  distal  flexion 
crease.  The  superficial  cavity  is  explored, 
the  connection  with  the  deeper  pocket  of  pus 
opened  and  drained.  Vaselinized  gauze  or 
soft  rubber  tissue  is  packed  lightly  into  the 
depth  of  the  cavity.  The  old  type  of  incision 
between  the  wrebs  of  the  fingers  is  avoided 
when  possible. 

Carbuncular  infections  of  the  hand  usual- 
ly occur  on  the  dorsum  and  do  not  differ 
from  this  type  of  infection  elsewhere  about 
the  body.  After  localization  the  infected 
area  is  opened  by  a crucial  incision  and  the 
flaps  undermined  beyond  the  entire  infected 
area.  The  entire  field  is  then  packed  snugly 
with  vaselinized  gauze  and  supportive  treat- 
ment maintained. 

The  major  acute  infections  of  the  hand, 
with  the  exception  of  early  lymphangitis,  in- 
volve the  tendon  sheaths  and  deep  fascial 
spaces.  The  tendon  sheaths  from  the  little 
finger  and  thumb  extend  upward,  usually  to 
the  ulna  and  radial  bursa.  These  may  inter- 
connect. Hence  considered  from  the  pros- 
pect of  extension,  infection  involving  the  ten- 
don sheath  of  either  the  little  finger  or  thumb 
is  the  most  serious.  It  is  possible,  however, 
for  tendon  sheath  infection  involving  the  in- 
dex, second  and  third  fingers  also  to  extend 
upward  either  through  the  thenar  space  or 


the  mid-palmar  space.  In  fact,  infection  in 
any  of  these  structures  if  neglected  may 
eventually  involve  the  whole  hand.  It  is  read- 
ily seen  how  important  it  is  to  make  an  ac- 
curate diagnosis  particularly  as  to  the  loca- 
tion of  the  infection  and  the  tissues  involved. 
Adequate  drainage  under  such  circumstances 
should  bring  about  immediate  relief  without 
extension  of  the  process. 

These  major  infections  of  the  hand  are 
difficult  to  diagnose  early  and  require  careful 
consideration.  Tenosynovitis  or  suppurative 
infection  of  the  tendon  sheaths  may  follow 
minor  puncture  wounds,  lacerations,  or  con- 
tusions, or  may  be  due  to  lymphatic  exten- 
sion from  another  site  of  infection,  such  as 
an  abrasion  of  the  skin.  Sometimes  no  defi- 
nite injury  can  be  held  accountable.  The  in- 
fectious process  spreads  rapidly.  In  the  early 
stage  Knavel  has  listed  four  cardinal  symp- 
toms which  he  maintains  warrant  diagnosis 
and  immediate  surgical  intervention: 

1.  Exquisite  tenderness  over  the  course  of 
the  sheath  limited  to  the  sheath. 

2.  Semi-flexed  rigid  position  of  the  finger. 

3.  Severe  pain  on  extending  the  finger. 

4.  Symmetrical  swelling  of  the  entire  fin- 
ger. 

If  treatment  is  delayed  or  if  the  little  fin- 
ger or  thumb  are  involved,  the  picture 
changes  rapidly. 

Treatment  consists  of  immediate  incision 
following  diagnosis.  The  incision  should  lie 
along  the  side  of  the  finger  just  volar  to  the 
vessels  and  nerves.  Never  in  the  midline.  A 
general  anesthetic  and  bloodless  field  are  im- 
perative. Soft  drains  are  placed  dowm  to  the 
tendons,  never  under,  and  supportive  postop- 
erative treatment  pursued. 

Middle  palmar  and  thenar  space  abscesses 
are  most  frequently  secondary  to  tenosynovi- 
tis. Direct  involvement  of  the  spaces  by 
puncture  wrounds  of  the  hand  is  not  infre- 
quent especially  in  the  case  of  the  thenar 
space.  Lymphatic  involvement  of  these 
spaces  is  also  possible. 

Thenar  space  abscess  balloons  out  the  area 
between  the  thumb  and  index  finger.  The 
thumb  is  pushed  out  in  the  position  of  ex- 
treme abduction.  The  tissues  in  the  first  in- 
terosseous space  are  hard  and  tense. 

Treatment  is  incision  ll/2  inches  long  on 
the  dorsum  of  the  hand  along  the  radial  bor- 
der of  the  second  metacarpal  bone. 
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Middle  palmar  abscess  is  characterized  by 
a loss  of  the  palmar  concavity  and  a slight 
fullness.  The  tissues  become  dense  and  hard 
and  the  palm  feels  woody. 

Treatment  is  incision  over  the  interosseous 
space  between  the  third  and  fourth  metacar- 
pals  along  a line  slightly  proximal  to  the 
proximal  palmar  crease  to  a point  midway 
between  the  distal  palmar  crease  and  web. 

Drainage  of  these  spaces  is  secured  by 
proper  incision  rather  than  drains.  Oozing 
may  be  controlled  by  lightly  packing  with 
vaseline  gauze.  The  after  care  is  entirely 
supportive  with  continuous  moist  heat  for  24 
to  72  hours  and  an  early  return  of  function. 

Acute  lymphangitis  of  the  hand  begins 
from  infection  entering  a superficial  wound 
or  abrasion  and  spreading  rapidly  along  the 
lymphatics.  The  symptoms  vary  as  does  the 
progress.  The  condition  is  usually  associ- 
ated with  pain  and  swelling  in  the  infected 


area  and  red  streaks  up  the  arm.  The  system- 
ic symptoms  may  be  severe. 

Frequently  localization  does  not  occur  and 
death  results  from  general  sepsis.  Especial- 
ly is  this  true  if  early  injudicious  incision  is 
made  into  the  infected  tissues. 

Supportive  treatment  and  rest  are  alone 
indicated  in  the  beginning. 

Human  bite  wounds  usually  occur  on  the 
back  of  the  hand  as  a result  of  an  individual 
striking  another  in  the  mouth.  The  imme- 
diate treatment  of  these  wounds  is  careful 
exploration  and  debridement,  and  then  sup- 
portive measures.  Usually  a cellulitis  de- 
velops frequently  involving  the  dorsal  tendon 
and  subsequently  an  infectious  arthritis.  It 
has  been  recommended  that  therapeutic 
x-ray  be  used  early.  Salvarsan  locally  has 
also  been  recommended.  Of  all  of  these 
measures  we  believe  that  rest  with  continu- 
ous moist  heat  is  the  most  important,  sub- 
sequent to  careful  debridement. 


❖ * * 


Mechanism  Involved  in  Concussion  Is 
Explained  by  A.  M.  A.  Journal 

The  mechanism  involved  in  concussion  as 
recently  demonstrated  by  W.  W.  Scott,  M.  D., 
Chicago,  is  explained  in  The  Journal  of  the 
American  Medical  Association. 

“In  an  attempt  to  elucidate  certain  aspects 
of  the  physiology  of  concussion,”  The  Journal 
says,  “Scott  succeeded  in  demonstrating  in 
dogs  a method  for  recording  changes  in  in- 
tracranial (within  the  skull)  pressure  pro- 
duced by  a blow  to  the  head.  As  a result  of 
these  studies,  Scott  feels  that  loss  of  con- 
sciousness due  to  a blow  on  the  head  may 
possibly  be  explained  on  the  basis  of  short 
lasting,  complete  cerebral  anemia  (lack  of 
blood  in  the  brain). 

“A  blow  of  sufficient  force  to  cause  un- 
consciousness results  in  a rise  in  intracranial 
pressure  considerably  above  that  of  the  sys- 
tolic blood  pressure  (the  pressure  of  the 
arteries  at  the  time  of  the  heart’s  contrac- 
tion).” Such  a rise  in  pressure  would  force 
the  blood  out  of  the  brain. 


“After  the  blow,”  The  Journal  explains, 
“the  intracranial  pressure  returns  to  the  nor- 
mal level  and  remains  there.  Furthermore, 
a loss  of  consciousness  occurs  in  the  dog 
when  the  intracranial  pressure  is  raised  to  a 
level  above  that  of  the  arterial  blood  pressure 
even  though  this  pressure  is  maintained  for 
only  one  second.  Scott  also  demonstrated 
that,  when  the  intracranial  pressure  does  not 
exceed  the  systolic  blood  pressure,  loss  of 
consciousness  does  not  occur  even  though  the 
lower  intracranial  pressure  is  maintained  for 
as  long  as  thirty  minutes.  He  further  sug- 
gests that  the  set  of  symptoms  which  is 
known  as  ‘punch  drunk’  may  be  the  result 
of  damage  to  the  central  nervous  tissue  from 
cumulative  anoxia  (lack  of  oxygen)  caused 
by  repeated,  short  lasting  anemias  produced 
in  this  manner. 

“It  is  generally  agreed  among  fighters  in 
the  ring  that  it  is  easier  to  knock  out  an  op- 
ponent by  hitting  a point  on  the  lower  jaw 
than  by  any  other  blow  to  the  head,  although 
it  is  possible  by  a more  forceful  blow  to  knock 
an  opponent  unconscious  with  a blow  to  al- 
most any  region  of  the  head.” 


The  Diagnosis  and  Treatment  of  the  Anemias 

Panel  Clinic  University  Hospital 
General  Staff,  February  7,  1940,  8 P.  M. 

JOHN  C.  SHARPE,  M.  D.,  Leader 


Opening  remarks,  Dr.  Sharpe:  Though 
anemia  in  one  form  or  another  is  frequently 
observed  in  a general  practice,  too  little  at- 
tention is  paid  to  the  multiple  symptoms  that 
it  may  cause  or  to  the  excellent  results  of 
present  day  therapy.  In  the  past  decade,  the 
broad  term  “anemia”  has  been  the  target  of 
such  sharpshooting  hematologists  as  Whip- 
ple, Minot,  Murphy,  Castle,  Wintrobe,  Haden, 
Dameshek,  Strauss  and  Josephs,  who,  work- 
ing in  their  own  respective  fields,  have  un- 
covered an  amazing  number  of  facts  that 
have  radically  changed  our  old  concepts  of 
anemia. 

Because  of  this  rapidly  shifting  mass  of 
new  knowledge,  it  has  been  almost  impossible 
for  the  busy  practitioner  to  keep  pace  with 
the  many  experimental  and  clinical  observa- 
tions. However,  since  these  recent  advances 
in  etiology,  diagnosis,  classification  and 
treatment  of  anemia  are  of  utmost  value  to 
the  physician  and  his  patient,  it  has  been 
suggested  that  a series  of  brief,  concise  prac- 
tical reviews  be  made  with  special  emphasis 
on  the  diagnosis  and  treatment  of  the  various 
types. 

The  macrocytic  and  hemolytic  anemias  are 
purposely  being  left  out  of  the  discussion  to- 
night as  the  diagnoses  of  these  groups  are 
not  particularly  difficult  and  their  treatment 
has  become  mostly  a matter  of  routine.  The 
discussion  will  be  centered  chiefly  on  the  de- 
ficiency anemias,  which  under  the  old  term- 
inology. were  called  “secondary  anemias.” 
Time  will  permit  only  the  lightest  touch  of 
discussion  on  the  most  salient  points  of  each 
group.  We  hope,  however,  we  may  be  able 
to  promote  an  interesting  general  discussion 
from  the  floor  after  the  panel  discussion  has 
been  completed. 

In  order  to  understand  the  ways  in  which 
anemia  may  be  produced  it  is  necessary  to 
have  in  mind  the  way  in  which  the  normal 
red  blood  cell  level  is  maintained.  There  has 
been  a great  deal  of  concentrated  interest 
shown  in  erythropoesis  and  Dr.  Latta  will 
briefly  outline  the  subject  for  us. 

Physiology 
Dr.  John  S.  Latta 

I wish  first  to  call  your  attention  to  the 
phenomena  which  occur  in  the  development 

302 


of  an  erythrocyte  from  the  stem  cell,  hemo- 
cvtoblasts.  At  the  beginning  of  the  blast 
cell,  we  find  first,  the  cell  increases  in  baso- 
phility  and  nuclear  concentration,  then  it  be- 
gins to  acquire  hemoglobin  and  consequently 
takes  on  an  acid  staining  quality  which  in- 
creases as  basophility  decreases.  The  cell  at 
the  same  time  is  decreasing  in  size,  in  part, 
at  least,  due  to  rapid  divisions  and  the  nu- 
cleus is  becoming  more  and  more  condensed. 
It  finally  arrives  at  a state  where  all  of  the 
cytoplasmic  basophility  is  lost,  the  stain  be- 
ing that  of  a normal  erythrocyte.  This  cell 
loses  its  nucleus  and  the  cell  enters  the  circu- 
lation still  retaining  small  amounts  of  baso- 
philic substances  and  are  known  as  reticulo- 
cytes or  reticulated  reds. 

The  production  of  red  cells  is  a diphasic 
process.  First  there  is  a heteroplastic 
change  in  the  cell  itself  in  both  nucleus  and 
cytoplasm  and  secondly,  an  elaboration  of 
hemoglobin.  The  first  change  is  controlled 
by  a combination  of  extrinsic  and  intrinsic 
factors,  the  extrinsic  factor  being  something 
in  the  diet  which  is  not  clearly  understood 
and  the  intrinsic  factor,  a substance  manu- 
factured by  the  stomach  and  duodenal  mu- 
cosa. After  their  combination  they  are  ab- 
sorbed and  stored  in  the  liver.  The  second 
process,  and  one  which  we  are  concerned 
with  this  evening,  is  dependent  upon  the  ab- 
sorption and  utilization  of  iron  and  probably 
minute  amounts  of  copper.  In  the  manufac- 
turing of  hemoglobin  one  is  dealing  with 
pyrohole  compounds  of  iron  and  the  amino 
acids  of  globin  and  probably  a small  amount 
of  copper. 

In  hypochromic  anemia  there  may  be  a 
dietary  deficiency  in  iron  such  as  occurs  in 
nutritional  anemias  of  childhood  (milk),  nu- 
tritional anemia  in  the  adult,  particularly 
pregnancy.  There  may  be  a faulty  absorp- 
tion of  iron  such  as  occurs  in  celiac  disease, 
hookworm  infestation  and  idiopathic  micro- 
cytic anemia  with  a gastric  achlorhydria. 
Next  there  may  be  lack  of  adequate  iron  stor- 
age in  the  liver  such  as  occurs  in  many  pre- 
matures and  twin  pregnancies  and  in  the  off- 
spring of  anemic  mothers.  There  have  been 
deficiency  anemias  described  due  to  the  lack 
of  vitamin  C and  hypothyroid  conditions  also, 
and  I have  known  of  cases  of  experimental 
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anemia  which  showed  marked  improvement 
following-  the  introduction  of  certain  essen- 
tial amino  acids.  Clinically  this  has  not  been 
shown. 

* * * * 

One  must  appreciate  that  the  equilibrium 
of  red  blood  cell  production  and  red  blood  cell 
destruction  is  maintained  through,  and  de- 
pendent on  many  complex  normal  physio- 
logical factors.  With  such  a finely  knit 
mechanism,  one  might  naturally  assume  that 
many  alterations  of  abnormal  function  might 
easily  occur  and  anemia  develop.  Some  of  the 
best  examples  are  seen  in  the  anemias  of  in- 
fancy and  childhood.  Dr.  Robertson: 

Anemias  of  Infancy  and  Childhood 
Dr.  Robertson 

While  the  subject  of  tonight’s  discussion  is 
to  be  limited  to  the  group  of  secondary  ane- 
mias, there  are  certain  interesting  types  of 
anemia  met  with  in  pediatric  practice  which 
it  was  felt  should  be  included.  To  understand 
any  of  the  anemias  of  infancy  and  childhood 
it  is  necessary  to  bear  in  mind  certain  facts 
relating  to  the  embryology,  histology  and 
physiology  of  the  hematopoietic  organs. 
During  the  early  months  of  fetal  life  blood 
formation  goes  on  chiefly  in  extramedullary 
areas.  These  are  located  first  in  primitive 
mesoblastic  tissue  outside  the  body,  later 
more  or  less  generalized  within  the  body,  and 
finally  become  limited  to  the  liver,  spleen  and 
bone  marrow.  At  about  5 months  of  fetal 
life  the  bone  marrow  becomes  active,  at  6 
months  the  spleen  loses  its  blood  forming 
function,  and  at  birth  the  liver  ceases  to  be 
active,  the  bone  marrow  normally  taking 
over  the  entire  function  of  blood  formation. 
There  is  a constant  series  of  changes  in  the 
hematopoietic  organs  beginning  early  in  em- 
bryonic life  and  continuing  through  child- 
hood until  the  red  marrow  of  the  infant  be- 
comes converted  to  the  adult  type  at  14  to  16 
years  of  age.  In  infancy  and  childhood  then 
there  is  constantly  present  a factor  of  imma- 
turity as  regards  blood  formation. 

The  newborn  infant  at  birth  does  not  rep- 
resent a finished  product.  There  are  many 
adjustments  which  must  be  made  at,  and  aft- 
er birth.  One  of  the  most  spectacular  of 
these  adjustments  is  manifested  in  the  so- 
called  physiological  jaundice  of  the  newborn, 
a phenomenom  associated  with  the  adjust- 
ment in  the  hemoglobin  content  and  red  cell 
count  from  the  high  levels  present  at  birth 
to  the  lower  levels  established  after  the  first 


week  of  life.  At  birth  it  is  usually  possible  to 
demonstrate  nucleated  red  blood  cells  in  the 
peripheral  blood  in  numbers  as  high  as  500 
per  cubic  centimeter  but  these  cells  are  rare- 
ly found  after  the  fifth  day  of  life. 

One  of  the  most  interesting  blood  disturb- 
ances met  with  in  infancy  is  associated  with 
the  presence  of  abnormally  large  numbers  of 
nucleated  red  blood  cells  in  the  peripheral 
blood.  This  condition  known  as  erythroblast- 
osis fetalis  seems  to  be  a congenital  defect  in- 
volving a persistence  of  the  fetal  type  of  ex- 
tramedullary hematopoiesis.  Erythroblasts 
are  present  in  the  peripheral  blood  in  num- 
bers reaching  200,000  to  500,000  per  cubic 
centimeter.  This  blood  picture  is  linked  with 
three  clinical  pictures,  namely,  universal 
edema  of  the  fetus  (congenital  hydrops),  ic- 
terus gravis  and  congenital  anemia.  These 
all  show  a distinct  familial  incidence  and  oc- 
cur as  antenatal  afflictions  of  the  fetus. 
Their  occurrence  can  be  suspected  before  la- 
bor and  often  can  be  recognized  at  birth.  The 
basis  for  antenatal  suspicion  is  the  family 
history  plus  a tendency  for  the  condition  to 
be  associated  with  polyhydramnios.  Univer- 
sal edema  of  the  fetus  is  often  recognized  at 
birth  and  is  usually  associated  with  a large 
placenta.  Icterus  gravis  can  be  recognized 
by  a definite  jaundice  in  the  infant  at  birth 
often  associated  with  yellow  staining  of  the 
placenta  and  amniotic  fluid.  Congenital  ane- 
mia may  be  associated  with  either  picture  or 
not  be  demonstrable  until  later.  Hemoglobin 
percentages  as  low  as  15  to  25  may  occur 
within  the  first  few  days  of  life.  The  prog- 
nosis in  all  of  these  conditions  is  grave.  Few 
if  any  cases  of  universal  edema  of  the  fetus 
recover.  Recoveries  occurring  in  icterus 
gravis  and  congenital  anemia  have  been  the 
result  of  repeated  transfusions.  In  certain 
cases  of  icterus  gravis  the  jaundice  may  clear 
and  be  followed  by  a severe  anemia  persist- 
ing for  from  4 to  6 weeks  with  but  little  evi- 
rence  of  blood  regeneration  until  the  end  of 
that  period.  It  would  seem  that  something  in 
the  nature  of  maturation  of  the  blood  forming 
organs  must  go  on  during  this  period  since 
recovery  is  complete  if  the  anemia  is  relieved 
by  transfusions  during  the  period. 

The  normal  full  term  infant  comes  into  the 
world  with  a store  of  iron  in  the  liver  pre- 
sumably sufficient  to  carry  him  through  the 
nursing  period.  This  store  may  be  augment- 
ed by  iron  liberated  in  the  hemolytic  process 
of  the  first  week  of  life  but  receives  no  diet- 
ary augmentation  until  iron-bearing  foods 
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are  introduced  into  his  diet.  The  antenatal 
storage  is  dependent  upon  a full  term  gesta- 
tion since  the  major  portion  of  storage  oc- 
curs in  the  last  trimester  of  pregnancy.  It 
is  also  dependent  upon  an  adequate  maternal 
diet  and  a non-anemic  condition  in  the  moth- 
er. The  store  is  diminished  if  the  infant  is 
born  prematurely  and  if  the  mother  is  ane- 
mic. It  is  likewise  diminished  if  the  infant 
is  one  of  a multiple  pregnancy.  The  amount 
of  iron  storage  and  the  iron-deficient  milk 
diet  of  early  infancy  determine  the  hemo- 
globin curve  of  infancy. 

Studies  made  on  the  hemoglobin  curve  of 
infancy  show  a more  or  less  uniform  profile 
for  the  first  year.  The  general  level  for 
hemoglobin  seems  to  be  somewhat  higher  in 
recent  curves  in  comparison  with  those  made 
15  to  20  years  ago.  From  the  level  at  birth 
of  110  to  120  percent,  there  is  a rapid  fall 
during  the  first  two  weeks  followed  by  a 
more  gradual  fall  to  the  third  month,  then  a 
slight  rise  to  six  months.  Mackey  has  shown 
that  the  direction  of  the  curve  after  six 
months  depends  upon  the  time  when  iron- 
bearing foods  are  introduced  into  the  diet.  If 
iron  is  given  by  the  third  month,  there  is  a 
gradual  rise  during  the  second  half  of  the 
first  year  but  if  iron  is  not  started  until  six 
months  or  later,  the  curve  tends  to  fall  from 
6 to  12  months.  The  hemoglobin  levels  of 
the  first  year  denote  a distinct  trend  to  ane- 
mia. The  normal  levels  for  hemoglobin  of 
the  adult  are  not  reached  until  12  to  16  years 
of  age. 

The  premature  infant  is  specifically  pre- 
disposed to  anemia  as  a consequence  of  a de- 
ficient iron  storage  before  birth  and  extreme- 
ly rapid  growth  after  birth.  Coupled  with 
this  there  seems  to  be  some  delay  or  ineffi- 
ciency in  blood  formation  during  the  first 
few  months  of  life.  During  this  period,  the 
administration  of  iron  alone  or  iron  with  cop- 
per does  not  seem  capable  of  preventing  the 
development  of  anemia  in  the  period  between 
3 and  6 months  of  age.  Certain  observers 
feel  that  the  addition  of  liver  extract  to  the 
iron  does  encourage  a more  rapid  rate  of 
blood  formation  and  less  tendency  to  anemia. 
The  normal  hemoglobin  curve  for  the  prema- 
ture is  similar  to  that  of  the  full  term  infant 
but  the  falls  are  more  abrupt  and  greater 
and  the  rises  are  smaller  and  slower. 

With  this  tendency  to  the  development  of 
anemia  the  small  infant  must  not  only  meet 
the  demands  occasioned  by  ordinary  life  but 
has  thrown  upon  his  system  the  added  de- 


mands occasioned  by  rapid  growth.  Minor  in- 
fluences may  readily  precipitate  a secondary 
anemia.  Upper  respiratory  disease,  rickets, 
or  other  deficiency  states  may  be  the  excit- 
ing factor.  The  immaturity  of  the  blood 
forming  organs  may  bring  about  rather  bi- 
zarre blood  pictures.  A good  example  of  the 
confusion  which  may  result  is  seen  in  the 
type  of  case  formerly  termed  “von  Jaksch’s 
pseudolekemia.”  The  group  of  cases  de- 
scribed by  von  Jaksch  is  now  believed  to  in- 
clude mainly  instances  of  nutritional  anemia 
associated  with  infection  and  rickets. 

In  this  group  may  have  been  included  in- 
stances of  erythroblastic  anemia  as  described 
by  Cooley.  This  is  a familial,  hemolytic  ane- 
mia characterized  by  an  erythroblastic  pic- 
ture in  the  blood  smear,  hyperplasia  of  the 
bone  marrow  with  cortical  thinning  in  the 
long  bones  and  increased  trabeculation  in  the 
skull  and  flat  bones,  and  hyperplasia  in  the 
liver  and  spleen.  The  condition  occurs  al- 
most entirely  in  the  races  from  the  Mediter- 
ranean region.  It  is  met  with  and  recognized 
as  early  as  3 months  and  is  usually  most  se- 
vere in  infancy.  The  enlargement  of  liver 
and  spleen  is  produced  in  part  at  least  by 
foci  of  hematopoiesis  in  these  organs,  a return 
to  the  fetal  type  of  blood  formation.  Bone 
changes  described  in  studies  of  this  type  of 
anemia  have  been  found  to  occur  in  other 
hemolytic  anemias  of  childhood.  In  the  treat- 
ment of  Cooley’s  anemia  splenectomy  has 
been  found  of  no  value.  After  splenectomy 
there  is  usually  a marked  increase  in  the 
number  of  erythroblasts  in  the  peripheral 
blood.  Iron,  liver  extract  and  transfusions 
will  give  temporary  symptomatic  relief,  but 
will  not  prevent  hemolytic  crises. 

Familial  hemolytic  icterus  and  sickle  cell 
anemia  are  met  with  in  childhood  and,  as  in 
adult  life,  the  former  is  clinically  cured  by 
splenectomy,  the  latter  uninfluenced. 

As  a manifestation  of  the  effect  produced 
by  periods  of  rapid  growth  in  childhood  de- 
ficiency states  particularly  anemia  is  met 
with  most  frequently  when  growth  demands 
are  greatest.  Growth  is  most  rapid  during 
the  first  four  years  and  during  the  period 
just  before  and  during  puberty.  During 
these  periods  rather  minor  influences  may 
produce  severe  nutritional  anemia.  Bad  hy- 
giene, poor  diet  and  infections,  even  though 
they  be  mild,  may  produce  effects  which  last 
much  longer  than  the  original  insult.  Bad 
hygiene  is  usually  confined  to  the  under- 
privileged group.  Bad  diet  however  is  not 
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so  confined.  The  ever  present  problem  of 
anorexia  in  childhood  often  leads  to  deficient 
dietaries.  Iron  deficiency  is  frequent  and 
mild  degrees  of  nutritional  anemia  common. 
These  children  show  a decreased  resistance 
to  infection  and  a decreased  ability  to  throw 
off  infection.  Iron  and  essential  vitamin  in- 
take are  important  in  treatment.  If  infec- 
tion be  present  in  the  face  of  a severe  nutri- 
tional anemia,  transfusions  are  often  neces- 
sary, both  in  overcoming  the  anemia  and  the 
infection. 

* * * * 


Even  though  born  with  a normal  blood 
level,  Dr.  Robertson  has  stressed  the  fact 
that  babies  of  anemic  mothers  are  very  prone 
to  develop  anemia  during  the  first  six  months 
of  life.  This  would  seem  to  place  a responsi- 
bility on  the  obstetrician  to  see  that  preg- 
nancy is  not  complicated  by  anemia.  At 
times  it  is  difficult  to  distinguish  between 
the  differences  of  normal  physiological  hy- 
dremia and  pathological  anemia.  This  is  well 
exemplified  during  the  first  few  months  of 
pregnancy.  Dr.  McGoogan  will  carry  on  from 
this  point.  Dr.  McGoogan: 

Anemias  Associated  with  Pregnancy  and 
Certain  Menstrual  Disorders 
Dr.  McGoogan 

During  pregnancy  there  occurs  what  may 
be  described  as  metabolic  disturbances  with 
physiological  changes  occurring  in  the  blood. 
These  are  at  times  marked  and  have  been 
subjected  to  a considerable  study  by  various 
obstetricians,  hematologists  and  physiolo- 
gists in  the  last  twenty  years.  As  a result 
of  these  studies,  the  following  facts  and  fig- 
ures have  been  evolved.  In  the  first  place 
there  is  a very  definite  increase  both  in  blood 
and  plasma  volumes.  The  increase  begins 
about  the  first  trimester  and  reaches  the 
maximum  slightly  before  the  end  of  preg- 
nancy. The  total  increase  amounts  to  ap- 
proximately 20  to  25  per  cent.  This  increase 
in  volume,  both  in  blood  and  plasma,  is  asso- 
ciated with  a slight  anhydremia.  As  a result 
of  the  anhydremia  there  is  undoubtedly  some 
dilution  of  the  red  blood  cells  and  if  a red 
blood  count  were  to  be  done  during  the  time 
of  increase  in  volume,  one  would  find  a de- 
crease in  the  red  blood  cell  count.  This  de- 
crease reaches  its  maximum  about  the  mid- 
term of  pregnancy,  somewhere  around  the 
26th  to  30th  week  and  represents  a total  de- 
crease of  approximately  10  per  cent.  With 
the  decrease  in  red  blood  cell  count  there  is 


also  a decrease  in  cell  volume.  This  is  ap- 
proximately 7 per  cent  below  normal  during 
the  first  trimester,  about  14  per  cent  below 
normal  during  the  second  trimester,  showing 
a slight  increase  and  reaching  a decrease  of 
11  per  cent  during  the  third  trimester  of 
pregnancy.  Although  the  concentration  de- 
creases, the  total  volume  is  increased  by  ap- 
proximately 20  per  cent.  If  one  studies  the 
hemoglobin  one  discovers  that  it  is  decreased, 
reaching  the  maximum  decrease  at  about  the 
mid-term  of  pregnancy  and  amounting  to 
about  10  to  15  per  cent  in  total,  the  hemo- 
globin reading  being  in  the  neighborhood  of 
12.2  gms.  per  100  cc,  or  approximately  70%. 

These  observations  are  misleading  in  that 
they  indicate  a physiological  anemia  of  preg- 
nancy. Actually  the  total  number  of  red 
blood  cells  is  increased.  The  hemoglobin  is 
increased  and  the  total  cell  volume  is  in- 
creased. These  increases,  however,  are  much 
less  than  the  increase  in  blood  volume  and 
one  consequently  believes  that  the  patient 
has  an  anemia  which  is  developing  during  the 
pregnancy.  In  some  cases  it  is  very  diffi- 
cult to  tell  whether  or  not  the  patient  who 
presents  herself  at  about  the  mid-term  of 
pregnancy  with  anemia  has  anemia  which  is 
the  result  of  purely  physiological  changes  oc- 
curring as  a result  of  pregnancy  or  whether 
she  has  anemia  which  is  due  to  certain  other 
factors  arising  during  or  preceding  the  preg- 
nancy. There  is  certainly  a very  distinct 
tendency  toward  anemia,  if  one  considers  a 
number  of  facts.  In  the  first  place  there 
has  been  evolved  a theory  that  the  tropho- 
blast  has  a certain  hemolytic  effect  and  in 
that  way  there  would  be  a decrease  in  the  to- 
tal number  of  red  blood  cells.  It  is  well 
known  that  the  fetus  as  a parasite  has  cer- 
tain demands  on  the  mother  for  its  own  iron 
supply,  and  if  the  mother’s  iron  supply  is 
low,  the  baby  will  extract  from  its  mother  as 
much  iron  as  it  needs,  leaving  the  mother 
with  a deficient  quantity.  There  is  the  pos- 
sibility of  a deficiency  of  iron  intake  in  the 
mother’s  diet.  We  saw  this  in  the  South 
Omaha  Clinic  when  the  depression  was  at  its 
worst,  in  women  who  were  living  on  a very 
low  iron  content  diet.  Then  we  have  the  pos- 
sibility of  the  lack  of  absorption  of  iron  from 
an  adequate  diet  because  during  pregnancy 
there  is  a very  definite  tendency  toward 
hypochlorhydria.  Many  patients  will  show  a 
lack  of  free  hydrochloric  acid  in  the  stomach 
during  the  early  months  of  pregnancy  which 
will  gradually  disappear  asi  pregnancy  con- 
tinues. Some  of  the  patients  may  present 
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themselves  with  a combination  of  a physio- 
logical anemia  and  a definite  deficiency  ane- 
mia which  is  the  result  of  one  of  the  four 
previously  mentioned  factors  which  may  oc- 
cur during  pregnancy. 

Most  of  the  investigators  believe  that  the 
hypochromic  anemia  which  occurs  during 
pregnancy  resembles  a true  secondary  ane- 
mia and  is  probably  dependent  upon  the  de- 
mands of  the  fetus  for  its  own  blood  build- 
ing materials,  and  dietary  deficiency  in  the 
mother  which  is  a deficiency  due  to  her  lack 
of  intake  or  due  to  lack  of  absorption  from  a 
gastric  hypoacidity. 

Dr.  Sharpe  has  asked  me  also  to  speak 
about  anemias  of  menstrual  disturbances.  I 
have  tried  to  limit  myself  to  those  anemias 
which  occur  in  young  women  with  menor- 
rhagia and  metrorrhagia  of  the  primary 
type.  Novak  and  Frank  studied  a number 
of  young  women  with  marked  blood  loss  at 
their  menstrual  time.  These  women  were  in 
their  early  twenties  and  many  of  them  had 
been  labeled  as  primary  menorrhagia  and 
metrorrhagias  for  study  of  the  curettings 
showed  no  very  definite  deficiency.  The  ane- 
mias in  these  cases  were  of  a severe  hypo- 
chromic type  and  many  of  them  responded 
beautifully  to  treatment  with  iron.  The  iron 
intake  was  the  only  medication  and  after  cor- 
rection of  the  anemia  they  had  no  other  “en- 
docrine” trouble  whatsoever.  I have  recent- 
ly seen  two  cases  of  menorrhagia  in  which  I 
am  certain  that  the  endometrium  showed  no 
abnormality  and  treatment  with  iron  alone 
resulted  in  a very  definite  increase  in  the  pa- 
tients’ well-being  and  hemoglobin  and  red 
blood  cell  count.  This  brings  up  the  problem 
as  to  whether  or  not  some  of  our  patients 
with  menstrual  disturbances  have  a menor- 
rhagia as  a result  of  anemia,  and  whether 
the  menstrual  disturbance  in  turn  brings 
about  a further  increase  of  anemia,  and  the 
evolution  of  the  vicious  circle. 

In  1938  there  appeared  in  the  American 
Journal  of  Obstetrics  and  Gynecology  an  arti- 
cle by  two  investigators  who  were  reporting 
a series  of  women  with  menstrual  disturb- 
ances and  in  whom  anemias  were  found. 
These  women  gave  stories  that  their  men- 
strual cycles  were  perfectly  normal  and  that 
they  were  not  profuse.  They  themselves, 
were  not  particularly  impressed  with  any  un- 
due blood  loss.  The  investigators,  however, 
not  believing  the  patients’  stories  began  a 
series  of  experiments  and  definitely  proved 
to  their  own  satisfaction  that  some  of  these 


women  (55  to  60%)  were  having  blood  losses 
with  each  particular  menstrual  cycle  which 
averaged  more  than  300  cc  and  some  of  them 
as  hig’h  as  700  cc  of  blood.  They  were  firm- 
ly convinced  that  the  anemias,  without  ex- 
ception, could  be  entirely  explained  by  the 
profuse  menses.  The  normal  loss  of  blood 
is  somewhere  between  4 to  6 ounces.  (120 
to  180  cc). 

* * * * 


Many  times,  as  Dr.  McGoogan  has  pointed 
out,  it  is  difficult  to  differentiate  the  cart 
from  the  horse,  that  is,  whether  metror- 
rhagia and  menorrhagia  are  the  cause  of  or 
caused  by  anemia.  In  attempting  to  deter- 
mine the  type  of  anemia,  the  clinician  asks 
the  help  of  the  laboratory.  However,  when 
the  reports  are  given  us.  too  many  times  we 
fail  to  appreciate  the  positive  or  negative 
value  of  such  evidence.  We  have  asked  Dr. 
Rubnitz  to  briefly  outline  in  ten  minutes 
what  others  have  taken  text  books  to  cover — 


that  is,  interpretation  of  laboratory  proce- 
dures. Dr.  Rubnitz: 


Interpretation  of  Laboratory  Procedures 
A.  S.  Rubnitz 

We  are  to  confine  our  remarks  in  this  dis- 
cussion to  the  group  of  anemias  which  have 
long  been  known  as  secondary  anemias. 

These  anemias  as  a rule  are  easily  recog- 
nized and  do  not  require  any  extraordinary 
hematologic  acumen.  Perhaps  the  simplest 
and  most  valuable  test  for  the  identification 
of  such  anemias  is  the  hemoglobin  estima- 
tion. If  we  stop  to  think  about  the  nature  of 
the  disability  in  these  anemias,  it  is  the  low- 
ered oxygenation  of  the  tissues  that  is  re- 
sponsible for  the  disability.  Lowering  of  the 
hemoglobin  means  lessened  oxygenation  of 
the  tissues.  The  red  cell  is  only  important 
to  the  body  because  it  serves  as  a hemoglob- 
in-carrier. If  we  could  picture  to  ourselves  a 
red  corpuscle  detached  from  its  hemoglobin, 
such  a cell  would  practically  be  of  no  use  to 
the  organism.  From  the  standpoint,  then,  of 
determining  the  degree  of  disability  in  a case 
of  secondary  anemia,  the  hemoglobin  estima- 
tion alone  tells  most  of  the  story.  However, 
if  one  wants  to  orient  himself  as  to  the  type 
of  the  anemia  and  its  proper  classification 
in  the  group  of  secondary  anemias,  he  has 
to  resort  to  the  enumeration  of  the  different 
cells  as  well  as  to  their  cytologic  study. 

This  group  of  anemias  can  be  divided  into 
four  main  classes:  (1)  Anemia  of  Hemor- 

rhage, (2)  Anemia  of  Infection,  (3)  Anemia 
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of  Malignancy,  (4)  Anemia  of  Metabolic  Dis- 
turbances. 

1.  ANEMIA  OF  HEMORRHAGE 

(a)  Anemia  of  acute  hemorrhage:  The 
anemia  that  result  from  sudden  loss  of  large 
quantities  of  blood,  outside  or  within  the 
body,  may  be  masked  by  clinical  symptoms 
of  shock.  The  examination  of  the  blood  is 
not  always  as  helpful  as  some  of  us  expect 
it  to  be,  and  often  does  not  reveal  the  true 
state  of  affairs.  Before  the  volume  of  the 
lost  blood  has  been  restituted  by  fluid,  the 
composition  of  the  blood  may  remain  at  its 
pre-hemorrhage  level.  The  surgeon  should 
not  rely  on  the  blood  count  for  the  diagnosis 
of  post-operative  hemorrhage  or  ruptured 
tubal  pregnancy  during,  or  immediately  aft- 
er the  suspected  hemorrhage.  If  the  patient 
has  been  adequately  treated  with  fluids, 
about  one  or  two  hours  after  the  administra- 
tion of  the  fluids  the  depletion  of  the  blood 
will  become  manifest:  the  red  count  and 
hemoglobin  will  show  proportional  decreases, 
approximately  in  equal  degrees.  Within  24 
to  48  hours,  however,  the  hemoglobin  will 
show  relatively  lower  values  than  the  red 
cells.  This  is  due  to  the  fact  that  the  produc- 
tion of  the  red  cells  has  been  speeded  up 
while  the  hemoglobin  production  could  not 
keep  pace  with  the  cellular  outpouring. 
There  will  also  be  an  increased  number  of 
reticulocytes  at  this  stage  and  often  a Ieu- 
cocytosis  of  appreciable  degrees. 

(b)  Anemia  of  chronic  blood  loss:  Here 
the  anemia  may  reach  severest  proportions. 
Coupled  with  the  continuous  blood  loss  there 
is  a weakening  of  all  the  body  functions,  in- 
cluding that  of  hematopoiesis.  The  bone 
marrow  is  in  a continuous  state  of  stimula- 
tion, yet  it  is  damaged  by  the  lowering  of  the 
body  tone.  As  a result,  immature  cells  of 
every  variety  may  appear  in  the  peripheral 
circulation.  The  hemoglobin  is  generally 
lower  in  proportion  to  the  number  of  red 
cells.  A high  degree  of  hypochromic  ane- 
mia, achromia,  polychromasia,  anisocytosis, 
poikilocytosis,  varying  degrees  of  reticulocy- 
tosis  and  even  nucleated  red  cells  may  be 
seen  in  the  peripheral  circulation  in  the  sev- 
erer forms  of  chronic  blood-loss.  I can  think 
of  a case  that  came  to  our  dispensary  with 
15%  hemoglobin;  bleeding  hemorrhoids 
were  responsible  in  her  case  for  such  an  ex- 
treme anemia. 

2.  ANEMIA  OF  INFECTIONS 

The  degree  of  anemia  which  may  develop 
with  infections  is  unpredictable.  It  is  logical 


to  expect  some  blood  depletion  in  infections. 
The  blood  depletion  is  brought  about  by  sev- 
eral factors:  (1)  toxic  action  on  the  bone- 
marrow  inhibiting  hematopbiesis,  (2)  in- 
creased metabolism  in  febrile  states,  (3)  in- 
adequate food  intake  and  (4)  often  direct 
hemolytic  action  of  the  infectious  agent,  e.  g. 
in  infections  with  hemolytic  streptococcus  or, 
more  striking,  in  malarial  infestations.  The 
anemia  of  infection  is  usually  not  hypo- 
chomic  unless  the  infection  is  prolonged,  as  in 
tuberculosis,  ulcerative  colitis,  malaria, 
chronic  nephritis,  pyelitis,  subacute  bacterial 
endocarditis  or  any  prolonged  febrile  disease. 

3.  ANEMIA  OF  MALIGNANCY 
A hypochromic  anemia  is  generally  the 
rule  in  malignancy ; this  is  due  mainly  to  the 
lowering  of  the  state  of  nutrition  and  pos- 
sibly to  toxic  action  on  the  bone-marrow.  In 
rarer  instances,  very  unusual  blood  pictures 
may  occur  in  association  with  malignancy: 
(1)  the  pernicious  anemia  picture  of  gastric 
carcinoma  is  well  known.  A similar  picture 
rarely  occurs  in  metastatic  carcinoma  of  the 
liver.  (2)  More  unique  are  the  rare  instances 
of  anemia  association  with  malignancy  of 
the  bone-marrow ; a true  leukemic  blood-pic- 
ture may  be  present  here.  Relatively  large 
numbers  of  nucleated  red  cells  are  generally 
seen  in  this  type  of  anemia.  One  should 
therefore  always  bear  in  mind  this  pheno- 
menon whenever  large  numbers  of  nucleat- 
ed red  cells  are  observed  in  blood  smears. 
(3)  Occasionally,  in  degenerating  malignant 
tumors,  there  may  be  added  the  bone-mar- 
row stimulation  from  repeated  hemorrhages 
as  well  as  from  the  toxic  absorption  of  the 
products  of  the  degeneration.  Leucocytoses 
of  varying  intensities  are  often  observed 
here.  The  most  extreme  instance  was  re- 
ported by  Krumbhaar;  in  his  case  a leucocv- 
tosis  of  120,000  was  reported  in  a patient 
suffering  from  a degenerating,  bleeding 
mammary  carcinoma. 

4.  ANEMIA  OF  METABOLIC  DISTURBANCES 
Under  this  heading  can  be  grouped  the  nu- 
tritional anemias,  deficiency-disease  ane- 
mias, anemias  due  to  glandular  disturbances 
as  well  as  those  due  to  improper  or  deficient 
digestive  secretions.  In  fact  this  class  would 
include  a variety  of  miscellaneous  anemias 
that  do  not  fit  in  with  any  of  the  first  three 
classes  mentioned.  Practically  all  these  ane- 
mias are  chronic  in  nature  and  hypochromic. 
Of  special  interest  are  the  rare  occurrences 
of  hyperchromic,  macrocytic  anemias,  indis- 
tinguishable from  pernicious  anemia,  seen  at 
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times  in  hypothyroidism  and  in  pregnancy. 
Time  does  not  permit  here  to  discuss  the 
theories  formulated  in  explanation  of  these 
freakish  conditions. 

Concluding,  I wish  to  mention  but  briefly 
the  blood  changes  observed  in  sulfanilamide 
therapy. 

Sulfanilamide  may  affect  the  blood  in  one 
of  two  ways:  (1)  it  may  break  down  the  red 
cells  and  bring  about  a picture  of  an  acute 
hemolytic  anemia  or  (2)  it  may  depress 
formation  of  neutrophils  and  bring  about  a 
condition  of  granulocytopenia  or  agranulocy- 
tosis. 

Experimentally  sulfanilamide  acts  as  a 
hemolytic  agent  in  lower  animals.  Mice  and 
rats  fed  this  substance  show  an  increased 
hemosiderin  deposit  in  their  spleens,  point- 
ing to  an  increased  blood  destruction.  A re- 
generative anemia  usually  sets  in  in  these 
animals  after  they  have  been  fed  this  chem- 
ical for  two  or  three  weeks;  the  severity  of 
the  anemia  is  usually  in  proportion  to  the 
amount  of  the  drug  intake.  The  animals  as 
a rule  recover  from  the  anemia  after  the  ad- 
ministration of  the  drug  has  been  discon- 
tinued. 

As  regards  the  action  of  sulfanilamide  on 
the  granulocytes,  Kraeke  and  Parker  express 
the  belief  that  the  action  of  drugs  in  depress- 
ing leucopoiesis  is  due  to  the  fact  that  they 
contain  the  benzene  ring  with  an  amine  radi- 
cal attached  to  it.  Sulfanilamide  possesses 
the  benzene  ring  with  an  attached  amino 
group,  and  resembles  in  his  respect  amido- 
pyrine. 

Fortunately  sulfanilamide,  the  same  as 
amidopyrine,  does  not  affect  the  granulo- 
poietic tissue  in  every  instance  where  the 
drug  is  taken;  only  the  rare,  susceptible  in- 
dividual suffers  granulopoietic  depression 
from  this  drug. 

From  the  experimental  work  and  from  the 
clinical  knowledge  of  the  peculiar  toxicity  of 
sulfanilamide  to  the  leucopoietic  system,  we 
may  draw  the  following  practical  conclu- 
sions : 

1.  The  anemia  which  may  develop  in  the 
course  of  sulfanilamide  therapy  is  hardly 
ever  of  any  grave  consequence  and  should  not 
stop  one  from  using  the  drug  if  it  is  defin- 
itely indicated. 

2.  Watch  the  white  count  in  the  rare 
susceptible  individual.  If  a decided  drop  in 
the  leucocyte  count  is  noticed  and,  particu- 
larly, if  the  neutrophils  are  beginning  to  dis- 
appear, stop  the  drug  immediately.  Many 


fatal  terminations  are  recorded  in  the  litera- 
ture from  granulocytopenia  caused  by  sul- 
fanilamide. 

* * * * 

Deficiency  Anemias  and  Their  Treatment 

Dr.  Sharpe 

I have  not  been  in  the  practice  of  medicine 
for  very  long,  but  apparently  long  enough  to 
see  a rather  radical  change  in  our  termi- 
nology concerning  the  various  anemias. 
When  I was  in  school,  anemias  were  called 
either  “primary”  or  “secondary.”  As  an  in- 
tern, the  term  macrocytic  and  hypochromic, 
microcytic  anemias  began  to  appear  with  the 
idea  that  anemia  was  only  a symptom  and  as 
such  wras  always  secondary  to  some  underly- 
ing pathology,  and,  therefore  a distinction 
of  primary  and  secondary  anemia  was  mis- 
leading. Still  later  anemias  came  to  be  dif- 
ferentiated on  a “deficiency”  basis  with  such 
terms  as  iron-deficiency  anemia,  vitamin  C 
deficiency  anemia,  thyroid  deficiency  ane- 
mia, and  the  deficiency  of  the  “Erthrocytic 
Maturing  Factor,”  (EMF)  of  pernicious  ane- 
mia. 

Dr.  Latta  has  already  outlined  for  us  the 
various  avenues  through  which  the  depletion 
of  iron  reserves  may  occur.  In  the  majority 
of  cases,  it  is  not  as  difficult  as  it  might  first 
seem  to  determine  the  reason  for  the  iron- 
loss.  Along  this  line,  we  should  pay  more  de- 
tailed attention  to  nutritional  factors  in 
these  cases  even  though  it  takes  consider- 
able time  and  effort  on  our  part  to  properly 
analyze  the  diet  for  iron  content.  Diet  defi- 
ciency alone,  however,  rarely  causes  anemia. 
There  may  be  one  or  more  additional  asso- 
ciated factors  such  as  chronic  or  intermit- 
tent blood  loss,  achlorhydria,  diarrhoea,  or 
metabolic  disturbances  that  may  add  to,  ag- 
gravate or  complicate  the  existing  dietary  de- 
ficiency. All  of  these  important  factors  must 
be  appreciated  and  recognized  in  the  diagnos- 
tic study  before  treatment  is  planned.  If  pos- 
sible, hemorrhoids,  polyps  or  fibroids  should 
be  removed  and  inadequate  diets,  bleeding 
peptic  ulcers,  prolonged  menstrual  periods, 
and  diarrhoea  corrected.  Unless  these  fea- 
tures are  abolished,  there  may  be  a poor  or 
incomplete  response  to  treatment  or  a 
prompt  relapse  may  occur  after  cessation  of 
anti-anemic  therapy. 

Iron  deficiency  anemias  occur  especially  in 
women  from  the  second  to  the  fifth  decade 
in  life  and  are  characterized  by  an  insidious 
onset  of  long  duration,  and  of  symptoms  such 
as  are  common  to  all  anemias.  In  addition, 
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these  patients  may  have  a glossitis  which  on 
examination  is  indistinguishable  from  perni- 
cious anemia.  From  25  to  30  per  cent  of  the 
cases  complain  of  subjective  paresthesias  of 
the  hands  and  feet,  but  lack  of  the  objective 
evidence  of  actual  cord  change.  Over  one- 
half  of  the  cases  of  iron  deficiency  anemias 
have  an  associated  achlorhydria  which  must 
be  appreciated  both  from  the  diagnostic  and 
therapeutic  standpoint.  Many  of  these  cases 
are  complicated  by  metrorrhagia  and  menor- 
rhagia. I therefore  agree  with  Dr.  McGoo- 
gan  that  at  times  it  is  extremely  difficult  to 
determine  whether  the  abnormal  pelvic 
bleeding  is  the  cause  or  result  of  iron  defi- 
ciency anemia.  Furthermore,  we  both  agree 
that  if  no  demonstrable  organic  disease  is 
found,  the  patient  is  first  entitled  to  a course 
of  anti-anemia  therapy  to  determine  its  ef- 
fect before  given  vague  endocrine  or  more 
radical  surgical  or  radiation  therapy. 

Dr.  Rubnitz  has  discussed  the  significance 
of  the  usual  laboratory  findings.  I must, 
however,  re-emphasize  the  importance  of  the 
hematocrit  determination  in  distinguishing 
between  the  different  types  of  anemias.  This 
simple,  accurate  procedure  is  of  utmost  value 
in  the  differential  diagnosis,  and  should  be 
called  for  routinely  on  all  blood  cases  here  in 
the  University  Hospital. 

The  question  of  treatment  of  this  group 
of  anemias  is  chiefly  concerned  with  the 
proper  administration  of  adequate  doses  of 
iron.  A great  deal  more  must  be  discovered 
about  iron  metabolism  and  hemoglobin  syn- 
thesis. There  are  a great  many  forms  of 
iron  for  our  clinical  use.  Each  one  of  us 
has  our  favorite  preparation.  In  my  opinion 
there  is  little  experimental  or  clinical  evi- 
dence to  show  that  liver  extract,  vitamin  B, 
gastric  substances,  bile  salts,  bone  marrow 
or  spleenic  extract,  have  any  place  in  the 
present  day  treatment  of  iron  deficiency  ane- 
mias. Furthermore,  copper,  acting  as  a cata- 
lyst, may  play  a part  in  the  treatment  of  the 
experimental  anemias  in  rats  and  possibly  in 
the  nutritional  anemias  of  infancy,  but  actual 
copper  deficiency  or  need  has  never  been 
demonstrated  even  in  the  most  anemic  of 
adults.  One  should  confine  therapy  to  the 
simple,  cheap  and  efficient  iron  salts  that 
are  available,  and  avoid  using  the  numerous 
and  sundry  expensive  and  ready-made  “shot 
gun”  combinations  that  have  flood  the  mar- 
ket. We  must  not  forget  the  important  item 
of  cost  to  the  patient.  Another  factor  which 
must  be  kept  in  mind  is  that  an  acid  medium 
is  essential  for  the  absorption  of  certain  iron 


products  from  the  gastrointestinal  tract  and, 
therefore,  dilute  hydrochloric  acid  should  be 
given  in  all  achylic  cases. 

Before  closing  I should  at /least  mention 
two  other  types  of  deficiency  anemias  seen  in 
adults.  First,  the  anemia  of  hypothyroid- 
ism; second,  anemia  associated  with  vitamin 
deficiency.  In  the  past  four  or  five  years  at 
the  University  we  have  had  some  twenty 
cases  of  frank  hypothyroidism  in  which  nine 
cases  (44%)  were  associated  with  varying 
degrees  of  anemia.  With  this  group  of  clini- 
cal cases,  plus  132  of  our  experimental  rab- 
bits that  we  have  been  studying  the  role  of 
thyroid  gland  and  hematopoiesis,  we  have 
made  the  following  conclusions: 

The  exact  etiology  of  anemia  of  myxedema 
is  unknown,  but  it  is  probably  the  result  of 
decreased  blood  formation  due  to  the  hypo- 
metabolic  effect  on  bone  marrow.  There  is 
no  relation  between  the  degree  of  anemia  and 
the  metabolic  rate  or  the  duration  of  the 
disease.  Achlorhydria  may  well  serve  as  a 
conditioned  deficiency  in  accentuating  the 
production  of  anemia,  but  it  is  apparently  not 
absolutely  essential  in  etiology.  In  addition 
to  the  usual  physical  signs  of  myxedema, 
the  anemic  patient  may  present  such  a clini- 
cal picture  as  a lemon-yellow  pallor,  glossitis, 
parasthesia  and  achlorhydria.  An  erroneous 
diagnosis  of  pernicious  anemia  may  be  made. 
Our  experience  both  clinical  and  experiment- 
al have  led  us  to  believe  that  neither  liver  ex- 
tract nor  iron  alone,  or  in  combination,  is  of 
any  real  value  in  treating  anemia  of  myxe- 
dema. In  each  case,  thyroid  extract  stimu- 
lated hematopoiesis  with  improvement  in 
the  blood,  although  we  have  been  impressed 
with  the  slowness  of  the  process. 

It  is  probable  that  vitamins  of  the  B com- 
plex group  are  important  in  blood  formation, 
though  the  purified  B-l  and  nicotinic  factors 
have  no  antianemic  action,  and  the  action  of 
riboflavine  is  not  clear.  In  adults,  we  mav 
rarely  encounter  a scurvey-like  syndrome  in 
which  the  anemia  is  ameliorated  by  Vitamin 
C.  Most  of  this  vitamin  problem  can  be  sum- 
marized by  saying  that  most  of  these  sub- 
stances can  be  given  in  the  form  of  natural 
foods,  and  that  a good  diet  is  a necessary  ad- 
juvant for  the  treatment  of  anemia. 

And  now  finally  we  turn  to  a popular  pres- 
ent day  problem — the  economic  situation. 
However,  the  discussion  will  be  strictly  limit- 
ed to  the  subject  of  iron.  In  the  past  ten 
years  iron  runs  a close  second  to  vitamins  in 
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pharmaceutical  advertising.  It  can  be  had  in 
all  sizes,  shapes,  forms  and  colors — and  at 
all  prices.  Dr.  Warren  Thompson  has  dived 
head  first  into  the  maze  of  preparations  and 
comes  up  a bit  groggy  with  his  report.  Dr. 
Thompson : 

Treatment  of  the  Anemias,  Economic  Phases 

Warren  Thompson,  M.  D. 

The  specific  action  of  iron  in  the  treatment 
of  anemias  was  first  emphasized  by  Blaud  in 
1831.  He  proposed  a formula  containing  one 
half  ounce  each  of  ferrous  sulphate  and  potas- 
sium carbonate  to  be  mixed  with  gum  traga- 
canth  and  divided  into  48  pills.  Each  pill 
gives  the  equivalent  of  5 grains  of  ferrous 
sulphate  or  2 grains  of  ferrous  carbonate. 
These  pills  were  administered  in  increasing 
numbers  so  that  on  the  16th  day,  the  pa- 
tient received  3 pills  three  times  a day.  Blaud 
thereby  established  several  principles  in  iron 
therapy  which  are  accepted  as  important  to- 
day; namely,  the  use  of  ferrous  salt,  and 
large  dosage.  In  spite  of  the  fact  that  many 
new  and  different  preparations  of  iron  have 
been  used  since  then,  it  is  questionable 
whether  we  have  improved  much  on  Blaud’s 
original  prescription  or  plan  of  treatment. 

Iron  is  indicated  only  when  there  is  a de- 
ficiency in  the  supply  or  absorption  of  iron. 
With  a better  understanding  of  the  various 
types  of  anemia  there  has  been  a clearer 
conception  of  therapeutic  indications  so  that 
instead  of  prescribing  iron  routinely  in  all 
types  of  anemia  it  is  used  in  selected  cases  in 
adequate  amounts.  In  the  so-called  iron  de- 
ficiency anemias  which  have  been  discussed 
by  previous  speakers,  iron  acts  almost  as  a 
specific. 

There  has  been  much  discussion  and  dif- 
ference of  opinion  regarding  the  most  effica- 
cious iron  preparations  and  the  amount  to  be 
prescribed.  Murphy  in  his  recent  text  “Ane- 
mias in  Practice”  makes  this  significant  com- 
ment, “The  present  day  confusion  and  lim- 
ited understanding  of  these  problems  is  to  be 
attributed  in  a large  part  to  the  fact  that  the 
majority  of  the  studies  carried  out  have  been 
of  short  duration  and  with  too  few  variations 
in  the  form  and  amount  of  treatment  used 
to  allow  conclusions  of  importance  to  be 
drawn;  to  the  fact  that  treatment  has  not 
been  limited  to  groups  of  patients  with  ane- 
mia of  similar  etiology  or  which  might  be  ex- 
pected to  respond  similarly  to  treatment ; and 
to  the  fact  that  rarely  have  satisfactory  con- 
trol groups  been  considered.” 


The  following  table  of  Witt  from  Haden’s 
Principles  of  Hematology  lists  the  iron  prep- 
arations most  commonly  used  and  also  shows 
the  great  variation  in  the  percentage  of  utili- 
zation and  hence  in  the  dosage  necessary  for 
the  desired  effect. 


WITT’S  TABLE  FROM 

HADEN 

Effective 

Iron 

Utili- 

Daily  Dose 

Content 

zation 

Preparation 

Grains 

Mg. 

Iron  % 

METALLIC 

Reduced  Iron 

20-90 

1200-5000 

0.5-2 

FERROUS 

Ferrous  Chloride 

4-8 

100-200 

12.5-25 

Ferrous  Sulphate 

9-12 

180-240 

14.0 

Ferrous  Carbonate 

45-60 

300-400 

8.0 

(As  Blaud’s  Pill) 

FERRIC 

Ferric  Ammon.  Cit. 

60-120 

800-1600 

1.5-3 

From  this  one  may  conclude  that  the  fer- 
rous salt  is  preferable  to  the  ferric  salts  or 
reduced  iron.  Another  argument  for  ferrous 
salts  is  that  iron  in  hemoglobin  appears  in 
the  ferrous  form.  At  the  moment  the  fer- 
rous salts  are  probably  most  popular  and 
most  universally  used,  probably  because  of 
the  relatively  small  amounts  required  and 
lesser  costs.  The  soluble  salts  are  more  apt 
to  produce  gastro-intestinal  upsets,  so  that 
in  some  instances  organic  iron  is  better  tol- 
erated. 

Perhaps  the  ideal  method  of  administra- 
tion of  iron  would  be  its  parenteral  use,  but 
because  of  the  toxicity  of  an  effective  dose 
this  method  has  never  been  popular.  Besides 
iron  given  by  mouth  is  in  the  majority  of  in- 
stances well  tolerated  and  efficacious.  Iron 
should  always  be  prescribed  during,  or  imme- 
diately after  meals  to  lessen  gastro-intestinal 
irritability. 

Recent  literature  on  iron  therapy  has 
shown  a varying  opinion  regarding  the  im- 
portance or  necessity  of  additional  copper. 
Most  authors  dismiss  the  matter  by  suggest- 
ing that  there  is  enough  copper  contained  in 
the  common  used  iron  preparations.  I ac- 
cepted this  statement  rather  literally  until 
last  week  when  I had  the  pleasure  of  a per- 
sonal visit  with  Dr.  C.  P.  Segard  of  the  Wis- 
consin Alumni  Foundation.  Deeply  interest- 
ed and  unusually  well  informed  on  the  ques- 
tion of  iron  therapy,  he  advanced  so  many 
arguments  for  the  addition  of  copper  to  iron 
that  I fear  he  has  made  at  least  a temporary 
convert  out  of  me. 

Another  debatable  question  is  the  value  of 
preparations  containing  iron  with  liver  or 
vitamins  or  both.  Theoretically  such  com- 
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binations  might  be  helpful  in  producing  a 
reticulocytosis  or  improving  the  patient’s 
general  condition.  But  it  is  important  to 
know  that  in  some  of  these  preparations  the 
iron  content  is  too  small  to  be  of  any  worth- 
while therapeutic  value.  It  is  doubtful 
whether  either  the  liver  extracts  or  added 
vitamin  justify  their  increased  cost  in  the 
management  of  true  iron  deficiency  anemias. 

Each  physician  is  apt  to  have  his  favorite 
iron  preparation  and  it  would  seem  to  make 
little  difference  v/hat  his  choice  may  be,  pro- 
vided it  is  used  in  adequate  dosage  in  proper- 
ly selected  cases.  Therapeutic  response  is 
evidenced  by  an  increase  in  hemoglobin  of 
1 to  2%  a day.  If  such  a response  is  not  ob- 
tained it  is  good  practice  to  review  the  clini- 
cal problem  bearing  in  mind  the  various 
types  of  iron  deficiency  anemias  described  by 
previous  speakers  and  paying  particular  at- 
tention to  the  possibility  of  blood  loss,  for  the 
majority  of  iron  deficiency  anemias  fall  into 
this  group. 

The  number  of  iron  preparations  on  the 
market  at  the  present  time  is  almost  unbe- 
lievable. The  following  tables,  showing  the 
cost  of  iron  preparations,  both  single  and  in 
combination  with  liver  extract  and  vitamins, 
as  obtained  from  one  of  our  leading  drug- 
gists, include  a very  incomplete  list  of  those 
most  frequently  prescribed. 


IRON  (PLAIN) 


Price  to  Patient 
per  100 


Reduced  Iron  Tablets,  10  gr $1.75 

Iron  and  Ammon.  Cit.,  Caps,  TV2  gr 1.25 

Feosol  Tablets,  3 gr.  Ferrous  Sulphate 1.25 

Naferon  Kapseals,  IV2  gr.  Iron  and  Sod. 

Cit.  Neutral  2.00 

Cofron  Tablets-Iron  Pyrophosphate,  3.35  gr. 

(FE:  25  Mg.),  Copper  Sulphate,  0.0606 

gr.  (CU:  lMg.)  1.00 

Tabloid  Ferad,  (Blaud’s) 1.00 


IRON  WITH  LIVER  AND  VITAMINS 


Hematinic  Plastules  with  Liver  (Bov.  Chem. 

Co.)  (2V2  gr.  Ferrous  Sulphate  and  Extrac- 
tions from  50  Grams  of  Fresh  Liver) $3.00 

Lextron  Capsules  (Lilly)  (7  gr.  Liver  Stomach 
Conct.  and  3 gr.  Iron  and  Amon.  Cit.  -j-  Vit. 

Bx  and  B2) 3.00 

Ventrex  Capsules  (Parke-Davis)  (5  gr.  Stom- 
ach Conct.,  2 gr.  Iron  and  Sod.  Cit.  Neutral 

and  Vit.  Bx  and  B.J 3.25 

Iberin  Capsules  (Abbott)  (5  gr.  Iron  and 
Ammon.  Cit.,  4 gr.  Liver  Conct.  and  Vit. 

Bj  and  BJ 3.25 

Liver  and  Iron  Capsules  (Lederle)  (1  Capsule 
Contains  the  Total  Water  Sol.  Extractions 
from  5 gm.  Fresh  Liver  and  3 gr.  Fer- 
rous Sulphate) 3.25 

Cofron  Capsules  (Abbott)  (Each  Capsule  Rep- 
resents Fresh  Liver  10  gms.,  Pyrophosphate 
Iron  1/10  gr.,  Copper  1/250  gr.) 3.50 


Price  to  Patient 
per  100 


Iradol  A (Parke-Davis)  (Iron  and  Ammon. 

Cit.  4 gr.  and  Vit.  D,  Bt  and  B„  and  A), 

Per  16  oz. r: 1.50 

Melvaron  (Lilly)  (Iron  and  Ammon.  Cit.  4 

gr.  and  Vits.  D,  Bj,  B„  and  A),  Per  16  oz 1.50 

Jeculin  (Upjohn)  (Liver  as  Aqueous  Conct. 

2.66  oz.,  8 gr.  Iron  and  Ammon.  Cit.  per 
Fluid  Oz.),  Per  12  oz 2.75 


Time  will  not  permit  a detailed  discussion 
of  the  comparative  costs  of  the  various  prep- 
arations, but  I feel  certain  that  even  a casual 
glance  at  this  list  will  convince  one  that  there 
is  an  appreciable  difference  in  costs  of  iron 
preparations  when  one  considers  the  vary- 
ing amounts  needed  to  produce  the  desired 
therapeutic  effects,  and  furthermore  that  the 
addition  of  liver  extracts  and  vitamins  con- 
siderably increases  the  cost  to  the  patient 
without  materially  increasing  the  effective- 
ness of  such  preparations. 

At  times,  even  with  all  of  our  clinical, 
x-ray,  and  laboratory  diagnostic  aides 
brought  to  focus  on  some  atypical,  or  refrac- 
tory, or  rare  case  of  anemia,  we  are  left  with- 
out an  answer.  Bone  marrow  biopsies  are 
gradually  assuming  a very  important  place 
in  such  difficult  cases.  Dr.  Tollman: 

DR.  TOLLMAN : I want  to  mention  the 
use  of  bone  marrow  biopsy  in  the  study  of  ob- 
scure anemias. 

We  have  found  unusual  marrow  pictures 
in  a group  of  cases  that  Dr.  Sharpe  and  I 
have  studied.  These  were  patients  with 
marked  anemia  which  was  resistent  to  all 
forms  of  treatment.  The  anemia  is  charac- 
terized by  abnormal  or  slightly  high  hema- 
tocrit value,  very  high  reticulocyte  counts, 
and  normal  or  increased  resistance  to  hem- 
olysis. The  marrow  in  all  these  cases  showed 
a very  considerable  increase  in  the  number  of 
nucleated  fed  forms.  These  red  cells  are  all 
normal  in  type.  I am  unable  to  explain  why 
these  patients  should  have  such  a preponder- 
ance of  nucleated  red  cells  in  the  marrow. 

Slides  illustrate  a type  of  hypoplastic  bone 
marrow  from  a case  of  hypothyroidism. 
There  are  relatively  few  cells  present  and 
there  is  an  unusual  proportion  of  reticular 
cells. 

The  other  slides  illustrate  the  bone  marrow 
picture  in  one  of  the  cases  of  refractory  ane- 
mia. 

I would  like  to  emphasize  the  value  of  bone 
marrow  aspiration  in  the  study  of  anemias  of 
obscure  etiology,  or  which  do  not  respond 
well  to  therapy. 
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EDITORIAL 


THE  1940  AMERICAN 
MEDICAL  ASSOCIATION  MEETING 

The  ninety-first  annual  session  of  the 
American  Medical  Association  will  certainly 
go  down  in  history  as  one  of  the  most  dra- 
matic meetings  of  the  Association.  As- 
sembling at  a time  when  world  peace  is  dis- 
turbed by  wars,  and  by  announcements  of 
our  government  of  its  unpreparedness,  gave 
opportunity  for  expression  of  our  loyalty  and 
willingness  to  cooperate  to  the  fullest  extent 
in  the  National  Defense  and  Preparedness 
Program.  This  was  done  by  the  House  of 
Delegates,  first,  by  approving  the  resolution 
of  the  Board  of  Trustees,  offering  the  Presi- 
dent the  equipment  and  facilities  of  the 
American  Medical  Association  to  enlist  the 
support  of  the  entire  medical  profession  in 
any  emergency.  Secondly,  by  considering  and 
approving  a tentative  plan  prepared  in  the 
Surgeon  General’s  office  for  procuring  pro- 
fessional personnel  in  the  event  of  a national 
emergency,  submitted  to  the  House  of  Dele- 
gates by  Col.  S.  C.  Dunham  of  the  U.  S.  Army- 
Medical  Corps.  A program  that  will  coordi- 
nate and  have  ready  for  mobilization  the  en- 
tire profession  of  this  country,  by  close  co- 
operation of  representatives  of  the  govern- 


ment in  the  headquarters  of  the  Association, 
placing  the  individual  medical  man  in  the 
proper  place  in  which  he  belongs  to  give  serv- 
ice to  his  country,  be  it  in  the  Army,  Navy, 
or  at  home.  Everyone  may  thus  do  his  part. 

A ten-man  committee  was  appointed  to 
carry  out  the  program  in  cooperation  with 
the  constituent  state  and  county  medical  so- 
cieties. It  behooves  every  member  of  our 
State  Association  to  give  his  support  and 
cooperation  by  answering  and  sending  in  the 
questionnaire. 


CHILDREN’S  PRESCHOOL 
EXAMINATIONS 

Many  communities  throughout  the  State 
record  with  no  small  degree  of  pride  the 
great  numbers  of  preschool  children  ex- 
amined in  what  they  call  “free  clinics.”  These 
clinics,  it  is  to  be  noted,  are,  as  a rule,  or- 
ganized by  parent-teacher  associations  or 
similar  organizations  with  a common  pur- 
pose ; namely,  to  afford  a health  examination 
for  the  child  about  to  enter  school.  Such  an 
examination  presupposes  the  discovery  of 
anomalies  and  the  correction  of  such  defects 
as  may  lend  themselves  to  correction  and  al- 
low the  youngster  to  enter  school  without 
physical  handicap.  The  school  task,  most  in- 
telligent parents  appreciate,  is  in  itself  a task 
that  requires  the  expenditure  of  energy,  and 
properly  conclude  that  the  healthy  child  is  in 
better  position  to  attend  to  his  work  than  is 
the  youngster  who  has  a physical  handicap. 

That  the  medical  societies  in  these  com- 
munities lend  their  cooperation  and  their 
time  to  these  examinations  is  a natural 
phenomenon  inasmuch  as  the  examinations 
thus  held  serve  an  incentive  to  parental  edu- 
cation on  the  necessity  of  periodical  check- 
ups for  the  growing  child.  Physicians  serving 
on  these  clinics  must  appreciate,  however, 
that  the  thoroughness  of  the  examination  of 
the  individual  child  must  not  be  sacrificed 
for  numbers  brought  to  the  clinics.  A serv- 
ice thus  given  involves  a definite  responsi- 
bility on  the  examiner  and  the  physician 
should  be  aware  of  this  responsibility.  The 
Journal  suggests  that  medical  societies,  in 
endorsing  and  recommending  the  physicians 
to  participate  in  these  clinics,  study  the  inci- 
dences of  defects  noted  and  compare  these 
with  the  percentage  of  corrections  obtained 
on  these  defects.  Unfortunately,  many  par- 
ents fail  to  appreciate  that  the  examinations 

(Continued  on  page  314) 
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Message  from  Your  President 


The  American  Medical  Association,  during 
its  recent  session  in  New  York,  adopted  a 
resolution,  whose  purpose  is  to  cooperate 
with  the  Government  in  its  Preparedness 
Program.  In  conformity  with  this  resolu- 
tion, the  medical  profession  of  the  United 
States  will  immediately  receive  question- 
naires covering  numerous  phases  of  their 
activities,  and  asking  for  a VOLUNTARY  ex- 
pression of  their  wishes  as  to  the  type  of 
service  desired  in  the  event  of  a national 
emergency. 

Nebraska  lies  in  the  Seventh  Corps  Area, 
which  has  for  its  Director,  appointed  by  The 
American  Medical  Association,  our  Delegate, 
Dr.  Roy  W.  Fouts.  Each  State,  in  turn,  has 
a Director  chosen  by  the  American  Medical 
Association,  upon  recommendation  of  a Com- 
mittee, consisting  of  the  President  of  the 
Council,  the  Secretary,  and  the  President  of 


the  State  Association.  The  Director  for  Ne- 
braska is  Dr.  A.  A.  Conrad,  of  Crete. 

Each  Councillor  will  assist  the  Director  in 
expediting  the  prompt  return  of  the  question- 
naires from  his  District.  A return  envelope 
is  enclosed  and  it  is  urged  that  every  physi- 
cian complete  and  mail  the  questionnaire  im- 
mediately upon  its  receipt.  OUR  DIRECTOR 
IS  EXTREMELY  ANXIOUS  THAT  NE- 
BRASKA SHALL  TAKE  THE  LEAD  IN 
THE  PROMPTNESS  AND  IN  THE  COM- 
PLETENESS OF  THE  RETURN.  A few 
minutes’  time  given  promptly  to  our  Govern- 
ment and  to  our  Association  for  this  worth- 
while project  will  be  a real  service  to  our 
Country. 

We  are  confident  of  your  whole-hearted 
cooperation  in  this  important  undertaking. 

Sincere  good  wishes, 

Clayton  F.  Andrews. 


314 


.1. WO  UN  CEMENTS 


Nebr.  S.  M.  Jour. 
August,  1940 


thus  held  are  merely  a prelude  to  securing 
child  efficiency  in  that  they  serve  only  to  dis- 
cover defects  and  by  no  means  include  their 
correction.  Physicians  serving  on  these  clin- 
ics have  an  opportunity  both  of  educating 
the  communities  on  methods  of  health  and 
also  of  affording  benefits  to  the  individual 
child  by  discovering  and  correcting  correct- 
ible  defects. 


SKIN  INFECTIONS  AND  KIDNEY 
DISEASE 

Some  ten  years  ago  the  theory  was  ad- 
vanced that  nephritis  involves  two  factors 
in  its  etiological  mechanism.  First,  the  clini- 
cal focus  of  infection  which  sensitizes  the 
kidney  tissue ; second,  the  precipitating  infec- 
tion which  is  said  to  act  as  a trigger  mechan- 
ism in  producing  kidney  damage  known  clin- 
ically as  acute  hemorrhagic  nephritis.  This 
theory  is  as  tenable  as  most  theories  now  re- 
spected in  the  field  of  nephritis.  Those  of  us 
who  are  finicky  about  terminology  may  prop- 
erly utilize  the  term  “allergy”  in  talking 
about  kidney  sensitivity.  Quibbling  over  term- 
inology, however,  is  of  no  practical  use  in  this 
discussion.  The  fact  is  that  many  cases  of 
nephritis  are  precipitated  by  what  at  times 
appears  as  an  innocent  pyodermia.  Skin  in- 
fections as  a causative  factor  in  the  produc- 
tion of  kidney  disease  is  not  a new  concept.  In 
pediatrics  the  term  impetigo  nephritis  is  gen- 
erally appreciated  for  the  havoc  that  impeti- 
go may  play  in  the  production  of  hemor- 
rhagic kidney  disease.  However,  it  is  well  to 
consider  that  any  skin  condition  of  bacterial 
origin  may  account,  in  some  degree,  for  a 
sensitized  kidney  and  produce  pathological 
alterations  in  that  kidney. 

Futcher*,  in  a recent  issue  of  the  Archives 
of  Internal  Medicine,  discusses  the  subject 
clearly  and  presents  the  cases  of  eleven  pa- 
tients ranging  in  age  between  11  and  60 
years,  where  acute  hemorrhagic  nephritis 
followed  infected  wounds  and  other  infec- 
tions of  the  skin.  Impetigo  plays  an  especial- 
ly important  role  in  precipitating  the  kidney 
disease  among  children. 

*Futcher,  P.  H.,  Archives  of  Internal  Medicine, 
Vol.  65,  p.  1192,  June,  1940. 


Primer  of  Allergy — By  Warren  T.  Vaughan,  M.D., 
with  illustrations  by  John  P.  Tillery;  a guidebook  for 
those  who  are  allergic  and  who  wish  to  find  the  way 
to  health.  This  book  is  written  by  one  who  has  had 
large  experience  in  the  field  of  allergy  and  contains 
140  pages  with  numerous  illustrations.  Published 
by  the  C.  V.  Mosby  Co. 


ANNOUNCEMENTS 


THE  SPEAKERS’  BUREAU 

of  the 

Committee  on  Public  Health  and  Medical  Education 
of  the 

Nebraska  State  Medical  Association 

The  Speakers’  Bureau  of  your  State  Medi- 
cal Association  is  anxious  and  willing  to  help 
in  any  way  possible  to  arrange  programs  for 
County  Medical  Societies  and  lay  organiza- 
tions. A good  many  County  Medical  Socie- 
ties have  availed  themselves  of  the  Bureau’s 
services  during  the  past  year  and  have  re- 
ported that  their  members  have  been  well 
pleased  with  the  programs  arranged. 

It  is  possible  to  supply  individual  speakers 
for  meetings  or  make  up  a program  now  for 
the  entire  calendar  year  1940-1941.  A re- 
quest for  this  service  forwarded  to  The 
Speakers’  Bureau,  1031  Medical  Arts  Build- 
ing, Omaha,  Nebraska,  will  receive  prompt 
attention.  Plans  for  all  meetings  to  be  ar- 
ranged through  the  Bureau  will  be  facilitated 
by  including  the  following  information  with 
request: 

1.  Date(s)  and  time  of  meeting. 

2.  City  in  which  meeting  will  be  held. 

3.  Auditorium  in  which  meeting  will  be  held. 

4.  Do  you  have  lantern  slide  projector,  screen, 
necessary  electrical  outlets,  etc.  (If  not,  the  ma- 
jority of  speakers  can  supply  their  equipment.) 
Please  state  voltage. 

5.  Subjects  for  discussion. 

6.  Type  of  programs  desired — that  is,  one  sub- 
ject, mixed  subjects,  symposium  form,  etc. 

7.  The  names  of  speakers  you  prefer  for  any  one 
of  these  subjects. 

County  Society  Secretaries  and  Program 
Committees  have  an  agency  in  The  Speakers’ 
Bureau  which  should  help  to  lighten  their 
burdens.  It  is  a service  rendered  by  your 
State  Association.  Why  not  use  it? 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

The  Omaha  Mid-West  Clinical  Society  will 
hold  its  Eighth  Annual  Session  October  28th 
to  November  1st,  inclusive,  in  Hotel  Paxton, 
Omaha,  Nebraska. 

Plans  are  rapidly  nearing  completion.  It 
is  felt  by  the  Committees  that  this  year, 
speakers  have  been  obtained  who  will  rank 
most  favorably  with  those  of  the  past  seven 
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years.  Subjects  for  addresses,  lectures,  clin- 
ics and  round  table  discussions  have  been 
carefully  selected.  Scientific  and  technical 
exhibits  will  be  located  on  the  mezzanine 
floor  of  the  hotel. 

One  whole  day,  Friday,  November  1st,  has 
been  set  aside  for  a symposium  on  the  ane- 
mias. The  physicians  taking  part  in  this 
symposium  are  nationally  known  because  of 
their  research  and  clinical  experience  on  the 
subject. 

Remember  the  dates  and  plan  now  to  at- 
tend an  intensive  and  stimulating  five-day 
program. 

The  Society  feels  very  fortunate  in  having 
been  able  to  obtain  the  following  guest  speak- 
ers: 

DERMATOLOGY : Dr.  Samuel  Ayres,  Jr.,  Los  An- 
geles, California. 

EYE,  EAR,  NOSE  AND  THROAT:  Dr.  Harold  I. 
Lillie,  Rochester,  Minnesota. 

GYNECOLOGY  AND  OBSTETRICS:  Dr.  Joseph 

L.  Baer,  Chicago,  Illinois. 

MEDICINE:  Dr.  Frank  H.  Bethell,  Ann  Arbor, 
Mich.;  Dr.  Reginald  Fitz,  Boston,  Mass.;  Dr.  Willis 

M.  Fowler,  Iowa  City,  la.;  Dr.  Frank  J.  Heck, 
Rochester,  Minn.;  Dr.  George  R.  Herrmann,  Galves- 
ton, Tex.;  Dr.  Roy  R.  Kracke,  Decatur,  Ga. 

NEUROLOGY : Dr.  Wendell  S.  Muncie,  Baltimore, 
Maryland. 

ORTHOPEDIC  SURGERY:  Dr.  Paul  C.  Colonna, 
Oklahoma  City,  Oklahoma. 

PEDIATRICS:  Dr.  Horton  R.  Casparis,  Nashville, 
Tennessee. 

RADIOLOGY:  Dr.  John  T.  Murphy,  Toledo,  Ohio. 

SURGERY : Dr.  Verne  C.  Hunt,  Los  Angeles, 
Calif.;  Dr.  William  E.  Ladd,  Boston,  Mass.;  Dr. 
George  M.  Curtis,  Columbus,  Ohio. 

“PERSPECTIVE  IN  PROFESSIONAL  AND 
GENERAL  EDUCATION”:  Dr.  Chauncey  S.  Bouch- 
er, Chancellor,  University  of  Nebraska,  Lincoln,  Ne- 
braska. 


EXAMINATIONS 

American  Board  of  Obstetrics  and  Gynecology 
The  annual  written  examination  and  review  of  case 
histories  (Part  I)  for  Group  B candidates  will  be 
held  in  various  cities  of  the  United  States  and  Cana- 
da on  Saturday,  January  4,  1941,  at  2:00  p.  m.  Can- 
didates who  successfully  complete  the  Part  I exami- 
nations proceed  automatically  to  the  Part  II  exami- 
nations held  later  in  the  year. 

The  following  action  regarding  case  records  to  be 
submitted  by  candidates  taking  the  Group  B,  Part 
I,  examination  was  passed  by  the  Board  at  its  an- 
nual meeting  in  Atlantic  City,  N.  J.,  on  June  6, 
1940:  “Case  records  submitted  by  candidates  must 
be  of  patients  treated  within  four  years  prior  to  the 
date  of  the  candidate’s  application.  The  number  of 
cases  taken  from  one’s  residency  service  should  not 


be  more  than  half  (25)  of  the  total  number  of  fifty 
(50)  cases  required.” 

Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s  of- 
fice not  later  than  October  5,  1940. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  at  Cleve- 
land, Ohio,  immediately  prior  to  the  June,  1941, 
meeting  of  the  American  Medical  Association. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  required 
to  take  the  Part  I and  Part  II  examinations. 

Training  Requirements 

In  response  to  numerous  inquiries  regarding  special 
training  requirements,  the  Board  desires  again  to  an- 
nounce that  there  are  three  methods  of  meeting  these 
requirements  for  admission  to  the  Board  examinations. 
First,  by  the  residency  system;  second,  by  the  partial 
residency  and  partial  assistantship  method;  and  third, 
entirely  by  the  assistantship  or  “preceptorship  meth- 
od.” Details  of  the  residency  requirements  are  given 
in  the  Board  booklet.  The  Board  will  accept  in  lieu 
of  the  formal  residency  service  the  training  acquired 
by  a candidate  serving  on  an  assistant  or  dispensary 
staff  of  an  obstetrical  and  gynecological  division  of 
a recognized  Hospital,  under  the  direction  of  a recog- 
nized obstetrician-gynecologist  (preferably  a Diplo- 
mate).  The  time  required  for  this  type  of  training 
must  be  longer  than  with  the  formal,  more  intensive 
residency  type  of  training,  and  the  allowance  of  time 
depends  upon  the  duties  and  responsibility  given  the 
candidate.  Applicants  lacking  all  formal  special 
training  should  have  a minimum  of  five  years  of  hos- 
pital clinic,  or  assistant  staff  appointments  in  the 
specialty,  under  approved  direction.  Teaching  ap- 
pointments without  accompanying  hospital  staff  or 
clinical  appointments  will  not  satisfy  the  Board  re- 
quirements. A special  form  amplifying  the  original 
application  must  be  filled  out  to  cover  the  details  of 
such  assistantship,  or  preceptorship  type,  of  training. 
The  Board  approves  for  special  training,  work  done 
in  institutions  approved  jointly  by  the  Board  and  by 
the  Council  on  Medical  Education  and  Hospitals  of 
the  A.  M.  A. 


U.  S.  NAVAL  RESERVE  WANTS  PHYSICIANS 

July  15,  1940. 

To  The  Editor, 

Nebraska  State  Medical  Journal: 

I would  like  to  pass  on  to  the  members  of  our 
State  Society  the  following  excerpt  from  a com- 
munication recently  received  from  Headquarters  of 
the  Ninth  Naval  District. 

“In  view  of  the  present  situation  and  the  desire 
of  the  Bureau  of  Medicine  and  Surgery  to  attain 
maximum  efficiency  in  the  Medical  Corps  of  the 
United  States  Naval  Reserve,  your  attention  is  in- 
vited to  the  large  number  of  vacancies  in  the  Medi- 
cal Reserve  Corps,  Volunteer  General  Service  and 
Volunteer  Special  Service  Classes.  The  Bureau  de- 
sires that  an  effort  be  made  to  enroll  a sufficient 
number  of  physicians  to  fill  all  vacancies  now  exist- 
ing.” 

The  age  limitations  for  Appointment  are  21-35 
for  the  General  Service  Classification  and  27-50  for 
the  Special  Service  Classification.  The  latter  classi- 
fication comprises  Specialists  and  those  General 
Practitioners  who  are  above  the  age  limit  (35)  for 
the  Volunteer  General  Service. 

I will  be  glad  to  supply  information  to  any  mem- 
ber of  the  Society  who  may  be  interested. 

J.  J.  Freymann,  Lieut.  Comdr.,  MC-0 
United  States  Naval  Reserve. 
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EXAMINATION  FOR  APPOINTMENT  AS  COM- 
MISSIONED OFFICERS  IN  THE  MEDICAL 
CORPS  OF  THE  U.  S.  NAVY 

The  next  examination  for  doctors  of  medicine  de- 
siring to  enter  the  Medical  Corps  of  the  United 
States  Navy  will  be  held  on  August  19,  1940,  at  the 
following  Naval  Medical  Department  activities: 

U.  S.  Naval  Hospital,  Chelsea,  Massachusetts. 

U.  S.  Naval  Hospital,  Brooklyn,  New  York. 

Norfolk  Naval  Hospital,  Portsmouth,  Virginia. 

U.  S.  Naval  Hospital,  Pensacola,  Florida. 

U.  S.  Naval  Hospital,  San  Diego,  California. 

Naval  Medical  Center,  Washington,  D.  C. 

U.  S.  Naval  Hospital,  Newport,  Rhode  Island. 

U.  S.  Naval  Hospital,  Philadelphia,  Pennsylvania. 

U.  S.  Naval  Hospital,  Charleston,  South  Carolina. 

U.  S.  Naval  Hospital,  Great  Lakes,  Illinois. 

U.  S.  Naval  Hospital,  Mare  Island,  California. 

U.  S.  Naval  Hospital,  Puget  Sound,  Bremerton, 
Washington. 

Granduates  of  Class  “A”  medical  schools  who  have 
had  an  internship  in  a civilian  hospital  and  who  are 
physically  and  professionally  qualified  may  be  com- 
missioned in  the  permanent  Medical  Corps  of  the 
Navy  as  Assistant  Surgeons  with  the  rank  of  lieu- 
tenant (junior  grade).  Applicants  must  be  less 
than  thirty-two  (32)  years  of  age  at  the  time  they 
receive  their  commissions,  citizens  of  the  United 
States,  physically  qualified  for  appointment  as  of- 
ficers in  the  Medical  Corps  and  must  demonstrate 
their  professional  qualifications  by  competitive  writ- 
ten, oral  and  practical  examinations.  The  profes- 
sional examination  will  embrace  the  subjects  of:  (1) 
General  Medicine,  (2)  General  Surgery,  (3)  Obstet- 
rics and  Gynecology,  and  (4)  Preventive  Medicine 
and  Medical  Jurisprudence. 

The  pay  and  allowances  for  Assistant  Surgeons 
with  the  rank  of  Lieutenant  (junior  grade)  in  the 
Medical  Corps  of  the  Navy  is  $2,699  per  year  if  the 
officer  has  no  dependents,  and  $3,158  per  year  if  he 
has  dependents. 

Additional  information  regarding  physical  require- 
ments, etc.,  may  be  obtained  by  addressing  a letter 
to  the  Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment, Washington,  D.  C.  Applications  must  be 
completed  and  received  in  the  Bureau  of  Medicine 
and  Surgery  prior  to  August  1,  1940,  in  order  that 
authorization  may  reach  the  applicant  in  sufficient 
time  for  him  to  appear  for  examination  on  August 
19,  1940. 


NEWS  and  \HEWS 


The  report  on  the  American  Medical  As- 
sociation Assembly  was  submitted  by  Dr.  K. 
S.  J.  Hohlen  of  Lincoln,  member  of  the  House 
of  Delegates  from  Nebraska.  The  first  part 
of  the  report  is  considered  so  timely  that  it 
was  utilized  as  an  editorial.  Dr.  Hohlen 
further  writes  in  connection  with  his  obser- 
vations at  the  last  annual  session  of  the 
American  Medical  Association: 


“Nebraska  was  fortunate  in  having  one  of 
its  delegates  placed  on  this  committee,  Dr.  R. 
W.  Fouts,  of  Omaha. 

“Our  President,  Nathan  B.  Van  Etten’s 
presence  was  felt  on  every  occasion,  showing 
that  he  was  a fit  leader  for  this  great  pro- 
fession in  this  critical  period.  Dr.  Chevalier 
Jackson  was  awarded  the  distinguished  serv- 
ice medal.  Dr.  Frank  Lahey  was  elected 
President-Elect. 

“As  a whole,  the  meeting  was  a huge  suc- 
cess. Over  12,000  registered,  the  largest  in 
our  history.  The  scientific  meetings  and  ex- 
hibits were  well  attended  and  were  high- 
grade  in  character.  The  commercial  exhibits 
were  numerous  and  elaborate.  The  entertain- 
ment for  delegates  was  elegant.  Everything 
connected  with  the  meeting  functioned  with 
clock-like  precision,  under  the  guidance  of 
Dr.  Charles  Gordon  Heyd,  local  Chairman. 
Nebraska  was  also  recognized  by  the  re-elec- 
tion of  Dr.  R.  W.  Fouts  as  Vice  Speaker. 

“San  Francisco  was  chosen  for  the  1943 
meeting.” 


Nebraskans  Who  Registered  at  the  New 
York  Sessions  of  the  American  Medical 
Association  in  June 


A.  E.  Bennett,  Omaha 
R.  Russell  Best,  Omaha 
J.  D.  Bradley,  Pender 
Earl  B.  Brooks,  Lincoln 
Willis  E.  Brown,  Omaha 
R.  H.  Burrell,  Creighton 

I.  W.  Churchill,  Lincoln 
Earl  A.  Connolly,  Omaha 
Edwin  Davis,  Omaha 
Herbert  H.  Davis,  Omaha 

D.  A.  Dowell,  Omaha 
Ben  F.  Ewing,  Omaha 
R.  W.  Fouts,  Omaha 
R.  A.  Frary,  Lincoln 

C.  W.  Guildner,  Kenesaw 
Lynn  T.  Hall,  Omaha 
Edward  R.  Hays,  Omaha 

E.  C.  Henry,  Omaha 
Karl  S.  J.  Hohlen,  Linc’n 
Herman  F.  Johnson,  O’ha 

J.  H.  Judd,  Omaha 
A.  J.  Kafka,  Scotia 
James  Kelly,  Omaha 

J.  C.  Kildebeck,  Emerson 


V.  A.  Lanphier,  Omaha 

V.  E.  Levine,  Omaha 
Grace  Loveland,  Lincoln 
Delia  A.  Lynch,  Omaha 
J.  D.  McCarthy,  Omaha 
Arbor  D.  Munger,  Linc’n 
J.  Harry  Murphy,  Omaha 
F.  W.  Niehaus,  Omaha 
J.  R.  Nilsson,  Omaha 

D.  T.  Quigley,  Omaha 

A.  S.  Rubnitz,  Omaha 

B.  C.  Russum,  Omaha 

D.  D.  Sanderson,  Lincoln 

E.  E.  Simmons,  Omaha 
Kathleen  Sullivan.  O’ha 
L.  L.  Thompson,  W.  Point 
Jas.  E.  M.  Thomson,  L’n 
J.  P.  Tollman,  Omaha 
A.  F.  Tyler,  Omaha 
Ruth  A.  Warner,  Lincoln 
J.  A.  Weinberg,  Omaha 

W.  P.  Wherry,  Omaha 

C.  M.  Wilhelmj,  Omaha 
S.  G.  Zemer,  Lincoln 


The  poem  which  follows  was  composed 
by  C.  Mabel  Ellis,  in  honor  of  the  eigh- 
ty-fourth birthday  of  Dr.  J.  H.  Downing,  a 
practitioner  in  western  Nebraska  since  1880. 
The  latter  part  of  June  Dr.  and  Mrs.  Downing 
celebrated  their  sixtieth  wedding  anniver- 
sary. 
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OUR  DOCTOR 


Our  doctor  knows  all  about  our  little  ills, 

And  just  when,  to  give  us  the  big  brown  pills. 
He  knows  all  of  our  worries,  and  all  our  pet  peeves. 
He  knows  if  we  are  sick,  or  only  have  heaves. 

He  listens  with  patience,  and  stands  near  by, 

As  we  tell  him  we’re  sick,  and  know  we’ll  die. 
Se  he  feels  of  our  pulse,  with  a smile  on  his  face, 
And  then  we  feel  better,  with  very  good  grace. 

He  caters  to  grandma,  bless  her  old  heart, 

He  patches  her  up,  for  another  fresh  start. 

He  helps  all  the  babies,  thru  measles  and  mumps, 
And  keeps  them  all  cooing,  and  out  of  the  dumps. 

He  knows  what  to  do  for  every  ache  and  pain, 
When  our  bones  are  broken,  or  only  a sprain. 
May  God  bless  our  Doctor,  and  give  him  we  pray, 
Many  more  Birthdays,  both  happy  and  gay. 

— Mabel  Ellis. 

— 

The  new  ward  building  in  the  State  Hos- 
pital at  Lincoln  was  opened  the  middle  of 
July.  About  150  patients  are  accommodated, 
relieving  greatly  the  congestion  of  other 
buildings.  These  patients,  it  is  reported,  had 
to  sleep  on  mattresses  on  the  floor,  in  living 
' rooms  and  hallways  of  the  hospital.  The 
hospital  now  has  1,250  patients.  There  are 
190  employes. 


About  50  doctors  from  Omaha,  Lincoln, 
' Norfolk,  Wahoo,  Tekamah,  Blair  and  several 
other  towns  in  the  Fremont  territory  in- 
; spected  Dodge  county  hospital  as  guests  of 
the  Dodge  County  Medical  Association  July 
1 11th.  Beginning  at  1 o’clock,  the  meeting 
included  golf  at  the  Fremont  Golf  club. 


Dr.  H.  Winnett  Orr  of  Lincoln  was  reap- 
pointed by  Governor  Cochran  in  July  to  serve 
on  the  Crippled  Children’s  Committee,  until 
May  21,  1944. 


Dr.  D.  M.  Alderson,  formerly  of  Milford, 
is  now  associated  with  the  State  Health  De- 
partment, doing  public  health  work  in  Scotts- 
bluff. 


This  is  a news  item  culled  from  the  Hast- 
ings Tribune  of  June  21 : 

LINCOLN,  (U.P.) — The  state  supreme  court  to- 
day upheld  the  conviction  of  Dr.  George  F.  Piercy, 
who  was  found  guilty  in  Nuckolls  county  district 
court  of  criminal  abortion. 


Piercy  was  sentenced  to  a one-to-three  year  term 
in  the  state  penitentiary.  Charges  against  him  result- 
ed from  the  death  of  Pauline  Killough,  17,  who  died 
after  an  illegal  operation. 


The  American  Surgical  Supply  Company 
of  Lincoln  was  robbed  in  June.  Surgical  in- 
struments and  other  articles  were  taken. 


According  to  press  reports  Lincoln  has  or- 
ganized a blood  donor  group  for  transfusions 
as  they  become  necessary  in  the  hospitals  of 
the  city.  In  the  last  few  days  of  June,  51 
members  of  the  Knights  of  Columbus  were 
given  Wassermann  tests,  and  their  blood  was 
typed  for  the  purpose  of  availability  in  case 
of  need. 


Psychiatrist  Louis  J.  Karnosh  of  Cleve- 
land, who  last  October  addressed  the  Omaha 
Mid-West  Clinical  Society,  was  shot  by  a dis- 
gruntled patient  early  in  July.  The  injury, 
fortunately,  was  not  serious. 


Lieut.  Col.  Asa  M.  Lehman  has  been  appointed 
professor  of  military  science  and  tactics  at  Jefferson 
medical  college,  Philadelphia.  Col.  Lehman  is  a na- 
tive Nebraskan.  He  was  born  at  Culbertson.  He  is 
a graduate  of  the  University  of  Nebraska,  class  of 
1913.  Col.  Lehman  has  been  in  active  service  of  the 
medical  section  of  the  army  since  1916.  He  has 
more  recently  been  stationed  at  Fort  Bragg,  North 
Carolina.  He  has  also  served  in  the  canal  zone.  He 
served  interneship  in  the  Methodist  hospital  at  Phila- 
delphia. 


Chemistry  in  Medicine — By  the  Chemical  Founda- 
tion, Inc.,  New  York.  A cooperative  treatise  intend- 
ed to  give  examples  of  progress  made  in  medicine 
with  the  aid  of  chemistry,  edited  by  Julius  Steig- 
litz,  Professor  of  Chemistry,  University  of  Chicago 
and  other  advisory  editors.  The  Chemical  Founda- 
tion, Inc.,  85  Beaver  Street,  New  York,  N.  Y. 
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Dr.  Clarence  F.  Bantin  to  Miss  Angeline  Phillips, 
both  of  Omaha,  in  Omaha,  July  14,  1940. 

Dr.  K.  L.  McShane,  formerly  of  Kimball,  now  of 
Loveland,  Colo.,  to  Miss  Della  Jacobson,  at  Love- 
land, June  28,  1940. 

Dr.  W.  C.  Keettel,  Jr.,  to  Miss  Mary  Helen  Shinn, 
both  of  Iowa  City,  in  Waverly,  la.,  June  30,  1940. 

Dr.  Ben  Ewing  to  Miss  Mary  Kline,  both  of  Madi- 
son, at  Madison,  June  26,  1940. 

Dr.  R.  A.  Newton  of  Genoa  to  Mrs.  Helen  Carstens 
of  Chicago,  in  Omaha,  June  29,  1940. 

Dr.  Louis  Nash  to  Mrs.  Madeline  Carey,  both  of 
Hastings,  in  Hastings,  July  6,  1940. 

Dr.  Gordon  Martin  to  Miss  Neva  Cocklin,  both  of 
Lincoln,  in  Lincoln,  June  14,  1940. 


318 


DEATHS— (STATE)  DEPARTMENT  OF  HEALTH 


Nebr.  S.  M.  Jour. 
August.  1940 


DEATHS 

Bryant,  Dewitt  Clinton,  Claremont,  Calif.,  retired, 
born  in  1849,  attended  the  University  of  Wooster 
Medical  Department,  Cleveland,  from  which  he  grad- 
uated in  1875.  Dr.  Bryant  was  for  many  years  an 
ophthalmologist  and  otolaryngologist  in  Omaha  and 
was  associated  with  Drs.  Arnold  and  Bushman.  He 
was  dean  of  Creighton  Medical  School  until  1913 
when  he  moved  to  California  where  he  remained  un- 
til the  time  of  his  death,  June  30,  1940.  Dr.  Bryant 
was  president  of  the  Omaha-Douglas  County  Medical 
Society  in  1888  and  of  the  Nebraska  State  Medical 
Association  in  1913. 


Bennett,  Joseph  L.,  Kearney,  retired,  was  born  in 
Michigan  in  1849,  graduated  from  Eclectic  Medical 
College  in  1873,  practiced  for  some  time  in  Iowa, 
and  in  1888  came  to  Nebraska  where  he  settled  in 
Kearney  and  remained  in  practice  until  1936  when 
he  retired.  Death  came  on  June  6,  1940.  Four  chil- 
dren survive. 


Armstrong,  Robert  Burton,  Papillion,  born  in  1865 
in  Illinois,  graduated  from  Omaha  Medical  College 
in  1894,  practiced  in  Iowa  until  1897  and  came  to 
Papillion,  where  he  remained  until  his  death,  June 
28,  1940.  Dr.  Armstrong  is  survived  by  his  widow 
and  one  sister. 


Bums,  Hiram  Delaney,  Albert  Lea,  Minn.  Dr. 
Burns  w7as  born  in  1889  in  Omaha,  graduated  from 
the  University  of  Nebraska  College  of  Medicine  in 
1914,  and  in  1915  moved  to  Albert  Lea,  Minn.  He 
died  June  19,  1940.  Surviving  are  his  widow7,  a son 
and  three  daughters. 


Pickett,  Ira  M.,  Odell,  retired,  born  in  1852  in  Illi- 
nois, graduated  from  Indiana  Medical  College  in 
1878,  came  to  Nebraska  about  sixty  years  ago  and 
practiced  in  Gage  County  since  that  time,  and  until 
he  retired  in  1937.  About  a year  ago  the  Gage  Coun- 
ty Medical  Society  awarded  a medal  to  the  doctor 
for  serving  the  community  more  than  fifty  years. 
Death  occurred  June  18,  1940.  There  are  no  close 
survivors. 


Muir,  James  G.,  Milford,  born  in  1877;  graduated 
from  Lincoln  Medical  College,  (Eclectic)  in  1898. 
Practiced  at  Milford  for  thirty-five  years  and  served 
as  major  in  the  Medical  Corps  of  the  U.  S.  Army 
in  the  World  War.  Died  in  Veterans  Hospital,  Lin- 
coln, June  30,  1940. 


The  Journal  records  with  sorrow  the  death,  on 
July  10,  1940,  at  the  age  of  58  years,  of  Dr.  Austin 
A.  Hayden,  secretary  of  the  Board  of  Trustees  of  the 
American  Medical  Association,  and  a former  presi- 
dent of  the  Association.  Dr.  Hayden  at  one  time  at- 
tended Creighton  University  Medical  School. 


One  of  the  needs  for  the  control  of  tuberculosis 
today  is  for  greater  emphasis  on  extent  of  the  disease 
and  less  on  its  declining  death  rate.  Rice,  John  L., 
M.  D.,  N.  Y.  City  Dept,  of  Health. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


June 

1940 

May 

Total 
to  Date 

June 

1939 

Total 

May  to  Date 

Chicken  pox 

. 78 

119 

667 

24 

73 

811 

Diphtheria 

9 

7 

48 

4 

6 

68 

Influenza 

0 

0 

33 

10 

16 

140 

Measles 

. 63 

75 

874 

454 

1210 

3839 

Meningitis,  C.  S.  . 

1 

0 

6 

1 

0 

10 

Poliomyelitis 

2 

0 

2 

2 

0 

5 

Scarlet  fever 

. 40 

47 

463 

31 

96 

810 

Smallpox 

4 

8 

23 

21 

19 

197 

Tuberculosis 

_ 28 

15 

108 

10 

22 

91 

Tvphoid  fever 

4 

1 

6 

2 

1 

9 

Whooping  cough  _ 

76 

40 

249 

97 

78 

279 

Gonorrhea 

_ 49 

67 

292 

60 

31 

321 

Syphilis 

. 55 

109 

405 

56 

67 

392 

JUNE,  1940,  MORBIDITY  BY  COUNTIES 
Detailed 


Chicken  Pox 

Adams 8 

(Hastings  8) 

Cuming  2 

Deuel  1 

Douglas  9 

(Omaha  9) 

Frontier  1 

Gage  1 

(Beatrice  1) 

Hall 3 

(Grand  Island  3) 

Lancaster  8 

(Lincoln  8) 

Lincoln  7 

(North  Platte  7) 

Pavmee 1 

Phelps 2 

Platte  7 

Saline  27 

Scotts  Bluff 1 

Diphtheria 

Dawson 1 

Douglas  7 

(Omaha  7) 

Thurston  1 

Measles 

Adams  1 

(Hastings  1) 

Burt  1 

Douglas  39 

(Omaha  39) 

Hall 1 

(Grand  Island  1) 

Keith 3 

Lancaster 6 

(Lincoln  6) 

Platte  2 

Saline  1 

Scotts  Bluff 7 

Webster  2 

Meningitis,  C.  S. 

Scotts  Bluff 1 

Poliomyelitis 

Douglas  2 

(Omaha  2) 

Scarlet  Fever 

Adams  2 

(Hastings  2) 

Antelope 1 

Banner  1 

Box  Butte 1 

Butler  1 


Clay  1 

Dawres 1 

Dawson 1 

Douglas  7 

(Omaha  7) 

Franklin 1 

Kearney  2 

Knox 2 

Lancaster 9 

(Lincoln  9) 

Madison  1 

Morrill  5 

Pawmee 1 

Pierce  1 

Saline  2 

Smallpox 

Keith 3 

Pierce  1 

Tuberculosis 

Box  Butte 2 

Brown 2 

Dodge  2 

Douglas  4 

Fillmore 1 

Hall 1 

Harlan  1 

Holt 1 

Lancaster 4 

Madison  1 

Morrill  1 

Perkins 1 

Saunders  1 

Thurston 0 

Typhoid  Fever 

Douglas  2 

(Omaha  2) 

Rock  1 

Wayne  1 

Whooping  Cough 

Adams  2 

(Hastings  2) 

Arthur  10 

Deuel  2 

Douglas  7 

(Omaha  7) 

Gage  1 

(Beatrice  1) 

Keith  3 

Lancaster 5 

(Lincoln  5) 

Madison  2 

Platte  13 

Saline  26 

Scotts  Bluff 5 
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PROCEEDINGS  OF  SESSIONS  OF  THE  HOUSE 
OF  DELEGATES  APRIL  22-25  IN  OMAHA 
(Continued  from  July  Issue) 

GENTLEMEN : On  April  28,  1939,  your  President, 
Dr.  A.  L.  Miller,  appointed  the  following'  men  to  the 
Venereal  Disease  Committee  of  the  Nebraska  State 
Medical  Association,  namely: 

Dr.  A.  D.  Munger,  Lincoln,  Chairman 
Dr.  J.  A.  Borghoff,  Omaha 
Dr.  Donald  J.  Wilson,  Omaha 
This  committee  convened  on  various  occasions  to 
establish  plans  and  discuss  methods  for  conducting 
the  desired  educational  campaign.  The  committee 
reviewed  the  report  of  the  activities  of  this  same 
committee  of  the  Association  for  1938.  Doctor  Zim- 
merer  and  Doctor  Palmer  were  appointed  by  the 
Chairman  as  members  ex-officio  of  this  committee, 
in  order  to  obtain  their  advice. 

It  was  deemed  by  your  committee  inadvisable  to 
carry  on  such  an  extensive  campaign  as  was  done  in 
1938,  and,  also,  it  was  felt  that  for  the  lay  meetings 
it  would  be  preferable  to  establish  our  audiences 
among  the  high  school  and  junior  college  people  in 
so  far  as  possible. 

It  was  noted  by  your  committee  that  the  previous 
existing  committee  had  rather  relegated  their  activi- 
ties to  the  Chairman  of  the  Speakers’  Bureau,  who 
in  conjunction  with  Doctor  Zimmerer,  of  the  Depart- 
ment of  Health,  Division  of  Venereal  Diseases,  ori- 
ented and  conducted  the  campaign. 

At  the  request  of  the  Medical  and  Public  Health 
Education  Committee,  the  activities  of  the  Nebraska 
State  Medical  Association  Venereal  Disease  Commit- 
tee were  consolidated  with  those  of  the  Venereal  Dis- 
ease Division  of  the  Department  of  Health.  This 
was  done  upon  assurances  from  the  Chairman  of  the 
Medical  and  Public  Health  Education  Committee  that 
there  were  sufficient  funds  to  carry  on  a campaign, 
and  letters  were  sent  out  to  the  secretaries  of  the 
various  component  medical  societies  of  the  state  with 
a request  for  a meeting  with  the  society  and  that  the 
secretary  arrange,  if  possible,  for  a meeting  with 
the  high  school  or  high  schools  in  the  district.  Such 
letters  were  sent  to  thirty-four  component  medical 
societies  in  the  state,  and  for  the  most  part  the  sec- 
retaries and  other  officers  of  the  component  medical 
societies  were  very  cooperative,  and  subsequent  pro- 
fessional and  lay  meetings  or  a lay  meeting  alone 
was  arranged.  In  certain  instances,  however,  defi- 
nite obstruction  was  met  from  the  societies,  stating 
that  their  experiences  along  this  line  of  education 
had  not  been  good  during  the  previous  campaign, 
and  they  did  not  desire  it  repeated.  In  these  in- 
stances there  seemed  to  be  hesitancy  on  the  part  of 
the  superintendents  of  schools  to  have  the  venereal 
disease  question  discussed. 

Your  committee  was  confronted  with  the  extreme 
difficulty  of  getting  local  speakers  for  venereal  dis- 
ease subjects.  Other  than  for  two  or  three  individu- 
als who  accepted  assignments,  the  remainder  were 
reluctant  to  speak  because  they  were  afraid  it  would 
reflect  upon  their  national  standing,  and  they  did  not 
care  to  be  identified  with  the  venereal  disease  cam- 
paign. Six  physicians,  other  than  Doctor  Frary  of 
the  Venereal  Disease  Division  of  the  State  Depart- 
ment of  Health,  accepted  assignments  and  did  a very 
creditable  piece  of  work.  Doctor  Frary  kept  in  close 
touch  at  all  times  with  this  committee,  showing  pic- 


tures and  talking  in  conjunction  with  the  assigned 
speaker  on  all  assignments.  The  men  who  accepted 
these  arduous  assignments,  and  especially  Doctor 
Frary,  should  receive  the  commendation  of  the  Ne- 
braska State  Medical  Association  for  their  efforts. 

The  following  is  a list  of  the  towns  in  which  lec- 
tures were  given  to  the  lay  as  well  as  professional 
groups.  It  will  be  noted  that  there  are  five  remain- 
ing lectures  to  be  given  in  the  under  named  towns 
before  this  program  will  be  completed: 

March  18,  Nebraska  City:  High  School  boys  160, 
High  School  girls  190,  Otoe  County  Medical  Society 
14 — D.  J.  Wilson,  R.  A.  Frary. 

March  19,  Norfolk:  High  School  800,  Madison  Six 
County  Medical  Society  28 — R.  B.  Palmer,  R.  A. 
Frary. 

Mar.  26,  Auburn:  High  School  230,  Nemaha  Coun- 
ty Medical  Society  11 — P.  Adams,  R.  A.  Frary. 

Mar.  29,  Liberty:  High  School  72,  Men’s  Club  35 — 
R.  A.  Frary. 

Apr.  2,  Seward:  High  School  325,  Seward  County 
Medical  Society  8 — R.  B.  Palmer,  R.  A.  Frary. 

Apr.  3,  Beatrice:  Senior  High  School  600.  Gage 
County  Medical  Society  19 — D.  J.  Wilson,  R.  A. 
Frary. 

Apr.  8,  West  Point:  High  School  215,  Girls’  Ath- 
letic Club  75,  Community  Club  60 — R.  A.  Frary. 

April  10,  Omaha:  (Urban  League)  High  School 
Age  185,  Adult  Group  50 — R.  A.  Frary. 

April  11,  Hebron:  Junior  College  75,  High  School 
235,  Blue  Valley  Medical  Society  7 — A.  A.  Conrad, 
R.  B.  Palmer,  R.  A.  Frary. 

April  18,  Exeter:  High  School  13,  Saline-Fillmore 
County  Medical  Society  10 — A.  A.  Conrad,  A.  D. 
Munger,  R.  A.  Frary. 

The  following  meetings  have  been  scheduled  to 
complete  the  committee’s  work  for  the  year  1939-40: 

Apr.  30,  Lincoln:  Men’s  Club,  Holy  Trinity  Episco- 
pal Church. 

May  1,  Hastings:  Adams  County  Medical  Society. 

May  2,  Ord:  High  School  and  Valley  Medical  So- 
ciety. 

May  8,  Columbus:  High  School,  Platte  Loup  Medi- 
cal Society. 

May  16,  Aurora:  Business  Women’s  Club. 

In  this  six  weeks’  efforts  3,437  lay  auditors  and 
97  physicians  have  been  reached.  The  educational 
film  on  syphilis,  “Let’s  Open  Our  Eyes,”  has  been 
shown  17  times.  2,675  copies  of  the  Social  Hygiene 
Manual  have  been  distributed.  It  is  estimated  that 
at  least  1,000  lay  auditors  can  be  added  to  those  al- 
ready spoken  to  when  this  program  is  completed. 


TUBERCULOSIS  ABSTRACTS 

BRONCHOSCOPY  IN  TUBERCULOSIS 

Bronchoscopy  is  not  contraindicated  except  in 
cases  of  (1)  acute  laryngeal  tuberculosis;  (2)  recent 
extensive  hemorrhage;  (3)  far  advanced  tuberculosis 
with  toxemia  and  cachexia.  Even  these  contraindi- 
cations may  be  considered  only  relative  in  isolated 
cases.  Bronchoscopy  in  the  tuberculous  is  now  an 
accepted  procedure  by  many  phthisiologists  and 
bronchoscopists. 
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The  indications  for  bronchoscopy  have  been  list- 
ed (1)  as  a diognostic  procedure  for  differential  di- 
agnosis; (2)  as  a diagnostic  study  in  proved  cases 
of  tuberculosis  with  certain  signs  and  symptoms; 
(3)  to  assist  in  carrying  out  endobronchial  proce- 
dures, such  as  the  instillation  of  opaque  media  or  for 
therapeutic  purposes. 

Tracheobronchial  Tuberculosis 

There  are  apparently  two  methods  of  the  develop- 
ment of  tuberculous  tracheobronchial  lesions;  by  con- 
tinuity through  direct  extension  from  neighboring 
structures  as  through  the  lymphatics,  and  by  the  im- 
plantation of  bacillary  sputum  on  the  mucosa.  Sev- 
eral types  of  lesions  have  been  observed,  namely,  (1) 
the  diffuse  and  nodular  mucosal  or  submucosal  le- 
sion, (2)  ulcerative  lesions,  (3)  fibrostenotic  lesions, 
and  various  combinations  of  these. 

A wide  variation  in  incidence  has  been  reported  by 
various  writers.  One  group  of  workers  found  tuber- 
culous tracheobronchial  lesions  in  41%  of  autopsies 
of  tuberculous  cases  and  another  worker  reports 
only  4.4%  tuberculous  lesions  in  the  major  bronchi. 

The  development  of  the  bronchoscope  has  stimulat- 
ed the  study  of  tuberculous  tracheobronchitis  in  the 
living,  not  only  from  the  diagnostic  viewpoint,  but 
also  in  relationship  to  pulmonary  disease,  as  well  as 
with  regard  to  the  therapy  of  the  local  lesion. 

The  symptoms  of  tracheobronchial  tuberculosis 
are  wheezing  or  asthmatoid  attacks,  paroxysmal  at- 
tacks of  intractable  coughing  with  production  of  var- 
iable amounts  of  thick  tenacious  sputum  at  different 
intervals,  dypsnea  out  of  proportion  to  vital  capacity 
with  inspiratory  stridor,  cyanosis,  constant  clearing 
of  the  throat,  persistently  positive  sputum  in  the  ab- 
sence of  other  evidence  of  pumonary  tuberculosis  and 
intermittent  atelectasis.  It  is  apparent,  in  view  of 
the  experience  of  many  and  the  recent  extensive  lit- 
erature, that  these  cases  should  be  bronchoscoped  be- 
fore any  major  surgical  procedure  for  diagnostic  rea- 
sons, as  well  as  for  therapeutic  relief.  It  is  also 
true  that  bronchoscopy  should  only  be  considered  as 
a supplemental  part  of  the  complete  examination  of 
the  patient.  It  also  should  be  stressed  that  broncho- 
scopy should  only  be  done  by  trained  hands.  A 
thorough  knowledge  of  the  anatomy  of  the  structures 
involved  is  essential.  It  should  be  unnecessary  to 
emphasize  again  that  gentleness  is  of  extreme  im- 
portance, and  that  psychic  as  well  as  physical  trauma 
of  the  patient  must  be  avoided. 

After  describing  the  bronchoscopic  appearance  of 
lesions,  treatment  procedures  and  other  considera- 
tions discussed  by  various  writers,  the  authors  offer 
their  own  experiences.  For  the  past  two  years  all 
patients  admitted  to  the  Monterey  County  Sanitori- 
um  have  been  routinely  studied  by  bronchoscopy,  un- 
less definitely  contraindicated.  Criteria  were  rigid 
and  the  findings  of  one  observer  were  checked  by  the 
other.  In  a series  of  53  cases  definite  tuberculous 
tracheobronchitis  was  found  in  37%.  Nearly  all  of 
the  lesions  were  early  mucosal  and  submucosal  and 
most  showed  definite  visible  tubercle  formation. 
The  majority  were  on  the  posterolateral  and  poster- 
medial  walls  of  the  main  bronchi  on  the  side  of  the 
pulmonary  lesion.  In  only  3 of  20  definite  cases 
were  there  symptoms.  All  cases  have  been  treated 
by  local  applications  of  30%  silver  nitrate,  and  all 
but  one  case  have  shown  improvement  on  repeated 
examination  and  treatment,  with  apparent  definite 


healing  in  6.  Healing  has  been  interpreted  by  a 
flattened  and  normal  appearing  mucous  membrane 
at  the  site  of  the  previous  lesion.  In  one  other  case 
a recurrence  of  the  tracheobronchial  ulceration  oc- 
curred three  months  after  there  was  apparently  defi- 
nite healing.  Several  cases  with  negative  findings 
have  been  bronchoscoped,  subsequent  to  collapse  pro- 
cedures, for  check-up  on  persistently  positive  sputum 
and  no  bronchial  lesion  was  found. 

There  were  no  complications  attributable  to  bron- 
choscopy and  no  apparent  ill  effects  in  over  100  ex- 
aminations. Patients  accept  bronchoscopy  as  a mat- 
ter of  routine.  Carefully  performed  bronchoscopy  is 
a relatively  simple  procedure  which  carries  practical- 
ly no  risk,  and  yields  a considerable  amount  of  valu- 
able information. 

Routine  Bronchoscopy  in  Tuberculosis  by  John  C. 
Sharp  and  C.  B.  Gorham,  Amer.  Review  of  Tuber., 
Vol.  XLI,  No.  6,  June  1940. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  Harry  A.  Lotman  has  been  appointed  city  phy- 
sician at  Lincoln. 

Dr.  Nancy  Catania,  Omaha,  is  taking  a month’s 
vacation  in  California  and  Oregon. 

Dr.  R.  E.  Harry  has  returned  to  York  after  taking 
post-graduate  work  in  Philadelphia. 

Dr.  L.  H.  Hoevet  of  Chadron  is  taking  two  months 
post-graduate  work  at  Harvard  University. 

Dr.  Gregory  L.  Endres,  Omaha,  announces  the 
opening  of  his  offices  at  915  Medical  Arts  Bldg. 

Dr.  George  Pugsley,  Jr.,  Bayard,  has  been  ap- 
pointed junior  surgeon  on  the  Women’s  Hospital  in 
Detroit. 

Dr.  Neville  Joyner,  who  has  been  practicing  in 
Friend  for  the  past  ten  years  is  now  located  at  Ft. 
Dodge,  la. 

Drs.  Clayton  Andrews,  Harry  Flansburg,  and  A. 
D.  Munger,  Lincoln,  recently  enjoyed  a week-end  of 
fishing  at  Stuart. 

Dr.  Alfred  Stappenbeck,  son  of  Dr.  and  Mrs.  Paul 
Stappenbeck,  Brock,  has  become  associated  with  Dr. 
H.  S.  Heim  at  Humboldt. 

Dr.  and  Mrs.  Theo.  A.  Peterson,  Holdrege,  spent 
several  weeks  attending  a convention  of  Rotary  In- 
ternational at  Havana,  Cuba,  in  June. 

Dr.  Charles  McMartin,  Omaha,  attended  the  an- 
nual meeting  of  the  American  Urological  Association 
at  Buffalo,  N.  Y.,  the  latter  part  of  June. 

Dr.  John  E.  Gilmore,  Plattsmouth,  has  been  ap- 
pointed aviation  surgeon  in  the  U.  S.  Army  and  will 
be  stationed  at  March  Field,  near  Los  Angeles. 

Appointment  of  Dr.  John  M.  Thomas  as  an  in- 
structor in  pediatrics  at  Creighton  School  of  Medi- 
cine has  been  announced  by  Dean  Charles  M.  Wil- 
helmj. 

Dr.  W.  F.  Novak  and  Dr.  Maurice  M.  Steinberg 
announce  the  opening  of  their  offices  at  813  Medical 
Arts  Bldg.,  Omaha,  practice  limited  to  urology.  Dr. 
Novak,  who  has  practiced  in  Howells,  Nebr.,  for  ten 
years,  comes  to  Omaha  from  John  Gaston  Hospital, 
Memphis,  Tenn.,  and  Dr.  Steinberg  from  Hillman 
Hospital,  Birmingham,  Ala. 
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every  infant’s  diet.  The  addition  of  carbohydrate  cannot  compensate 


for  the  absence  of  a sufficient  amount  of  a suitable  fat. 


Yes,  Some  Fats  Do  Upset  Them.  Yet  a proper  fat  is  an  essential  part  of 


Are  Yon 
FEEDING 


a Suitable 

FAT? 


4- 


SMA  fat  resembles  human  milk  fat — has  the  same  chemical  and  physical 
characteristics.  And  because  SMA  fat  is  like  human  milk  fat  the  SMA 
carbohydrate  is  lactose,  the  only  sugar  present  in  human  milk. 


The  percentages  of  fat,  protein,  carbo- 
hydrate and  ash  are  the  same  as  those  in 
human  milk  and  when  prepared  accord- 
ing to  the  physician’s  directions  SMA  is 
essentially  similar  to  human  milk. 


Therefore,  SMA  may  be  fed  to  normal 
full-term  infants  without  modification  or 
change  for  the  same  reason  that  it  is  not 
necessary  to  modify  human  milk. 


Normal  infants  relish  SMA — digest  it  easily  and  thrive  on  it. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILL. 
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SILVER  PICRATE 


HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  S BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 


TENTH  MEETING  OF  THE  BIOLOGICAL 
PHOTOGRAPHIC  ASSOCIATION 

The  tenth  annual  convention  of  the  Biological 
Photographic  Association  will  be  held  at  the  Hotel 
Schroeder,  Milwaukee,  Wisconsin,  September  12,  13 
and  14.  This  society  is  interested  in  the  further 
study  of  photography  as  applied  to  the  biologic  sci- 
ences, and  the  improvement  of  its  technic.  Scientific 
photographers  from  all  parts  of  the  country  will 
meet  to  exchange  ideas  and  information  on  still  and 
motion  picture  photography  as  well  as  the  latest 
deevelopments  in  color  work.  Formal  papers  will 
be  presented  outlining  new  methods  of  technic,  and 
there  will  be  informal  round-table  discussions  which 
wall  be  especially  instructive.  Commercial  firms  spe- 
cializing in  the  manufacture  of  scientific  photog- 
raphic apparatus  and  materials  will  exhibit  and  ex- 
plain the  use  of  their  products.  A salon  consisting 
of  natural  color  and  monochrome  prints  of  biologic 
and  clinical  subjects  will  illustrate  a very  fine  de- 
gree of  perfection  in  biologic  photography. 

During  the  past  year  the  B.  P.  A.  has  offered  its 
cooperation  to  the  United  States  War  Department 
in  connection  with  a plan  to  organize  clinical  illus- 
tration units  in  the  medical  division  in  time  of  war. 
A questionnaire  formulated  by  the  War  Department 
has  already  been  distributed  and  a complete  discus- 
sion will  be  in  order  at  the  September  meeting. 

The  membership  of  the  Biological  Photographic 
Association  is  composed  of  professional  clinical  and 
biologic  photographers  as  well  as  physicians,  den- 
tists and  scientists  who  are  interested  in  this  spe- 
cialized branch  of  photography.  A quarterly  journal 


is  published  containing  articles  of  vital  interest  to 
the  biologic  photographer.  The  society  also  circu- 
lates albums  dealing  with  specialized  photographic 
technics  and  travelling  salons  for  exhibition  pur- 
poses. These  travelling  salons  are  made  up  of  se- 
lected prints  from  the  annual  meetings  and  make 
excellent  exhibit  material  for  various  scientific  con- 
ventions. At  the  end  of  a year  the  prints  are  re- 
turned on  request  to  exhibitors. 

In  view  of  the  growing  interest  in  medical  and 
biologic  photography  the  next  annual  meeting  prom- 
ises to  be  especially  stimulating  and  successful. 
Anyone  interested  in  this  subject  is  welcome  to  at- 
tend the  meetings  and  to  submit  prints  for  the  salon. 

Further  information  concerning  the  convention 
program,  salon  specifications  and  membership  in  the 
society  may  be  had  by  writing  to  the  Secretary  of 
the  Biological  Photographic  Association,  University 
Office,  Magee  Hospital,  Pittsburgh,  Pa. 


Clinical  Laboratory  Methods  and  Diagnosis — By 
R.  B.  H.  Gradwohl,  M.D.,  Director  of  the  Gradwohl 
Laboratories  and  Gradwohl  School  of  Laboratory 
Technique;  formerly  Director  of  Laboratories,  St. 
Louis  County  Hospital;  Pathologist  to  Christian 
Hospital;  Director,  Research  Laboratory,  St.  Louis 
Metropolitan  Police  Department,  St.  Louis,  Mo.; 
Commander,  Medical  Corps,  Fleet,  United  States 
Naval  Reserve.  492  illustrations  in  the  text  and  44 
color  plates.  A textbook  on  Laboratory  Procedures 
with  their  interpretation.  1607  pages,  including  in- 
dex. The  C.  V.  Mosby  Company,  St.  Louis,  Mo., 
publishers. 
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^£>7 /or  SURGICAL 

COMPANY,  Inc. 

Physicians  - Nurses 
Hospital  - Sick  Room 

SUPPLIES 

Medical  Arts  Building,  Omaha,  Nebr. 

Phone  ATlantic  5825 


^[Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


A tten  tion  4 ‘ Doctors 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


Lincoln’s  Largest  Garage 
Open  Day  and  Nite 

TIRES  - BATTERIES 

Kinsey  Tire  & Parking  Co. 

1400-M  2-6784 


CLASSIFIED 


FOR  SALE — Instruments  and  splints,  many 
new;  X-Ray  parts  and  accessories;  quartz 
lamps;  private  sale  on  approval.  List  furnish- 
ed. Box  B,  Nebr.  State  Medical  Ass’n,  416 
Federal  Securities  Bldg.,  Lincoln,  Nebraska. 


PHYSICIANS  NEEDED  FOR  ARMY  SERVICE 

The  physician,  like  every  other  American,  has  be- 
come actively  interested  in  our  national  security  and 
stands  ready  to  contribute  his  services  as  required 
for  military  preparedness. 

The  immediate  problem  in  this  connection  is  one 
that  concerns  the  War  Department,  and  primarily 
the  young  physician.  The  War  Department  must 
procure  sufficient  additional  personnel  from  the 
medical  profession  to  augment  the  medical  services 
of  the  Regular  Army  as  the  various  increases  are 
made  in  the  strength  of  the  Regular  Army,  as  au- 
thorized by  Congress  to  meet  the  partial  emergency. 
The  young  physician  is  especially  concerned  because 
it  is  usually  advantageous,  and  is  often  more  con- 
venient for  him  to  serve  with  the  Army. 

Present  plans  of  the  War  Department  are  designed 
to  make  service  attractive  and  instructive  for  the 
young  physician.  If  the  physician  holds  a Medical 
Corps  Reserve  commission  he  can  be  ordered  to  ac- 
tive duty  if  he  so  requests.  If  he  does  not  hold  a 
commission,  but  is  under  35  years  of  age  and  is  a 
comparatively  recent  graduate  of  an  accredited 
school,  he  may  secure  an  appointment  in  the  Medical 
Corps  Reserve  for  the  purpose  of  obtaining  extended 
active  duty  for  a period  of  one  year  or  longer.  Duty 
is  given  at  General  Hospitals,  Station  Hospitals,  and 
with  Tactical  Units,  and  embraces  all  fields  of  gen- 
eral and  specialized  medicine  and  surgery.  Excellent 
post-graduate  training  is  obtainable  in  connection 
with  Aviation  Medicine.  After  serving  6 months 
of  active  duty  in  the  continental  United  States,  a 
Reserve  officer  may  request  duty  in  Hawaii,  Pana- 
ma, or  other  United  States  territories  and  posses- 
sions. The  initial  period  for  duty  is  for  one  year 
and  yearly  extensions  are  obtainable  thereafter  un- 
til the  international  situation  becomes  more  clari- 
fied and  our  domestic  military  program  becomes 
stabilized. 

Many  young  doctors  who  have  served  with  the 
Army  on  extended  active  duty  have  taken  the  com- 
petitive examination  for  entrance  into  the  Medical 
Corps  of  the  Regular  Army.  Extended  active  duty 
affords  an  excellent  opportunity  for  the  physician  to 
observe  modern  military  medicine  and  the  facilities 
that  exist  for  a complete  and  comprehensive  medical 
practice. 

Pay  is  according  to  rank,  and,  including  subsis- 
tence and  quarters  allowances  for  an  officer  with  de- 
pendents, amounts  to  an  annual  sum  of  $3,905  for  a 
Captain  and  $3,152  for  a First  Lieutenant;  or,  with- 
out dependents,  to  an  annual  sum  of  $3,450  for  a 
Captain  and  $2,696  for  a First  Lieutenant.  In  ad- 
dition, reimbursement  is  made  for  travel  to  duty  sta- 
tion and  return. 

Further  information  may  be  obtained  by  writing 
to  The  Surgeon  General,  U.  S.  Army,  Washington, 
D.  C. 
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GROUP  M.  D.  PRACTICE 
From  North  Platte  Telegraph 

Charging  that  200,000  persons  are  dying  needless- 
ly in  the  United  States  each  year  and  that  count- 
less others  are  stiuggling  along  with  curable  ail- 
ments as  a direct  result  of  the  outmoded  fee  system 
of  private  medical  practice,  Dr.  Hugh  Cabot,  famous 
surgeon  of  the  Mayo  Clinic,  makes  a strong  plea  for 
group  practice  on  an  annual  fee  basis  in  a signed 
article  in  The  American  Magazine. 

“Most  of  the  trouble  with  medicine  today  comes 
from  the  system  of  private  practice,”  Dr.  Cabot 
writes,  “with  a separate,  sometimes  staggering  fee 
for  each  service  your  doctor  performs.  It  is  this 
system  which  is  keeping  the  patients  home  in  droves 
while  the  Doctors  are  wondering  how  to  pay  their 
rent;  and  it  is  this  system  which  organized  medicine 
is  defending  to  the  last  ditch  with  the  reactionary 
tactice  of  a shortsighted  labor  union. 

“As  a doctor  I am  appalled  at  the  inadequate, 
inferior,  and  terribly  expensive  care  that  the  Amer- 
ican people  are  receiving  today.  Two  hundred  thou- 
sand people  are  dying  needlessly  in  this  country 
every  year.  Heaven  knows  how  many  others  are 
struggling  along  with  ailments  that  need  treatment, 
diseases  that  can  be  cured.  Certainly  75  per  cent  of 
our  population  is  missing  out  on  care  and  cures 
which  discoveries  of  the  last  50  years  have  made 
possible.” 

In  order  to  combat  what  he  terms  inadequate  serv- 
ice Dr.  Cabot  recommends  that  we  have  group  prac- 
tice on  an  annual  fee  basis.  Dr.  Cabot  is  undoubted- 
ly a skilled  surgeon,  or  he  would  not  be  holding  the 
position  he  does,  but  he  will  find  many  people  who 
do  not  agree  with  him  on  his  proposal. 

The  old  family  doctor  and  personal  physician,  who 
has  done  more  than  his  share  in  the  building  of  this 
country,  would  be  done  away  with  and  in  his  place 
more  regimentation  would  be  added.  Instead  of 
tending  to  make  more  efficient  doctors  such  a plan 
would  have  a directly  opposite  effect,  for  private 
initiative,  personal  contacts  and  analysis  would  not 
work  so  well  in  a group  as  in  individual  cases  es- 
pecially in  the  age  of  highly  trained  specialization. 
Voluntary  group  practice  under  certain  conditions  in 
different  parts  of  the  country  is  one  thing.  Nation- 
al compulsory  group  practice  is  quite  another. 

We  have  made  many  mistakes  in  regimentation 
but  don’t  let  us  ever  be  guilty  of  trying  to  regiment 
the  medical  profession. 


How  to  Conquer  Constipation — By  J.  F.  Montague, 
M.  D.,  Editor-in-Chief  of  “Health  Digest;”  Medical 
Director,  New  York  Intestinal  Sanitarium;  Ameri- 
can Association  for  the  Advancement  of  Science; 
American  Society  for  the  Control  of  Cancer;  late  of 
University  and  Bellevue  Hospital  Medical  College; 
Fellow  American  Medical  Association;  Fellow  New 
York  Pathological  Society;  sometime  Fellow  in  New 
York  Academy  of  Medicine  and  American  College  of 
Surgeons.  This  book  is  a series  of  answers  to 
questions  which  have  occurred  with  frequency  in  the 
practice  of  a specialist  in  intestinal  ailments.  244 
pages.  J.  B.  Lippincott  Co.,  publishers.  Price  S1.50. 
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Clinical  and  Roentgenological  Manifestations  of 

Low  Back  Pain" 

IRA  H.  LOCKWOOD,  M.  D.,  F.  A.  C.  R. 

Kansas  City,  Mo. 


Low  back  pain  is  of  frequent  occurrence 
and  forms  a part  of  a symptom  complex. 
The  subject  is  still  far  from  settled,  although 
year  by  year  knowledge  of  the  condition  im- 
proves. Many  theories  have  been  presented 
regarding  the  underlying  pathology.  Steind- 
ler(1>  divides  it  into  two  types.  First,  the 
pain  which  is  referred  from  pathological  pro- 
cesses elsewhere  than  in  the  spine.  Second, 
the  pain  due  to  regional  disturbances  of  the 
lumbar  spine,  sacro-iliac  sychondroses  and 
the  pelvis,  or  to  the  structures  immediately 
surrounding  these  skeletal  areas. 

The  following  congenital  anomalies(2)  are 
so  frequently  encountered  that  the  roentgen- 
ologist in  making  his  report  will  often  be 
tempted  to  give  them  no  more  than  passing 
notice,  inasmuch  as  their  casual  relationship 
to  low  back  pain  has  not  been  proven: 

1.  Slightly  bifid  posterior  spinous  pro- 
cesses of  the  fifth  lumbar  vertebra  on  the 
upper  sacral  segment. 

2.  Lumbarization  of  the  fifth  lumbar 
vertebra,  unilateral  or  bilateral. 

3.  Sacralization  of  the  fifth  lumbar  verte- 
bra, unilateral  or  bilateral. 

4.  Exaggerated  or  decreased  lumbar  lord- 
osis. 

5.  Scoliosis  of  the  lumbar  vertebrae,  usu- 
ally of  mild  degree,  with  or  without  actu- 
al rotation  of  the  bodies  of  the  vertebrae. 

6.  Elongated  transverse  processes,  often 
occurring  with  partial  sacralization. 

7.  “Butterfly”  type  of  transverse  pro- 
cess. 

*Read  before  the  Seventy-second  Annual  Session  of  the 
Nebraska  State  Medical  Association  in  Omaha,  April  25,  1940. 


8.  Impingement  of  the  transverse  pro- 
cesses of  the  fifth  lumbar  vertebra  on  the 
iliac  crests. 

Giles (3>  feels  that  the  discovery  of  anom- 
alies is  quite  by  accident  and  concludes  that 
they  have  no  bearing  on  the  health  of  the  in- 
dividual and  that  their  occurrence  is  probably 
of  scientific  value  only  and  suggests  that 
they  be  called  normal  variations  rather  than 
congenital  anomalies.  In  addition  to  these 
skeletal  changes  there  are  certain  defects 
which  appear  to  have  a more  or  less  justifi- 
able relationship  to  low  back  pain. 

DEFECTS  OF  THE  NEURAL  ARCH 
The  defects  in  the  neural  arch  have  been 
described  by  Willis (4)  under  the  term  “the 
separate  neural  arch;”  by  Ferguson(5>  and 
others  as  “prespondylolisthesis”  and  have  re- 
cently been  the  subject  of  a monograph  by 
Glorieux  and  Roederer(6).  Willis(7)  states 
that  the  separate  neural  arch  is  an  anomaly 
peculiar  to  the  lumbar  vertebrae  and  is  a pre- 
disposing factor  to  spondylolisthesis.  The 
defects  may  be  single,  multiple  or  bilateral 
and  the  most  frequent  hiatus  is  that  found  in 
the  middle  of  the  posterior  arch  which  re- 
sults in  a failure  of  fusion  of  the  posterior 
spinous  process,  producing  the  typical  spina 
bifida.  A rare  combination  is  the  bilateral 
mid-laminal  defect  combined  with  the  defec- 
tive spinous  process. 

CHANGES  IN  THE  ARTICULAR  FACETS 
Ghormlv(8)  has  drawn  attention  to  the 
changes  in  the  articular  facets  of  the  lumbar 
vertebrae  as  factors  in  the  production  of  low 
back  pain  and  especially  pain  with  sciatic 
radiation  and  explains  the  pain  on  the  basis 
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of  actual  injury  to  the  joint  rather  than  to 
ligamentous  strain  and  compares  it  to  that 
experienced  in  the  locking  of  a joint  due  to  a 
loose  body.  The  injury  sets  up  muscle 
spasm  which  may  last  for  days,  forcing  the 
joint  surfaces  into  contact  and  often  per- 
petuating the  pain.  Relief  may  be  obtained 
either  through  manipulation  to  relieve  irrita- 
tion, or  through  gradual  relaxation  of  the 
muscle  spasm. 

In  demonstration  of  the  articular  facets (9) 
on  the  roentgenogram  certain  points  must  be 
observed. 

1.  Abnormal  space  between  the  articular 
surfaces. 

2.  Marginal  proliferation  about  the  facets 
indicative  of  hypertrophic  changes. 

3.  Fracture  through  the  surfaces  of  the 
facets,  adjacent  laminae  and  pedicles. 

4.  Increased  radiobility  of  the  bony  struc- 
tures making  up  the  facets  and  their  sup- 
porting surfaces. 

ACCESSORY  ARTICULAR  PROCESSES 
IN  THE  LUMBAR  SPINE 

Their  occurrence  has  been  reported  by 
Rendick  and  \Vesting(10),  Nichols  and  Shif- 
lett(11)  and  Farmer(12).  They  usually  occur 
in  the  inferior  processes  of  the  second  and 
third  lumbar  vertebrae.  It  is  thought  that 
these  processes  are  anomalous  epiphyses. 
They  must,  however,  be  differentiated  from 
fractures. 

THE  NARROW  LUMBOSACRAL  JOINT  SPACE 

Hodges  and  Peck(13)  found  that  a narrow 
lumbosacral  joint  space  was  more  common 
in  those  who  had  low  back  pain  with  radia- 
tion along  the  sciatic  nerve  than  in  those  who 
had  only  low  back  pain.  Williams(14)  has 
emphasized  the  relation  of  this  symptom  to 
pain  and  believes  that  the  decrease  in  width 
of  the  space  is  due  to  degeneration  of  the  nu- 
cleus pulposus.  This  may  be  caused  by  acute 
traumatic  destruction  of  the  lumbosacral  disc 
or  to  a chronic  traumatic  destruction  due  to 
postural  influences.  Infection  and  conges- 
tion of  the  disc  play  a secondary  part  and  the 
primary  pathologic  change  is  a mechanically 
altered  lumbosacral  articulation  resulting,  in 
most  cases,  from  changes  in  the  interverte- 
bral disc.  If  the  latter  is  subjected  to  great 
strain  by  trauma  herniation  of  the  nucleus 
may  occur,  complete  collapse  of  the  disc  re- 
sult, the  joint  space  becomes  decreased  and 
the  fifth  lumbar  vertebra  subluxates  slight- 
ly forward,  backward,  or  to  either  side. 


The  space<13)  is  not  completely  obliterated 
at  first,  due  to  the  interposed  fibers  of  the 
annulus  fibrosus.  If  motion  of  the  joint  con- 
tinues, pressure  atrophy  occurs  and  the  space 
is  obliterated.  Pain(16)  is  of  the  root  pain 
variety  with  two  theories  for  its  causation: 
First,  changes  in  the  vertebral  foramina  with 
constriction  which  may  be  sufficient  to  pro- 
duce a compression  of  the  fifth  lumbar  nerve 
as  it  emerges  from  the  spinal  canal.  Second, 
it  may  be  due  to  the  intimate  contact  of  the 
first  sacral  nerve  posteriorly  with  the  inter- 
vertebral disc  and  the  fifth  lumbar  nerve 
segment  as  it  emerges  from  the  canal.  If 
arthritic  changes  occur  about  the  foramina, 
irritation  is  set  up  and  symptoms  such  as 
pain  with  sciatic  radiation  result. 

In  the  cases  of  acute  traumatic  destruction 
of  the  disc,  the  physiological  principle  in- 
volved in  recurrent  attacks  of  pain  is  con- 
traction of  the  sacro-spinalis  muscles.  Badg- 
ley(17)  believes  that  the  theory  of  mechanical 
irritation  of  the  nerve  roots  in  the  interver- 
tebral foramina  may  be  true  in  a certain 
group  of  cases  but  is  not  true  for  the  entire 
group  comprised  within  the  clinical  entity  of 
low  back  pain  with  sciatic  radiation.  The 
symptoms  are  not  necessarily  due  to  direct  or 
indirect  irritation  of  the  fourth  or  fifth  nerve 
roots.  Bromer(18)  feels  that  the  pain  is  ra- 
diated primarily  by  a reflex  mechanism  from 
irritation  to  the  sensory  nerve  endings  in  the 
soft  tissues  of  the  low  back  or  from  irrita- 
tion to  the  capsular  structures  of  the  articu- 
lar facets. 

POSTERIOR  LUXATIONS  OF  THE  LUMBO- 
SACRAL JOINT 

Johnson(19)  and  Smith(20>  independently 
called  attention  to  posterior  displacement  of 
the  body  of  the  fifth  lumbar  vertebra  on 
the  upper  sacral  segment.  Both  emphasized 
the  necessity  of  obtaining  a good  lateral  pro- 
jection in  the  roentgenogram  of  the  fifth 
lumbar  vertebra  as  a slight  shift  of  the  tube 
would  be  sufficient  to  produce  the  appear- 
ance of  a posterior  displacement  of  the  fifth 
lumbar  vertebra  when  none  actually  exists, 
or,  on  the  other  hand  would  obscure  the  dis- 
placement if  it  were  actually  present.  Reyn- 
olds^1) states  that,  as  a result  of  Willis(22) 
study,  posterior  displacement  of  the  fifth 
lumbar  vertebra  on  the  first  sacral  segment 
should  not  be  included  among  the  causes  of 
low  back  and  sciatic  pain. 

PLATYSPONDYLY 

Described  by  Putti(23)  and  Lance(24),  later 
by  Kohler ( 25 > and  more  recently  38  cases  re- 
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ported  by  Buchman(26)  is  defined  as  a con- 
genital anomaly  consisting  essentially  of  a 
widening  of  a vertebral  body,  diminished 
vertical  diameter,  and  spina  bifida  and  usual- 
ly limited  to  the  fourth  and  fifth  lumbar  seg- 
ments. The  adjacent  intervertebral  discs 
are  increased  in  height.  There  may  be  ac- 
companying symptoms,  such  as  weakness  of 
the  back  and  neurotrophic  signs  due  to  spina 
bifida. 

FRACTURES  OF  THE  BODY  OF  THE 
VERTEBRAE 

The  recognition  of  a wedge  shaped  verte- 
bra is  not  conclusive  proof  of  a fracture. 
Certain  changes  in  the  structure  and  outline 
must  be  present  to  justify  such  a diagnosis. 
The  early  recognition  of  fracture  and  degree 
of  deformity  is  important  because  of  the 
advantages  to  be  gained  by  early  and  proper 
treatment  in  an  attempt  to  prevent  prolonged 
and  continuous  low  back  pain  that  may  fol- 
low untreated  or  badly  treated  compression 
fractures. 

Frequently  it  becomes  necessary  to  deter- 
mine if  a fracture  has  healed  without  symp- 
toms or  disturbed  function.  We  have  con- 
cluded that  in  the  absence  of  irritative  or 
reparative  changes  involving  the  body  and  in 
the  presence  of  a preserved  intervertebral 
disc  and  its  nucleus  it  can  be  assumed  that 
healing  is  complete  and  that  the  patient 
should  be  symptom  free  following  trauma- 
tism in  which  there  may  or  may  not  be  a 
compression.  There  has  been  found  at  au- 
topsy distinct  contusion,  rupture  or  oblitera- 
tion of  blood  vessels  supplying  the  vertebrae 
and  as  a result  of  this  nutritional  impairment 
there  may  be  necrosis  involving  the  affected 
segments. 

INTRASPINAL  LESIONS 

Visualization  of  the  spinal  canal  in  those 
cases  with  low  back  and  sciatic  pain  should 
be  done  where  the  pain  is  persistent  and  who 
exhibit  abnormalities  in  the  achilles  reflex, 
sensation  to  heat  and  cold  over  the  dorsum 
of  the  foot  or  impairment  of  muscle  power  in 
the  foot. 

That  lipiodol  is  an  irritant  to  the  spinal 
meninges  has  been  fully  admitted  by  early 
and  recent  observers.  Camp(27)  has  fre- 
quently warned  against  its  indiscriminate 
use  and  emphasized  its  contra-indication  in 
frank  inflammatory  lesions(28)  (29>  (30)  (31). 
The  opinion  of  experienced  neurologists  and 
neurosurgeons  is  that  when  used  judiciously 
and  in  selected  cases  the  advantages  of  its 
use  far  outweigh  any  disadvantages  that  may 
be  recognized. 


There  is  a tendency  to  revive  the  use  of  air 
as  a contrast  medium  for  the  localization  of 
lesions  within  the  spinal  canal  and  the  state- 
ment has  been  made  that  the 'Use  of  lipiodol 
in  obstructing  lesions  and  those  affecting  the 
cauda  equina  is  not  justifiable.  Chamber- 
lain^2)  feels  that  air  myelography  is  a harm- 
less yet  reliable  method  of  visualizing  tumors 
or  space  taking  lesions  in  the  spinal  canal  and 
that  it  is  especially  valuable  in  demonstrating 
intraspinal  lesions  which  cause  low  back  pain 
because  the  lining  membrane  of  the  lumbo- 
caudal  sac  is  sharply  demarcated.  Since  air 
is  harmless  and  readily  absorbed,  it  can  be 
used  not  only  in  patients  with  definite  symp- 
toms but  also  in  the  borderline  cases. 

The  roentgen  diagnosis  of  an  intraspinal 
lesion  depends  upon  the  indentation  of,  or  the 
encroachment  on  the  lining  membrane  of  the 
spinal  canal.  The  boundaries  of  the  sub- 
arachnoid space  are  sharply  delineated  so 
that  any  change  or  configuration  of  the  mar- 
gins can  be  visualized  on  the  roentgeno- 
grams. A herniated  cartilagenous  disc  pro- 
duces a unilateral  extradural  deformity  oppo- 
site an  intervertebral  space  and  carries  the 
posterior  longitudinal  ligament  dorsal  so  that 
an  indentation  of  the  ventral  aspect  of  either 
air  or  lipiodol  is  produced.  In  addition  to  the 
deformity  produced  by  the  disc  itself  it  may 
be  accompanied  by  edema  or  displacement  of 
contiguous  nerve  roots  or  by  pressure  from 
hypertrophy  of  the  ligamentum  flavum. 

HYPERTROPHY  OF  THE  LIGAMENTUM 
FLAVUM 

This  condition(33>  is  frequently  found  by 
neurosurgeons  in  conjunction  with  a protrud- 
ed intervertebral  disc.  It  usually  occurs  at 
the  same  level  as  the  protrusion.  Because 
of  its  anatomical  localization  when  it  hyper- 
trophies it  compresses  the  lipiodol  column 
posteriorly  and  laterally.  When  hypertro- 
phy occurs  without  associated  protrusion  of 
the  intervertebral  disc  it  is  characterized  in 
the  lateral  view  by  a broad  or  rounded  inden- 
tation on  the  posterior  aspect  of  the  lipiodol 
column  between  contiguous  laminae. 

In  the  prone  or  supine  position  the  hyper- 
trophy may  be  portrayed  by  a unilateral  but 
generally  by  a bilateral  broad  indentation  of 
the  lipiodol  column.  In  many  instances  the 
deformity  is  so  augmented  by  pressure  from 
an  associated  protrusion  of  the  disc  that  the 
diagnosis  of  hypertrophy  of  the  ligamentum 
flavum  is  not  possible. 

Tumor  of  the  spinal  cord  may  completely 
occlude  the  subarachnoid  space  and  cause  a 
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complete  block;  this  can  be  determined  by 
the  Queckenstedt  test  but  a small  amount  of 
air,  four  to  six  c.  c.,  can  be  injected  below 
the  suspected  level  of  the  lesion  and  the  un- 
dersurfaces of  the  tumor  outlined.  One  does 
not  usually  associate  low  back  and  sciatic 
pain  with  tumors  in  the  cervical  portion  of 
the  spinal  cord.  Camp ( 34 > reports  such  a 
combination  present  in  31.8  percent  of  100 
consecutive  tumors  and  in  the  same  series 
50  percent  of  the  thoracic  tumors  and  in  83 
per  cent  of  the  tumors  in  the  lumbar  region 
low  back  and  sciatic  pain  were  present.  Such 
a distribution  of  the  lesions  emphasizes  that 
it  is  not  sufficient  to  examine  only  the  lum- 
bar portion  of  the  spinal  canal  even  though 
low  back  or  sciatic  pain  may  be  the  present- 
ing symptom. 

Spondylolisthesis'35^  is  a subluxation  of  a 
vertebra,  usually  in  the  lumbosacral  re- 
gion ; backache,  its  most  common  symptom — 
forward  and  downward  displacement  of  the 
lumbar  spine  its  most  frequent  deformity. 

The  apparent  rarity  of  spondvlolisthesis  is 
due  to  a failure  on  the  part  of  the  examining 
physician  to  recognize  the  deformity.  In 
many  cases  it  is  possible  to  make  the  diag- 
nosis following  inspection  and  palpation.  A 
prominent  spinous  process  and  sacrum  with 
lordosis  and  forward  and  downward  displace- 
ment of  the  spine  and  slight  muscle  spasm 
are  often  sufficient  evidence  to  make  one  sus- 
picious. With  lesser  degrees  of  deformity 
these  signs  may  be  unrecognized  but  they  are 
always  present  in  grosser  displacements. 
With  extreme  types  of  spondylolisthesis  pa- 
tients may  list  to  the  side  or  may  waddle 
when  they  walk.  Pain  on  lifting  and  stoop- 
ing, on  being  jarred  and  on  carrying  heavy 
objects,  relieved  by  recumbancy,  is  a com- 
mon subjective  symptom. 

The  roentgen  examination  should  include 
the  lower  thoracic,  lumbar  spine  and  sacrum. 
In  the  interpretation  of  the  anteroposterior 
negatives  one  may  note  the  shortened  lumbar 
spine,  the  superimposed  fifth  lumbar  verte- 
bra on  the  sacrum,  the  cocked  up  spinous 
processes,  separation  of  the  neural  arch  and 
spina  bifida.  In  the  lateral  negatives  the  de- 
gree of  subluxation  may  be  determined.  In 
differentiating  traumatic  from  congenital  de- 
formities negatives  may  have  to  be  made  at 
several  different  angles.  The  joint-hke  fis- 
sures are  usuallv  congenital  whereas  irregu- 
lar, sharp  outlines  are  more  suggestive  of 
fracture.  One  also  notes  the  angle  and 
width  of  the  lumbosacral  joint,  the  condition 


Nobr.  S.  M.  Jour,  j 
September.  1940 

of  the  promontory  of  the  sacrum  and  the 
presence  of  lipping  along  the  margins  of  the 
vertebral  bodies,  sclerosing  of  the  articular 
facets  and  the  length  of  the  neural  arch. 

Sacro-iliac  Slip — is  a controversal  subject 
and  owes  its  modern  origin  to  Goldthwait  and 
Osgood<36).  Since  their  first  report  a great 
deal  has  been  written  on  this  subject.  The 
medical  profession  greeted  enthusiastically 
this  possible  explanation  for  low  back  pain. 
The  diagnosis  of  sacro-iliac  slip  came  into 
vogue  with  the  almost  unanimous  consent  of 
the  orthopedists  as  well  as  the  rest  of  the 
profession. 

The  reaction  has  been  that  many  physi- 
cians either  doubt  the  existence  of  such  a 
thing  as  a sacro-iliac  slip  in  any  number  of 
patients  or  frankly  believe  that  such  dis- 
placements are  anatomically  impossible.  The 
roentgenologists  have  been  particularly  ac- 
tive in  throwing  doubt  upon  the  existence  of 
such  a displacement  in  the  sacro-iliac  joints 
except  from  the  occasional  gross  dislocation 
in  severe  injuries.  Perhaps  this  tendency 
for  the  roentgenologists  to  discredit  the  diag- 
nosis of  sacro-iliac  slip  springs  from  repeated 
failure  to  demonstrate  such  displacement 
upon  the  roentgenogram.  Because  of  this 
Chamberlain (37)  advised  a technique  where 
examination  of  the  sacro-iliac  region  was 
made  to  include  the  svmphysis  pubis  and  the 
entire  pelvic  brim.  The  result  has  been  a 
most  gratifying  roentgen  corroboration  of 
the  clinical  concepts  of  Goldthwait  and  Os- 
good. It  is  interesting  to  note  that  in  their 
original  paper  they  pointed  out  that  motion 
in  the  sacro-iliac  joint  is  rotary  about  a 
transverse  axis  normal  to  the  articular  sur- 
face. This  motion  is  capable  of  being  dem- 
onstrated upon  the  roentgenogram  unless  an 
equal  and  symmetrical  displacement  in  the  I 
other  sacro-iliac  has  resulted  in  both  pubes 
rising  and  falling  to  the  same  extend. 

Naturally  such  an  exact  displacement  in 
the  twro  sacro-iliacs  would  hardly  be  the  rule 
so  that  we  can  expect  to  find  in  a majority  of 
cases  of  sacro-iliac  displacement  a difference 
in  elevation  of  the  pubes  and  an  asvmmetry 
of  the  pelvis.  There  is  a normal  movement 
at  the  pubes  of  from  0 to  .5Mm  in  the  male 
and  from  0 to  1.5Mm.  in  the  non-pregnant  fe- 
male and  that  anything  beyond  this  is  abnor- 
mal. 

Attention  has(37)  been  called  to  four  im- 
portant points.  First,  that  the  studv  of  the 
pelvis  for  such  asymmetry  must  include  the 
entire  pelvic  brim.  The  pubes  are  some- 
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times  developmental^  different  from  each 
other  and  there  may  be  hypertrophic  arth- 
ritic changes  built  up  on  one  margin  as  com- 
pared to  the  other.  Second,  one  cannot  claim 
that  the  so-called  slip  is  a primary  factor  in 
the  acute  low  back  episode.  The  rotation 
could  equally  well  be  explained  by  assuming 
certain  muscle  spasm  pulling  the  rotated  in- 
nominate bone  from  its  usual  position.  No 
attempt  is  made  at  the  present  time  to  decide 
which  is  cause  and  which  is  effect.  Third, 
in  the  patient  with  an  acute  sacro-iliac  the 
symptoms  have  almost  invariably  been  on 
the  side  of  the  high  pubis.  In  only  about  ten 
per  cent  of  the  cases  have  they  been  on  the 
low  side  of  the  pubis.  Fourth,  the  ligaments 
of  the  symphysis  pubis  may  be  of  consider- 
able importance  to  the  stability  of  the  sacro- 
iliac joint. 

Primary  Hemangioma(38)  of  the  vertebrae 
occurs  in  ten  percent  of  all  spines  and  the  lo- 
cation may  be  in  any  of  the  vertebrae,  but  is 
more  often  found  in  the  thoracic  and  lumbar 
areas. 

Hemangiomas  produce  an  interesting  clini- 
cal picture.  Most  of  the  cases  present  a his- 
tory of  a long-standing  process  with  periods 
of  remission  and  relapse.  The  tumor  growths 
mav  extend  into  the  spinal  canal  and  produce 
pressure  on  the  spinal  cord  giving  symptoms 
of  pain  or  spastic  paraplegia.  Some  of  the 
cases  have  little  or  no  motor  involvement  and 
present  themselves  with  pain  in  the  back 
that  may  radiate  down  the  leg  or  around  to 
the  abdomen.  They  have  been  diagnosed  as 
gall  bladder  or  intestinal  disease  and  sciatic 
neuralgia.  There  is  an  interesting  cv^e  of 
exacerbation  and  remission  that  can  be  ex- 
plained on  a basis  of  changes  in  the  state  of 
the  tumor,  so  that  any  trauma  may  produce 
swelling  in  the  tumor  which  increases  the 
tension  and  hence  the  symptoms.  When 
this  subsides  the  symptoms  subside. 

The  radiographic  findings  are  quite  char- 
acteristic and  should  lead  one  to  make  the  di- 
agnosis with  a fair  degree  of  accuracv.  In 
anv  case  with  low  back  pain  or  pain  in  the 
legs  or  a compression  mvelitis.  the  possibili- 
tv  of  a hemangioma  of  the  vertebrae  must  be 
considered.  The  changes  on  the  rad’ograph 
are  the  same  as  one  sees  grosslv  on  section- 
ing the  vertebra.  There  are  areas  of  irregu- 
lar absorption  of  the  bony  trabeculae  and 
thickening  of  the  remaining  trabeculae,  re- 
sulting in  parallel  vertical  striations  in  the 
bodies.  There  may  also  be  absorptive  changes 


present  in  the  pedicles,  laminae,  or  the  pro- 
cesses. 

The  early  treatment  as  well- as  the  clinical 
diagnosis  of  the  disease  was  entirely  surgi- 
cal. A laminectomy  was  performed  and  on 
cutting  the  highly  vascular  bone  tissue  pro- 
fuse bleeding  occurred  and  sixty  per  cent  of 
the  patients  died  from  hemorrhage  and 
shock.  Perman(39)  was  the  first  to  use  radi- 
ation therapy.  Bucy  and  Capp(40)  had  to  use 
radiation  to  relieve  their  patients  following 
laminectomy.  The  mechanism  of  the  effect 
of  radiation  can  be  explained  on  two  bases. 
First,  it  is  definitely  known  that  one  can  pro- 
duce changes  in  an  hemangioma  of  the  skin 
or  other  parts  of  the  body  by  this  means. 
This  direct  action  upon  the  tumor  is  one  of 
endarteritis  and  occlusion  of  the  vascular 
spaces.  Second,  it  is  known  that  roentgen 
rays  are  analgesic  in  their  action  and  this 
may  be  a factor  in  the  relief  of  pain  in  the 
cases  with  this  syndrome.  But  above  all,  in 
those  cases  where  it  has  been  tried  it  has 
produced  symptomatic  results  without  the 
necessity  of  resorting  to  a laminectomy*. 
However,  in  none  of  the  cases  reported  has 
any  change  been  observed  in  the  architectur- 
al anpearance  of  the  vertebrae  following  radi- 
ation treatment. 

SUMMARY 

We  have  discussed  congenital  anomalies, 
skeletal  defects,  intraspinal  lesions,  trauma 
and  nrimarv  hemangioma  of  the  vertebrae. 
No  attempt  has  been  made  to  cover  all  the 
etiological  factors  of  low  back  pain.  The 
studv  of  these  conditions  emphasizes  the  fact 
that  a careful  historv  should  be  obtained 
with  special  attention  to  trauma  and  the  type 
of  pain.  The  medical  examination  must  be 
supplemented  by  laboratory  studies,  consul- 
tation with  the  urologist,  gynecologist,  ortho- 
pedist and  neurologist  with  a complete  roent- 
genological examination  of  the  spine. 
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Diseases  of  the  Right  Upper  Quadrant 
of  the  Abdomen* 

ALBERT  F.  TYLER,  B.  Sc.,  M.  D. 

Omaha,  Nebraska 


When  a patient  comes  complaining  of 
symptoms  relative  to  the  right  upper  quad- 
rant of  the  abdomen,  the  clinician  is  com- 
pelled to  decide  whether  the  lesion  is  above 
or  below  the  diaphragm.  In  lesions  above 
the  diaphragm  causing  irritation  of  the  lat- 
eral portion  of  the  superior  surface,  the  pain 
is  often  referred  to  the  right  upper  quadrant 
of  the  abdomen.  Pneumonia  (Fig.  1)  in- 
volving the  right  lower  lobe  is  probably  the 
most  frequent  offender,  although  diaphrag- 
matic pleurisy  or  spontaneous  pneumothorax 
(Fig.  2)  may  produce  the  same  symptoms. 
In  other  patients  neuritis  of  the  twelfth  in- 
tercostal nerve  may  be  the  causative  factor, 
the  herpes  showing  in  a day  or  two  after  the 
pain  begins.  Occasionally  an  unrecognized 
compression  fracture  (Fig.  3)  of  the  twelfth 
thoracic  vertebra  is  responsible,  so  that  the 
history  of  trauma  becomes  important.  Lat- 
eral x-ray  film  of  the  dorsolumbar  region  of 
the  spine  will  be  helpful  in  arriving  at  a di- 
agnosis. 

Of  the  lesions  below  the  diaphragm,  gall- 
bladder disease  is  the  most  frequent.  In 
many  cases  the  symptoms  and  physical  find- 
ings are  characteristic  but  in  the  others  gall- 
bladder disease  must  be  differentiated  from 
ulcer  of  the  duodenum  cancer  of  the  ampulla 
of  Vater  or  cancer  of  the  hepatic  portion  of 
the  colon.  In  this  differentiation  the  x-ray 
examination,  coupled  with  the  physical  ex- 
amination, gives  great  help. 

In  calcium  stones  in  the  gallbladder  the 
routine  x-ray  film  will  usually  reveal  them. 
(See  Figs.  14  and  15).  Since  only  a small 
percentage  of  gallstones  contain  enough  cal- 
cium to  show  on  the  routine  film,  the  gall- 
bladder dye  must  generally  be  used  with 
films  made  after  the  technique  of 
Graham.  By  this  technique  cholesterol 
stones  can  be  detected  by  the  image  of  “neg- 
ative shadows”  showing  on  the  film,  like 
holes  punched  out  of  the  dye-filled  gallblad- 
der. (See  Figs.  16  and  17) 

In  the  gallbladder  cases  where  no  stone  is 
visualized,  the  dye  tells  something  of  the 
function  of  the  gallbladder;  poor  concentra- 
tion of  the  dye  usually  pointing  toward 

♦Read  at  the  meeting:  of  the  Southwest  Nebraska  Medical  As- 
sociation, McCook,  Nebraska,  Jan.  18,  1940. 


chronic  inflammation  of  the  gallbladder  mu- 
cosa ; delay  in  emptying  pointing  toward  poor 
muscle  tone  and  failure  to  fill  with  the  dye 
indicating  occlusion  of  the  cystic  duct.  We 
have  found  it  advisable,  however,  to  give  a 
second  dose  of  the  dye  and  make  x-ray  films 
a few  days  later  if  no  dye  enters  the  gall- 
bladder at  the  first  examination.  In  many 
cases  the  gallbladder  has  filled  on  the  re- 
check examination.  If  it  does  not  fill,  a 
pathological  gallbladder  is  present,  usually 
stones  plugging  the  cystic  duct. 

In  patients  where  stones  are  not  visualized 
it  is  wise  to  make  x-ray  examination  of  the 
stomach  and  duodenum.  In  many  cases  an 
ulcer  of  the  duodenum  will  be  found.  Some 
patients  bear  pain  and  when  questioned  by 
the  physician  do  not  state  that  they  have 
pain  but  instead  call  it  “indigestion”  or  “dis>- 
tress.” 

In  the  x-ray  study  of  the  duodenum,  it  has 
been  found  exceedingly  important  to  make 
films  in  the  true  lateral  position  (see  Figs.  7 
and  8),  as  well  as  the  anteroposterior  posi- 
tion. Since  most  duodenal  ulcers  are  found 
either  on  the  anterior  or  posterior  wall,  the 
anteroposterior  view  fails  to  reveal  the  crater 
or,  if  seen,  fails  to  give  a correct  idea  of  its 
depth.  To  be  of  value,  the  lateral  view  must 
be  made  by  a short  exposure  (less  than  x/-2 
second)  so  as  to  escape  the  blurring  produced 
by  peristaltic  movement.  It  is  our  custom 
to  make  two  films  of  the  duodenum  in  the 
anteroposterior  view,  two  in  the  oblique  and 
two  in  the  true  lateral  view. 

Acute  perforating  ulcer  of  the  duodenum 
can  be  definitely  proven,  in  cases  where  there 
may  be  doubt,  by  making  an  x-ray  film  with 
the  patient  upright.  These  patients  are  so 
ill  that  it  is  usually  impossible  for  them  to 
stand  while  the  x-ray  exposure  is  being 
made,  but  often  the  hospital  bed  can  be 
brought  into  the  x-ray  room  with  the  head 
of  the  bed  elevated  and  the  film  placed  be- 
hind the  patient  while  the  exposure  is  made. 
If  too  ill  for  this  position,  the  patient  may  be 
turned  on  the  left  side  and  the  film  made  in 
the  anteroposterior  plane  with  the  patient  in 
this  position.  This  examination  will  show 
the  presence  of  air  free  in  the  peritoneal  cav- 
ity. If  made  in  the  upright  position,  the  air 


327 


328 


DISEASES  OF  THE  ABDOMEN:  TYLER 


Nebr.  S.  M.  Jour. 
September,  1940 


Fig.  1. 


FIG.  1 


FIG.  2 


Pneumonia  right  lower  lobe.  Fig.  2.  Spontaneous  right  pneumothorax. 

Fig.  3.  Unrecognized  compression  fracture  of  body  of  first  lumbar  vertebra. 


FIG.  3 


Fig.  4.  Penetrating  gastric  ulcer 
near  cardia. 


Fig.  5.  Double  penetrating  gastric  Fig.  6.  Penetrating  duodenal  ulcer, 

ulcer. 


Fig.  7.  Penetrating  duodenal  Fig.  8.  Double  duodenal  ulcer  visible  Fig.  9.  Gastric  ulcer  causing  pyloric 

ulcer  visible  only  on  lateral  only  on  lateral  view.  stenosis, 

view. 
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will  show  between  the  liver  and  the  dia- 
phragm. If  made  with  the  patient  lying  on 
the  left  side,  the  air  will  show  between  the 
liver  and  the  right  lateral  abdominal  wall. 
The  presence  of  air  free  in  the  peritoneal  cav- 
ity is  pathognomonic  of  perforation  in  the 
gastrointestinal  tract. 

Cancer  of  the  hepatic  portion  of  the  colon 
can  be  demonstrated  by  films  made  after  the 


In  the  differentiation  of  diseases  of  the 
right  upper  quadrant  of  the  abdomen  the  uri- 
nary tract  must  be  excluded.  This  can  usu- 
ally be  done  by  the  history,  the-  pain  being  re- 
ferred downward  in  urinary  disease  and  into 
the  back  in  gallbladder  disease.  X-ray  ex- 
amination will  show  the  contour  and  size  of 
the  right  kidney  and  the  presence  or  absence 
of  stone. 


Fig.  10.  Duodenal  ulcer  causing  pyloric 
stenosis  in  man  of  80  years. 


Fig.  11.  Congenital  obstruction  of  Fig.  12.  Carcinoma  pri- 

fourth  portion  of  duodenum  with  mary  in  ampulla  of 

marked  dilatation  proximal.  Vater  demonstration 

only  on  lateral 
view. 


Fig.  13.  Annular  carcinoma  of  hepatic 
portion  of  colon. 


Fig.  14.  Calcium  gallstones  demonstra-  Fig.  15.  Cholesterol  gallstone 
ble  without  dye.  with  calcium  laminae  demon- 

strable without  dye. 


introduction  of  the  opaque  enema  (see  Fig. 
13). 

Cancer  of  the  ampulla  of  Vater  can  be  vis- 
ualized on  the  x-ray  film  only  occasionally 
but  when  visualized  gives  positive  help  in 
the  diagnosis  (see  Fig.  12).  As  a rule  this 
diagnosis  is  reached  on  the  history,  physical 
examination  and  negative  x-ray  findings  in 
adjacent  organs. 


In  an  occasional  patient  an  undescended 
cecum  may  be  present,  in  which  case  the  ap- 
pendix rests  under  the  liver,  so  that  disease 
of  this  organ  must  be  differentiated  from  the 
others  by  history,  differential  blood  count 
and  x-ray  examination. 

Gallbladder  colic  may  be  due  to  the  pass- 
age of  a mucus  plug  or  thick  bile  even  when 
stone  cannot  be  demonstrated.  In  an  occa- 
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sional  case  a large  gallstone  may  ulcerate 
through  into  the  duodenum  and  pass  down 
into  the  terminal  ileum  where  the  lumen  of 
the  ileocecal  valve  is  too  small  to  permit  its 
passage  and  thus  produce  intestinal  obstruc- 
tion. 

Some  patients,  who  have  been  operated 
upon  for  gallbladder  stone,  develop  symp- 
toms of  obstruction  of  the  common  duct  aft- 
er operation.  It  becomes  very  important, 
then,  to  know  whether  the  obstruction  is  due 
to  stenosis  of  the  common  duct  or  occlusion 
by  an  unrecognized  stone.  Injection  of  an 


opaque  substance  into  the  bile  ducts  through 
a tube,  if  one  has  been  left  in  place,  or  if  no 
tube  has  been  left  in  place,  then  by  reopening 
the  abdomen  and  injecting  the  solution  into 
the  bile  ducts  by  piercing  with  a needle  and 
making  x-ray  films  on  the  operating  table. 
These  films  will  reveal  stones  as  punched  out 
holes  in  the  dye  filled  ducts,  (see  Fig.  18). 
Where  the  tube  is  in  place,  repeated  flush- 
ings will  often  wash  the  stone  through  into 
the  duodenum.  In  the  case  where  no  tube  is 
left  in  place,  operative  removal  can  be  done. 

Ulcers  of  the  duodenum  make  up  about 


95%  of  all  peptic  ulcers  and  fortunately  be- 
come malignant  only  once  in  about  twenty 
thousand  cases.  Ulcer  of  the  duodenum  is 
of  the  mucous  or  submucous  type,  the  pene- 
trating type  or  the  acute  perforating  type. 
All  of  these  can  be  visualized  on  the  x-ray 
film  where  proper  technique  is  employed, 
which  must  include  the  true  lateral,  oblique 
and  anteroposterior  view's. 

The  treatment  is  rather  sharply  defined. 
The  mucous,  submucous  and  penetrating 
types  of  ulcer  usually  respond  to  medical  and 
dietary  regime.  If  the  patient  is  not  defi- 


nitely improved  after  three  weeks  of  good 
medical  regime  and  the  ulcer  smaller  on  re- 
check x-ray  examination,  then  surgery  is  in- 
dicated. The  acute  perforating  ulcer  is  al- 
ways an  emergency  surgical  problem. 

Briefly,  then  this  gives  some  idea  of  the 
value  of  the  x-ray  examination  in  the  differ- 
ential diagnosis  of  diseases  of  the  right  upper 
quadrant  of  the  abdomen.  The  x-ray  ex- 
amination should  always  be  correlated  with 
and  be  considered  a part  of  the  general  phys- 
ical examination.  Where  so  employed  it  is 
very  helpful. 


Fig.  16.  Cholesterol  gallstones  and  choles-  Fig.  17.  Cholesterol  gallstones  Fig.  18.  Cholesterol  gallstones  in  bile 
terosis  demonstrable  only  with  demonstrable  only  with  ducts  after  operation  demonstrable 

the  dye.  the  dye.  only  after  injection  of  dlodrast 

into  ducts. 


The  value  of  Pyrethrum  in  Scabies  is  well  estab-  with  Pyrethrum  Ointment,  Journal-Lancet,  Sept, 
lished  through  the  clinical  work  of  Dr.  S.  E.  Sweit-  1936,  Vol.  LVI,  No.  9,  p.  467),  who  used  it  on  1,213 

zer,  (Scabies,  further  observations  on  its  treatment  cases  at  the  Minneapolis  General  Hospital. 


The  Importance  of  Adequate  Treatment 
of  Fractures  of  the  Foot* 
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Lincoln,  Nebr. 

From  the  Clinic  of  Drs.  Thomson  and  Ferciot 


Man  is  no  stronger  than  the  feet  which 
propel  his  locomotion,  and  yet  no  portion  of 
his  anatomy  receives  less  intelligent  atten- 
tion, except  when  his  feet  hurt  him  or  one 
of  them  is  injured.  Then  the  real  important 
part  that  they  play  in  his  health  and  happi- 
ness is  fully  appreciated.  Too  often,  how- 
ever, foot  injuries  are  misjudged  as  trivial. 
The  patient  thinks  that  because  he  can  hob- 
ble around  after  a fall  there  is  no  need  of 
wasting  money  seeing  a doctor.  Sometimes 
the  doctor  may  be  fooled  when  an  obscure 
fracture  is  not  sufficiently  evident  in  the 
first  x-ray  to  be  recognized;  the  patient  is 
dismissed  with  an  adhesive  strapping  for  a 
sprain,  and  a long,  painful  disability  may  fol- 
low, with  ultimate  permanent  deformity 
often  of  irreparable  character.  On  the  other 
hand,  the  apprehension  of  the  usual  shadow 
of  a sesamoid  in  the  x-ray,  following  a sprain, 
has  been  interpreted  as  a chip  fracture;  and 
a long  period  of  treatment  in  a protective 
cast  has  been  wished  on  a patient  because  he 
had  a little  freak  of  nature  added  to  his  foot 
that  portrayed  itself  in  such  a manner  that  it 
looked  like  a fracture. 

The  x-ray  of  the  bones  of  the  foot  may  be 
exceedingly  confusing  because  of  the  super- 

! imposed  shadows  cast  by  the  tarsal  bones,  in 
the  one  case  often  blotting  out  fracture  lines, 
and  in  the  other  giving  one  the  impression  of 
dissolution  of  continuity  when  perfectly  nor- 
mal contour  exists.  Anteroposterior  and  lat- 
eral x-rays  are  often  inadequate,  while  exter- 
nal and  internal  oblique  roentgenograms 
may  solve  the  diagnosis  of  an  actual  fracture. 

It  is  my  opinion  that  in  making  the  diag- 
nosis of  a fracture  of  the  bones  of  the  foot 
there  are  but  two  things  that  are  absolutely 
essential.  First,  the  history  of  an  injury  to 
the  foot.  Second,  the  finding  of  a fracture 
on  the  x-ray  film.  The  incidental  symptom- 
atology aiding  in  the  diagnosis  is  the  usual 
pain,  swelling,  black  and  blueness,  injury  to 
the  integument  and  inability  to  use  the  foot 
in  a normal  manner;  but  these  latter  symp- 
toms may  not  all  be  necessarily  present. 
Perhaps,  of  them  all,  disability  is  the  most 
constant. 

*Read  before  the  Annual  Assembly  of  the  Nebraska  State 
Medical  Association  in  Lincoln,  1938. 


It  is  misleading  to  read  in  the  modern 
texts  the  stress  that  is  laid  on  the  finding  of 
crepitus  as  of  diagnostic  importance.  In 
this  enlightened  age  of  the  x-ray,  the  manip- 
ulation and  torture  necessary  for  eliciting 
crepitus  is  a relic  of  the  dark  ages,  and  is 
more  likely  to  increase  deformity  and  endan- 
ger the  ultimate  result.  For  years  we  have 
preached  the  importance  of  considerate  han- 
dling of  the  parts  suspected  of  having  had  a 
fracture,  and  have  urged  the  slogan  “splint 
them  where  they  lie;”  and  yet  teachers  and 
textbook  writers  still  cling  to  the  traditions 
of  our  venerable  ancestors,  who  without  the 
x-ray,  by  keen  perception  could  palpate  with 
deft  hands  and  could  manipulate  the  injured 
parts  so  as  to  obtain  the  crunching  sound  of 
shattered  bone  ends  grinding  into  each  other 
and  macerating  soft  tissues,  while  the  agon- 
ized victim  screamed  as  the  diagnosis  was 
made.  With  the  x-ray  there  is  absolutely  no 
excuse  for  painful  manipulation  and  the 
search  for  crepitation.  Its  free  use  as  a di- 
agnostic aid  to  any  injured  part  will  save  lots 
of  anxiety,  trouble  and  many  permanent  dis- 
abilities. The  foot  is  far  too  great  in  eco- 
nomic importance  to  take  a chance  on.  Frac- 
tures of  its  small  compactly  articulated  bones 
seldom  crepitate,  unwarranted  manipulation 
may  increase  deformity,  and  by  the  aid  of 
the  x-ray  only  can  one  fully  appreciate  the 
problem  that  each  fracture  offers. 

Time  and  space  will  not  permit  detailed 
discussion  of  the  etiology,  symptoms,  diagno- 
sis and  treatment  of  all  of  the  fractures  of 
the  foot.  My  purpose  is  to  call  to  your  at- 
tention the  importance  of  early  recognition 
of  these  injuries,  and  the  early  reduction  and 
adequate  treatment  of  the  same.  Also,  frac- 
tures involving  the  ankle,  often  complicating 
fractures  of  the  tarsal  bones,  are  not  con- 
sidered except  as  they  directly  relate  to  the 
tarsal  fracture. 

The  anomalous  sesamoids  of  the  foot  often 
lead  to  erroneous  diagnosis  of  fracture  after 
a sprain.  Perhaps  the  os  trigonum,  (No.  1) 
which  is  located  at  the  posterior  edge  of  the 
superior  articulating  surface  of  the  astraga- 
lus, is  the  one  most  often  mistaken  for  a frac- 
ture of  the  elongated  process,  or  tail  of  the 
astragalus.  Then  there  is  the  os  tibiale  ex- 
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ternum,  (No.  3)  which  is  a sesamoid  situated 
in  the  tendon  of  the  tibialis  posticus,  usually 
presenting  itself  on  the  inner  posterior  mar- 
gin of  the  scaphoid.  In  this  region,  also, 
there  appears  the  accessory  scaphoid,  (No.  2) 
which  is  likely  to  create  the  impression  of  a 
fracture  of  the  scaphoid.  The  os  peroneum 
(No.  2)  located  in  the  tendon  of  the  peroneus 
longus,  is  often  observed  in  the  outer  side  of 
the  foot  and  below  the  ankle  in  the  region  of 
the  outer  border  of  the  cuboid.  The  calca- 
neum  secundum  (No.  1)  is  occasionally  seen 
just  below  the  astragalus,  or  in  front  and  be- 


plained  of.  Further,  pressure  on  the  region 
of  the  sesamoid  causes  no  discomfort.  With 
the  better  x-rays  of  the  foot  that  are  being 
taken  quite  generally,  these  anomalies  are  so 
evident  and  frequently  found  that  they 
should  never  be  mis-diagnosed. 

The  usual  cause  for  fractures  of  the  foot 
is  a fall  with  direct  or  indirect  leverage  force 
brought  to  bear  on  the  bones  by  the  weight 
of  the  body  above  in  its  impact  with  the  solid 
surface  beneath;  and  twists,  jerks,  and  di- 
rect pressure  brought  about  by  a falling  ob- 


tween  the  calcaneum  and  the  cuboid.  Then 
there  are  bipartate  formations  of  the  sesa- 
moid under  the  great  toe,  (No.  2)  which  has 
the  appearance  of  being  fractured.  It  is  not 
unusual  to  find  this  sesamoid  actually  frac- 
tured. The  important  factor  in  differentiat- 
ing these  conditions  from  a fracture  is  the 
fact  that  anomalies,  although  located  usually 
where  a fracture  could  occur,  particularly  a 
chip  type  of  fracture,  always  have  a well- 
rounded  contour  and  a cortical  opacity  which 
is  not  seen  in  a fresh  fracture.  Also,  the 
area  to  which  they  would  have  been  attached, 
had  they  been  a part  of  a tarsal  bone,  shows 
no  irregularity  or  abnormal  contour.  It  is 
also  an  interesting  fact  that  usually  when 
these  sesamoids  are  found  in  the  x-ray  after 
injuries,  they  are  actually  located  distant 
from  the  site  of  the  pain  and  tenderness  com- 


ject  against  or  on  the  foot,  in  the  ordinary 
course  of  the  vocational  activities,  automo- 
bile accidents  and  at  home.  There  is,  how- 
ever, occasionally  the  convulsion  type  of 
fracture  which  is  due  to  muscle  contraction 
pulling  the  tendon  attachment  and  a section 
of  the  bone  away  from  the  main  body.  This 
type  of  fracture  is  not  uncommon  in  the  at- 
tachment of  the  tendo-Achilles  to  the  os  cal- 
cis. 

Fractures  of  the  astragalus  usually  occur 
in  the  body  or  the  neck  (No.  4 and  5).  Its 
position  between  the  ankle  joint  and  the  os 
calcis  makes  it  rather  susceptible  to  injury. 
Usually  the  fractures  of  the  neck  are  trans- 
verse, due  to  shearing  strain.  The  ball  of 
the  foot  receives  the  force  and  the  neck  is 
sheared  off.  Sometimes  the  fragments  are 
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very  severely  displaced.  Early  manipulative 
reduction  of  fractures  of  the  astragalus  usu- 
ally restores  satisfactory  apposition  of  the 
fragments,  but  if  attempted  late,  or  if  the 
fragments  are  severely  comminuted  and  dis- 
placed, the  problem  of  reduction  is  difficult. 


there  is  crushing,  telescoping,  and  disorgan- 
ization leave  subastragaloid  deformities  and 
irregularities  which  ultimately  come  to  sub 
astragular  arthrodesis,  and  at  times  astraga- 
lectomy  is  indicated.  Since  this  bone  is  of 
such  great  importance  to  normal  function  of 


Various  types  of  manipulative  procedures 
have  been  described  for  the  reduction  of  frac- 
tures of  the  astragalus.  The  important 
thing,  however,  is  to  realize  that  nothing  less 
than  an  anatomical  reduction  of  the  frac- 
tured fragment  can  be  satisfactory.  Certain 
fractures  of  the  body  can  be  improved  by 
skeletal  traction  through  the  os  calcis  with 
the  help  of  manipulation. 

Many  fractures  of  the  astragalus  in  which 


the  foot  and  ankle,  the  most  mature  judg- 
ment is  none  too  sure  of  the  result,  since  aft- 
er adequate  reduction  good  function  is  not 
always  the  rule.  Pain  and  disability  may 
continue  for  a very  long  time.  Operative 
procedures  in  the  astragaloid  region  are  jobs 
for  the  specialist,  who  is  not  only  familiar 
with  the  structures  involved,  but  who  with 
the  greatest  skill  and  meticulous  technique, 
may  approach  important  soft  structures  with 
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the  minimum  amount  of  damage.  After  re- 
duction a well-padded  plaster  of  Paris  splint 
is  applied  with  the  foot  at  a right  angle,  or  a 
plaster  of  Paris  boot  or  cast,  from  the  toes  to 
the  groin,  with  felt  padding  about  the  base  of 
the  toes,  heel  and  the  malleoli,  and  also  about 
the  top  of  the  cast  and  just  beneath  the  knee. 
Failure  to  pad  thoroughly  about  the  knee 
may  cause  an  external  peroneal  paralysis, 
which  is  naturally  distressing.  Such  a cast 
should  be  worn  for  a long  time.  (8  to  12 
weeks) . Weight-bearing  should  be  prohibit- 
ed for  eight  weeks.  Those  who  are  familiar 
with  a padless  cast  with  a stirrup  under  the 
heel,  which  transmits  the  weight  from  the 
foot  to  the  leg,  may,  after  four  weeks,  apply 
such  a cast  to  allow  the  patient  more  liberties 
in  the  way  of  weight-bearing  and  getting 
around.  After-treatment  and  physical  ther- 
apy are  of  great  importance.  The  foot,  after 
fractures  of  this  character,  is  extremely 
weak  and  is  subject  to  disability  due  to 
its  lack  of  strength.  It  may  become  pro- 
nated  and  rightfully  called  traumatic  flat 
foot,  or  denelos  traumatic  arthritis  and  trau- 
matic foot  strain.  For  this  reason  it  is  es- 
sential that  the  shoe  to  be  worn  be  well  fit- 
ted. Perhaps  a protection  in  the  form  of  a 
pad  for  the  support  of  the  arch  should  be  ap- 
plied. This,  again,  should  be  very  carefully 
fitted  so  that  it  gives  comfort,  protection  and 
allows  the  foot  to  increase  in  strength. 

Fractures  of  the  os  calcis  are  divided  into 
three  main  groups  (No.  6 and  7). 

1.  Avulsion  fractures  of  the  tubercle,  to 
which  the  tendo-Achilles  is  attached. 

2.  Isolated  fractures  of  the  sustentacul- 
um tali. 

3.  Fractures  of  the  body. 

(a) .  Eversion  of  the  tuberosity. 

(b) .  Upward  displacement  of  the  tuber- 
osity. 

(c) .  Impaction. 

(d) .  Comminution  into  the  subastraga- 
loid  joint. 

(e) .  Comminution  into  the  cuboid  joint. 

Actually  this  classification  is  of  little  value 
so  far  as  the  method  of  reduction  and  treat- 
ment are  concerned.  The  principle  factors 
in  the  treatment  are  to  return  the  fragments 
to  a normal  relationship,  and  to  immobilize 
and  hold  them  there  until  healing  has  taken 
place.  This  entire  paper  could  be  devoted  to 
fractures  of  the  calcaneum,  but  since  the  lit- 
erature in  recent  vears  has  been  generous  on 


this  subject,  and  the  texts  on  fractures  quite 
specific,  I have  nothing  new  to  offer,  but 
merely  wish  to  stress  the  point  that  if  there 
is  an  avulsion  fracture  the  foot  must  be  kept 
in  equinus  in  a plaster  cast,  and  if  efforts  to 
reduce  are  unsuccessful  operative  nailing  of 
the  avulsion  fracture  is  recommended.  Other 
fractures  of  the  os  calcis  vary  greatly  how- 
ever. Mallet  dresser  or  skeletal  traction,  ap- 
plied by  the  technique  of  Boehler  and  Her- 
mann usually  gives  adequate  reduction.  Fix- 
ation of  these  fractures  is  similar  to  fix- 
ation of  fractures  of  the  astragalus. 
Direct  weight-bearing  should  not  be 
considered  for  three  months.  Pressure  with 
heavy  felt  should  be  maintained  on  either 
side  of  the  os  calcis  under  the  malleoli  to  pre- 
vent spreading  of  the  fragments  and  deformi- 
ty. Carefully  prepared  bracing,  after  a 
three  months  period,  should  be  continuous, 
with  double  lateral  irons,  internal  arch  sup- 
port and  pressure  pads  under  the  malleoli, 
over  a period  of  two  to  three  months  longer. 
The  unreduced  fracture  of  the  os  calcis 
leaves  one  of  the  most  painful  disabilities  we 
have  to  deal  with.  Lateral  x-rays  and  an- 
teroposterior x-rays  of  the  os  calcis  are  abso- 
lutely essential  in  determining  the  amount  of 
reduction  that  has  been  obtained. 

Fractures  of  the  scaphoid  are  not  at  all  un- 
usual, and  they  are  more  often  seen  in  the  an- 
teroposterior x-ray  than  in  the  lateral,  (No. 
8 and  10),  although  displacement  of  the  inner 
aspect  of  the  scaphoid  may  be  seen  in  the 
oblique  position. 

Fractures  of  the  cuboid  and  cuneiform 
may  be  seen  in  the  oblique  or  anteroposterior 
positions.  Direct  lateral  positions  may  show 
them  if  there  are  chipped  surfaces  on 
the  upper  or  lower  margins  that  have  been 
displaced.  If  there  is  displacement  or  dislo- 
cation these  must  be  reduced,  and  then  a 
plaster  of  Paris  boot  applied.  Weight-bear- 
ing with  a stirrup  can  be  begun  in  two  to 
four  weeks,  and  the  foot  kept  in  a cast  for 
about  six  weeks,  at  the  end  of  which  time  a 
well  fitting  shoe  and  arch  support  should  be 
supplied. 

Metatarsal  fractures  are  often  accompa- 
nied by  dislocation  (No.  9),  particularly  of 
the  first,  second  and  third  metatarsals.  Re- 
duction of  the  dislocation  of  these  is  usually 
accomplished  by  manipulation,  but  the  frac- 
tures are  often  much  more  difficult  to  bring 
into  alignment  and  apposition.  Skeletal  trac- 
tion (No.  9),  in  the  form  of  a banjo  splint  on 
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the  end  of  a plaster  boot,  has  proved  far  more 
effective  than  any  type  of  skin  traction.  This 
method  was  described  by  me  in  the  article 
“Finger  and  Toe  Nail  Extension,”  published 
in  Surgery,  Gynecology  and  Obstetrics,  in 
December,  1920. 

Fractures  of  the  phalanges,  without  dis- 
placement, we  have  splinted  successfully  with 
reinforced  wax  splints  about  the  toes.  This 
can  be  applied  very  easily,  it  gives  adequate 
protection  against  motion,  prevents  pain,  and 
can  be  worn  quite  satisfactorily  in  a shoe. 
If  there  is  extensive  deformity,  wire  skeletal 
traction  may  be  used.  The  wire  is  kept  in 
for  three  weeks  and  then  removed.  In  frac- 
tures of  the  phalanges  the  wires  can  be  re- 
moved at  the  end  of  the  second  week. 

SUMMARY 

1.  The  foot  is  all  important  to  locomotion. 

2.  It  is  subject  to  mis-diagnosis. 

(a) . Because  of  lack  of  appreciation  of 
a serious  injury. 


(b) .  Lack  of  correct  interpretation  of 
x-ray  shadow. 

(c) .  Because  of  anomalies  and  the 
transposition  of  parts. 

3.  To  prevent,  or  minimize,  partial  per- 
manent disability  adequate  anatomical  reduc- 
tion is  more  essential  than  any  other  place  in 
the  body,  particularly  with  respect  to  frac- 
tures of  the  astragalus  and  os  calcis,  and  to  a 
lesser  degree  of  the  other  tarsal  bones,  meta- 
tarsals and  phalanges. 

4.  Fractures  of  the  astragalus  and  os  cal- 
cis require  longer  periods  of  immobilization 
than  the  other  bones  of  the  foot. 

5.  Weight-bearing  should  be  guarded  for 
four  to  six  months  in  fractures  of  the  astrag- 
alus and  calcaneum. 

6.  Well-fitting  shoes  are  essential,  as  well 
as  arch  protection,  during  the  convalescence 
of  all  fractures  of  the  foot. 


❖ * 


IN  THIS  ISSUE 


LOW  back  pain  has  been  discussed  from 
many  angles.  This  time  Dr.  Ira  H.  Lock- 
wood  of  Kansas  City  presents  the  clinical 
and  roentgenological  manifestations  of  this 
ubiquitous  and  troublesome  syndrome  on 
page  321 

DISEASES  of  the  right  upper  quadrant  of 
the  abdomen  are  at  times  difficult  to  pigeon- 
hole. Too  often  a delayed  diagnosis  spells 
tragedy.  Dr.  A.  F.  Tyler  discusses  the  right 
upper  quadrant  symptoms  on  page ....327 

“MAN  is  no  stronger  than  the  feet  which 
propel  his  locomotion,”  states  Dr.  James  E. 
M.  Thomson  in  opening  his  discussion  on 
fractures  of  the  foot.  The  adequate  treat- 
ment of  fractures  of  this  important  extrem- 
ity is  discussed  on  page 331 


AN  interesting  case  of  “Exogastric  Pedun- 
culated Myosarcoma  of  Stomach”  is  reported 
by  Dr.  Platt  and  his  associates  on  page.. ..336 

THE  mortality  from  acute  appendicitis  is 
constantly  on  the  increase  in  spite  of  our 
better  knowledge  of  the  pathology  and  symp- 
tomatology of  this  condition.  Dr.  Bradley 
of  Pender  presents  an  interesting  discussion 
of  the  subject  on  page. 338 

AN  unusual  case  of  “Sacro-coccygeal 
Chordoma”  is  reported  by  Dr.  W.  F.  Bowers 
of  Omaha  on  page.. .341 

PULMONARY  embolism  always  comes  as 
a tragic  surprise.  Dr.  Charles  Frandsen  of 
Omaha  reports  a case  in  which  the  thrombus 
originated  in  the  superficial  veins,  on 
page  343 


Exogastric  Pedunculated  Myosarcoma 
of  Stomach 

OTIS  R.  PLATT,  M.  D., 

G.  F.  WALTEMATH,  M.  D., 

J.  H.  MILLHOUSE,  M.  D. 

North  Platte,  Nebr. 


Inasmuch  as  large  series  of  cases  are  not 
available  for  study,  figures  as  to  the  inci- 
dence of  pedunculated  gastric  tumors  are,  in 
all  probability,  not  very  reliable.  The  inci- 
dence of  lymphosarcoma,  fibrosarcoma, 
myosarcoma,  and  neurosarcoma  of  the  stom- 
ach is  of  great  rarity,  although  this  organ 
has  its  share  of  mesodermal  structures.  The 
commonly  quoted  frequency  is  one  per  cent 
of  all  malignant  gastric  tumors.  According 
to  the  recent  classification  of  malignant  gas- 
tric tumors  by  Pack  and  McNeer(1>,  the  oc- 
currence of  leiomyosarcoma  is  relatively  less 
frequent  than  other  types.  Polypoid  myomas 
are  usually  on  the  interior  of  the  stomach  and 
are  relatively  more  frequent  in  occurrence. 

A discussion  of  the  etiology  of  myosarcoma 
of  the  stomach  would,  of  course,  lead  to  the 
unsolved  problem  of  neoplasms  in  general. 
Various  theories  have  been  suggested,  such 
as  chronic  gastritis  resulting  in  hypertrophic 
thickening  and  lobulated  swelling  of  the  gas- 
tric mucosa  as  suggested  by  McLaughlin  and 
Colin (2).  The  possibility  of  malignant  degen- 
eration of  a benign  tumor  should  not  be  ig- 
nored. This  fact  is  emphasized  by  the  case 
we  wish  to  report.  These  tumors  are  intra- 
mural at  first  and  later  subserous  in  their 
growth.  The  exogastric  location  is  usually 
along  the  greater  curvature ; they  grow  under 
the  serosa  and  become  pedunculated  because 
of  their  increasing  weight  and  size.  These 
tumors,  originating  from  the  greater  curva- 
ture of  the  stomach,  spread  between  the 
layers  of  the  great  omentum  and  sometimes 
give  a false  impression  of  inoperability  when 
first  examined.  The  position  of  such  tumor 
changes,  and  at  times  the  “lump”  disappears, 
suggesting  the  textbook  “phantom  tumor.” 
This  fact  was  well  illustrated  in  the  case 
presented  here. 

Various  pathological  classifications  from 
both  histological  and  etiological  character 
have  been  devised.  According  to  the  classi- 
fication of  Pack  and  McNeer(1>,  myosarcomas 
have  a relatively  low  degree  of  malignancy 
and  they  metastasize  late.  The  incidence  of 
malignant  degeneration  of  pedunculated  non- 
malignant  gastric  tumors  has  been  variously 
estimated  at  from  twelve  per  cent,  Brunn 


and  Pearl (3>,  to  sixty  per  cent,  Myer  and 
Brams(W  It  has  been  stated  that  the  soli- 
tary gastric  polypus,  as  in  the  case  here  re- 
ported, is  more  apt  to  undergo  malignant  de- 
generation than  is  the  diffuse  polyposis(5). 

While  the  pedunculated  tumors  within  the 
stomach  often  give  rise  to  fairly  characteris- 
tic symptoms  referrable  to  the  gastrointesti- 
nal tract,  such  as  the  so-called  “ball  valve” 
cases,  the  external  pedunculated  tumor,  as  in 
this  case,  are  often  silent  as  to  symptoma- 
tology. The  usual  symptoms  of  the  exogas- 
tric types  are  listed  as  a sensation  of  heavi- 
ness or  a heavy  lump;  change  of  position  or 
temporary  disappearance  of  the  mass;  and 
the  most  constant  symptom,  that  of  a 
secondary  anemia  from  repeated  small  hem- 
orrhages or  even  massive  hemorrhage.  Num- 
erous references  have  been  made  relative  to 
these  cases  simulating  pernicious  anemia. 
There  have  been  case  reports  of  patients  with 
a diagnosis  of  pernicious  anemia  showing 
complete  recovery  following  surgical  removal 
of  gastric  polypi.  Several  authors(6>  have 
emphasized  the  fact  that  every  patient  found 
to  have  a severe  anemia  of  unexplained  origin 
should  be  submitted  to  a thorough  gastroin- 
testinal study.  This  fact  is  emphasized  by 
the  case  here  reported,  in  which  the  marked 
secondary  anemia  with  consequent  symptoms 
was  the  most  striking  feature  of  the  case.  We 
were  unable  to  elicit  any  symptoms  referra- 
ble to  the  gastrointestinal  tract. 

CASE  REPORT 

F.  K.  is  a white  man,  a farmer,  age  37  and  single. 
Patient  was  first  seen  in  the  office  March  25,  1940. 

Chief  Complaints:  Profound  weakness,  chills  and 
pallor. 

Onset  and  Development:  Three  or  four  months 
previously,  the  patient  first  noticed  weakness; 
seemed  to  improve  for  a time.  About  five  weeks 
previously,  the  patient  thought  he  had  the  “flu.”  At 
this  time  he  chilled  and  felt  weak.  No  other  symp- 
toms of  a “cold.”  No  cough.  Weakness  persisted. 
Following  this  episode  he  first  noticed  that  he  was 
pale.  No  numbness.  On  questioning,  he  thought 
that  the  stools  were  dark  in  color  but  not  definitely 
black  or  “tarry.”  No  symptoms  referable  to  gas- 
trointestinal tract.  No  weight  loss. 

Past  History:  Pneumonia  as  a child.  Measles, 
whooping  cough  and  mumps. 
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Family  History:  Essentially  negative.  Father  71, 
living  and  well;  mother  69,  living  and  well;  two 
brothers  and  three  sisters,  living  and  well;  one  broth- 
er dead,  accident. 

Phvsical  Examination:  T 99;  P 78;  R 20;  B.P. 

120/68. 

General  Habitus:  Well  nourished  individual.  Ap- 
parent pallor. 

Eyes:  Sclera  pearly  white.  Pupils  equal  and  regu- 
lar, react  normally  to  light  and  accommodate  to  dis- 
tance. 

Mouth:  Pallor  of  mucous  surfaces. 

N and  T:  Negative  except  for  pallor  of  mucous 
surfaces. 

Neck:  Negative. 

Lungs:  Expansion  normal  and  equal.  Resonant 
throughout.  Few  dry  crackling  rales  on  inspiration, 
left  base,  anteriorly. 

Heart:  Negative. 

Abdomen:  No  distention.  No  rigidity.  No  tender- 
ness. Large  palpable  mass  (size  of  grapefruit)  in 
right  upper  quadrant.  Very  freely  moveable.  May 
be  shifted  to  left  upper  quadrant  by  gentle  mani- 
pulation. No  tenderness  nor  distress  on  movement  of 
mass. 

Extremities:  No  edema.  Superficial  reflexes  nor- 
mal. No  pathological  reflexes  present. 

Laboratory  Findings  March  27,  1940: 

Urine:  Sp.  Gr.  1.006;  acid,  yellow,  clear;  albumin 
and  sugar  negative;  occasional  pus  and  epithelial 
cells;  no  blood;  repeated  examinations  negative 
for  blood. 

Blood  picture:  Hb.  30%,  R.B.C.  2,400,000,  W.B.C. 
7,400,  C.I.  .6,  Poly.  76%,  Lym.  16%,  Mono.  6%,  Eos. 
2%. 

Kline,  negative. 

Repeated  stool  examinations  negative  for  occult 
blood. 

Gastro-intestinal  X-ray  March  26,  1940: 

Normal  free  passage  of  barium  through  esopha- 
gus. Stomach  well  filled  with  barium  giving  a nor- 
mal contour.  No  filling  defect  or  other  irregularity 
noted.  Duodenal  cap  of  normal  outline  noted.  No 
defect  of  cap,  normal  emptying  time.  Barium  enema 
and  x-ray  showed  a colon  well  filled  with  normal 
haustral  markings  except  in  ascending  colon  from 
cecum  to  hepatic  flexure.  This  area  was  markedly 
distended,  giving  appearance  of  megacolon  in  this 
area  alone. 

Patient  was  admitted  to  the  hospital  on  March  26, 
1940,  in  preparation  for  surgery.  He  was  given  blood 
transfusions  on  March  27  and  29,  April  1,  3,  5,  and 
8.  Red  blood  cell  count  rose  to  4,170,000.  Operation 
April  9,  1940. 

Pre-operative  diagnosis:  Tumor  of  colon  around 

hepatic  flexure.  High  right  rectus  incision.  Stomach 
and  connected  tumor  mass  exposed.  There  seemed 
to  be  very  little  involvement  of  adjacent  stomach 
wall  and  the  gross  appearance  was  not  very  sug- 
gestive of  malignancy.  Tumor  mass  removed  and 
stomach  wall  closed  in  usual  manner. 

Gross  Pathology:  A pedunculated  tumor  mass 
measuring  3 cm.  on  the  pedicle,  12  cm.  in  diameter 
on  long  axis  by  10  cm.  on  shorter  axis.  Mass  soft 
and  interior  continuous  with  gastric  mucosa  through 
a very  small  opening,  which  would  admit  a small 


probe.  On  section  the  interior  consisted  of  friable 
tissue  surrounded  by  a thick  capsule.  The  attach- 
ment of  the  tumor  was  to  the  posterior  wall  of  the 
stomach  in  the  middle  third.  No  palpable  adeno- 
pathy. No  nodules  or  other  gross' evidence  of  meta- 
stosis.  No  apparent  infiltration  of  stomach  wall. 

Pathologist’s  Report:  Specimen  consists  of  a globu- 
lar mass  which  measures  10x10x7  cm.  External  sur- 
face bluish-gray  in  color.  Mass  appears  to  be  en- 
capsulated with  a growth  inside  which  is  irregular 
in  shape.  The  tumor  mass  comes  down  to,  but  does 
not  involve,  gastric  mucosa.  It  is  quite  cellular 
throughout,  with  a great  deal  of  collagenous  mate- 
rial between  cells.  The  cell  nuclei  are  oval  to  elon- 
gated ovoid,  and  the  chromatin  is  rather  evenly 
distributed  throughout.  The  cell  bodies  in  many  in- 
stances are  visable  as  acidophilic  prolongations  be- 
yond the  nuclei  for  some,  short  distances.  In  some 
places  the  tumor  tissue  blends  with  the  thin  walled 
vascular  channels.  Masson’s  tri-chrome  stain  indi- 
cates that  the  intercellular  material  is  collagenous. 
There  are  a large  number  of  red  cells  scattered 
throughout.  Mitotic  figures  are  not  identified.  In 
some  places  are  large  scarred  areas. 

Pathologist’s  Diagnosis:  Myosarcoma  of  stomach. 

Prognosis  from  pathological  viewpoint:  These  le- 
sions produce  large  solid  growths  which  metastasize 
late  to  the  liver  and  lungs.  They  are  radio-resistant. 

Subsequent  Course:  The  patient  had  an  unevent- 
ful recovery.  Two  post-operative  transfusions.  Ul- 
cer diet  instituted  on  fifth  day.  Blood  picture  on 
April  17,  1940:  Hb.  85%;  R.B.C.  4y540,000;  W.B.C. 
15,000.  Discharged  from  hospital  April  27,  1940. 
Subsequent  course  uneventful. 

SUMMARY 

1.  A case  of  an  exogastric  pedunculated 
tumor  is  reported  in  which  there  may  be  evi- 
dence of  malignant  degeneration  of  a non- 
malignant  tumor. 

2.  The  lack  of  symptoms  referrable  to  the 
gastro-intestinal  tract  in  spite  of  the  large 
size  of  the  tumor  is  emphasized ; this  is  in  ac- 
cord with  previously  reported  cases. 

3.  The  profound  anemia  as  a presenting 
symptom  is  stressed. 
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Acute  Appendicitis* 


JAMES  D.  BRADLEY,  M.  D. 
Pender,  Nebr. 


Acute  appendicitis  is  a subject  which  re- 
ceives daily  discussion  but  still  remains  a 
very  serious  problem.  There  has  been  no 
great  decline  in  the  incidence  of  deaths  due 
to  this  disease  in  the  past  several  years  and 
in  some  sections  of  the  country  there  has 
been  an  actual  increase.  The  statistical 
phase  would  furnish  material  for  a paper  in 
itself — therefore  I should  like  to  limit  my 
discussion  to  the  diagnosis  and  treatment  of 
acute  appendicitis. 

All  of  us  are  familiar  with  the  classical 
picture  of  acute  appendicitis,  and  when  a pa- 
tient presents  himself  wyith  such  signs  and 
symptoms  the  treatment  is  obvious.  If  we 
are  to  reduce  the  mortality  from  appendicitis 
we  must  not  wait  for  the  disease  to  become  a 
classical  picture  before  attempting  treat- 
ment. Early  radical  treatment,  i.  e.,  appen- 
dectomy becomes  conservative  treatment, 
and  we  all  like  to  think  in  terms  of  conserva- 
tism rather  than  radicalism,  therefore  if  we 
are  to  be  conservative  we  must  make  an  early 
diagnosis. 

What  are  the  points  to  be  taken  into  con- 
sideration in  arriving  at  this  diagnosis?  In 
my  own  practice  I like  to  question  the  pa- 
tient or  parents  concerning  appendicitis  in 
other  members  of  the  family.  I believe  there 
is  a definite  incidence  of  a familial  tendency 
to  appendicitis.  This  may  or  may  not  be  ex- 
plained on  a satisfactory  basis,  but  it  may  be 
due  to  the  premise  that  members  of  the  same 
family  show  a tendency  toward  a similarity 
of  anatomical  structure  of  this  organ,  just 
as  there  is  usually  a facial  similarity  among 
the  members  of  any  given  family.  Because 
of  this  anatomical  similarity  there  is  a great- 
er chance  of  mechanical  obstruction  to  the 
appendix,  and  members  of  the  same  family 
are  apt  to  have  the  same  habits  and  eat  the 
same  type  of  foods.  When  these  factors 
are  taken  into  consideration  we  are  apt  to 
think  differently  concerning  the  familial  ten- 
dency in  this  disease.  It  is  difficult  to  fully 
describe  such  a thesis  and  perhaps  an  ex- 
ample would  illustrate  better. 

Several  months  ago  a mother  and  father 
came  to  me  with  their  seven-year-old  son. 
One  week  previously  the  boy  had  complained 
of  feeling  “sick  to  his  stomach.”  Emesis 

♦Read  before  the  Seventy-second  Annual  Session  of  the  Ne- 
braska State  Medical  Association  in  Omaha,  April  24,  1940. 

338 


occurred  shortly  thereafter;  pain  was  not 
complained  of,  at  least  if  there  was  any  pain 
it  was  not  recognized  as  such.  During  the 
next  six  days  the  lad  went  about  his  regular 
duties  including  attendance  at  school.  He 
had  no  complaints  except  for  the  fact  that 
his  usual  appetite  had  waned. 

On  inspection  the  boy  did  not  appear  acute- 
ly ill.  Palpation  of  the  abdomen  revealed  no 
rigidity,  and  there  was  very  little  discomfort 
on  pressure  over  the  right  lower  quadrant; 
equal  discomfort  was  complained  of  on  pres- 
sure over  the  other  quadrants.  The  tempera- 
ture was  98.4,  pulse  80,  respiration  20,  red 
blood  corpuscles  numbered  4,890,000,  hemo- 
globin 100  per  cent,  and  the  white  blood  cor- 
puscles numbered  7,850.  The  chest  was  clear 
and  the  heart  was  normal.  Examination  of 
the  urine  revealed  no  abnormality.  Many 
times  we  see  a picture  as  presented  here  and 
accordingly  I told  the  parents  that  I saw 
nothing  in  the  boy’s  condition  to  cause  alarm, 
but  that  they  should  keep  him  under  close 
observation.  In  return  they  stated  that  they 
wrould  like  to  have  the  boy  operated.  Why, 
I asked?  One  boy  when  the  same  age  had 
acted  just  as  this  one — and  they  had  waited. 
The  story  was  a perforated  appendix  a few 
days  later,  followed  by  death.  A second  child 
in  this  family  when  about  the  same  age  gave 
a similar  history,  and  early  operation  re- 
vealed an  acute  appendix. 

I would  rather  err  on  the  side  of  remov- 
ing a normal  appendix  than  drain  a perfor- 
ated one,  and  because  of  the  family  history 
I opened  the  abdomen  only  to  find  a bulging, 
acutely  inflamed  appendix.  How  are  we  to 
make  a diagnosis  in  such  a case?  Waiting 
twelve  to  twenty-four  hours  wrould  have  been 
disastrous ; I am  sure  it  would  have  ruptured. 
The  parents  made  the  diagnosis.  I claim  no 
credit  for  it. 

Perhaps  in  the  diagnaosis  of  appendicitis 
we  should  make  a more  careful  study  of  the 
patient’s  history  and  the  family  history.  We 
see  more  cases  of  appendicitis  in  patients  un- 
der twenty  years  of  age  than  we  do  in  those 
over  twrenty.  Is  this  because  an  anatomical 
or  mechanical  peculiarity,  if  it  will  hold  out 
till  twenty  will  continue  to  hold  out  and  cause 
no  trouble,  or  if  it  is  to  become  obstructed 
and  infected  will  it  do  so  during  the  early  de- 
cades of  life? 
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Most  cases  of  early  appendicitis  have  pain, 
generalized  at  first,  or  about  the  umbilicus, 
later  localizing  just  to  the  right  of  it,  vomit- 
ing, temperature  close  to  normal  and  usually 
not  above  100.  This  picture  along  with  a 
white  blood  count  not  above  fourteen  or  fif- 
teen thousand,  slight  rigidity,  and  definite 
tenderness  in  the  right  lower  quadrant  surely 
is  appendicitis  and  no  one  would  hesitate  to 
make  a definite  diagnosis,  but  when  this  pic- 
ture appears  we  are  still  going  to  have  a high 
morbidity  and  mortality  rate  if  treatment  is 
not  instituted  immediately. 

Any  patient  coming  under  observation  sus- 
pected of  having  an  acute  appendix  should 
be  diagnosed  as  such  until  another  diagnosis 
can  be  made  and  the  differentiation  should 
be  made  immediately.  About  seventy-five 
per  cent  of  the  acute  abdomens  consist  of 
acute  appendicitis  so  we  are  about  seventy- 
five  per  cent  correct  when  we  make  a diag- 
nosis on  vague  symptoms.  With  the  arma- 
mentarium at  hand  which  our  predecessors 
did  not  have  we  should  not  be  confused  with 
pneumonia,  pyelitis,  perforated  ulcer,  ectopic 
pregnancy  and  the  like.  When  a diagnosis 
of  appendicitis  is  made  what  should  we  do? 
Immediate  operation  in  all  cases  ? I be- 
lieve the  answer  is  yes  in  all  cases — with  one 
exception. 

The  early  acute  cases  should  go  to  opera- 
tion as  soon  as  possible.  However,  there  is 
no  need  for  immediate  operation  at  two  or 
three  o’clock  in  the  morning,  as  the  doctors, 
nurses  and  all  concerned  are  tired  and  sleepy 
and  much  better  work  can  be  done  at  eight 
o’clock  the  next  morning.  In  preparation  for 
these  cases  of  appendectomy  very  little 
should  be  done.  No  enema  is  needed  and  the 
patient  should  receive  bed  rest  and  his  nerv- 
ousness allayed  mostly  by  keeping  well  mean- 
ing relatives  and  friends  from  the  room.  One 
half  hour  before  operation  morphine  sulphate 
and  atropine  sulphate  in  appropriate  doses 
are  given  hypodermically.  There  are  several 
choices  of  anesthetic,  probably  ether  still 
holds  out  as  the  best  all  around  anesthetic. 
Regional  infiltration  in  adults  and  older  chil- 
dren is  in  my  opinion  something  that  should 
be  used  more  often  than  it  has  in  the  past 
because  of  the  easy  convalescence  following 
its  use. 

The  technique  of  operation  should  be  as 
simple  and  swift  as  is  compatible  with  good 
work.  I still  like  to  use  the  right  rectus  ap- 
proach with  medial  retraction  of  the  rectus 
muscle  in  all  cases.  The  appendix  is  re- 


moved with  the  least  trauma  and  tugging  at 
the  bowel  and  the  stump  inverted.  The 
wound  is  closed  in  anatomical  layers.  An- 
other question  now  arises  as  to  the  best 
method  of  caring  for  these  patients  postoper- 
atively.  Attention  to  the  smallest  detail  is 
instrumental  in  bringing  about  an  even,  easy 
convalescence.  The  patient  should  be  per- 
mitted to  have  water  as  soon  as  he  calls  for 
it,  and  food  of  his  own  choice  as  soon  as  he 
asks  for  it.  There  is  nothing  better  than  a 
normal  stomach  and  bowel  content  to  prevent 
to  so-called  ‘gas  pains.’  Should  the  patient 
feel  nauseated  or  vomit  after  operation,  gas- 
tric lavage  should  be  carried  out.  This  is 
most  easily  accomplished  by  means  of  a Wan- 
gensteen drainage  tube  left  in  place  for  two 
or  three  hours  with  the  patient  taking  all 
the  water  he  can  by  mouth.  During  the  first 
few  days  the  patient  should  be  made  to 
breathe  deeply  at  least  ten  times  every  two 
hours,  and  frequent  change  of  posture  should 
be  encouraged.  On  the  third  day  a plain 
enema  is  given,  the  stitches  removed  on  the 
morning  of  the  sixth  day,  and  the  patient 
discharged  on  the  evening  of  the  seventh 
post-operative  day. 

Should  we  see  the  patient  for  the  first 
time  very  severely  ill  and  moribund  as  the 
result  of  a perforated  appendix  and  general 
peritonitis,  there  is  of  course  nothing  ex- 
cept expectant  treatment  to  be  carried  out — 
the  one  case  where  operation  is  contraindi- 
cated. 

In  the  third  group,  those  with  perforation, 
abscess  formation,  and  peritonitis,  either  lo- 
cal or  general,  wThere  the  patient  is  in  good 
condition  I believe  immediate  operation  is 
still  indicated.  Any  method  of  expectant 
treatment  should  be  discarded  and  the  area 
drained.  Probably  the  best  anesthetic  in 
this  type  of  case  is  the  general  anesthetic 
employing  ether.  The  right  rectus  incision 
gives  adequate  exposure.  If  the  appendix  is 
readily  visualized  and  can  be  easily  removed, 
that  is  what  should  be  done,  with  the  stump 
dropped  back  minus  inversion.  Should  re- 
moval appear  to  involve  much  manipulation 
the  appendix  should  be  left  in  situ  and  re- 
moved at  a later  date  and  the  area  drained 
only.  In  either  case  I like  to  place  drains, 
three  in  number — one  pointing  toward  the 
right  lumbar  gutter,  one  in  the  center  of  the 
involved  area,  and  one  toward  the  pelvic  cav- 
ity. In  the  case  of  an  abscess  the  drains 
would  be  placed  within  the  cavity.  The 
drains  are  then  drawn  through  a stab  wound 
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lower  and  lateral  to  the  original  incision  and 
the  incision  closed  in  the  usual  manner. 
Post-operatively  the  head  of  the  bed  should 
be  elevated.  The  patient  should  be  placed 
flat  on  the  abdomen  at  least  twice  a day. 
Fluids  may  be  tried  cautiously  as  soon  as  tol- 
erated. I also  like  to  start  sulfanilamide  in 
the  form  of  neoprontisil  in  full  doses  in  all 
cases  of  perforation.  At  the  first  sign  of  dis- 
tention the  Wangensteen  drain  should  be 
placed  and  heat  applied  to  the  abdomen.  The 
patient  is  still  allowed  fluids  in  small 
amounts.  Should  the  distention  not  respond 
in  twelve  hours,  all  fluids  should  be  stopped 
and  intravenous  glucose  and  normal  saline 
started,  the  Wangensteen  continued  as  well 
as  the  heat  to  the  abdomen.  Morphine  sul- 
phate in  full  doses  should  be  given  every  four 
hours.  Should  this  regimen  fail  to  relieve 
the  distention,  the  Miller-Abbott  double  lu- 
men tube  for  small  intestine  intubation  is  in- 
dicated. Until  the  tube  can  reach  the  intest- 
ine. one  hundred  per  cent  oxygen  by  means 
of  the  Boothby  mask  many  times  will  be  of 
great  benefit. 

If  in  spite  of  all  attempts  at  treatment  the 
patient  should  fail  to  respond  favorably,  mul- 


tiple abscesses  including  a subphrenic  ab- 
scess, or  complete  obstruction  of  the  bowel 
should  be  searched  for,  and  an  attempt  at 
drainage  made  or  relief  of  the  obstruction  at- 
tempted. A bacteremia  or  septicemia  may 
follow,  in  which  case  multiple  blood  trans- 
fusions plus  some  form  of  sulfanilamide  are 
about  our  only  help.  Some  of  our  cases  of 
appendicitis  are  reviewed  at  postmortem  at 
which  time  a thrombosis  of  the  mesenteric 
arteries  with  massive  gangrene  of  the  bowel 
is  found.  Perhaps  this  is  the  cause  of  death 
in  many  other  cases  not  coming  to  autopsy 
and  which  are  listed  with  general  peritonitis 
as  the  cause  of  death. 

In  summary,  I should  again  like  to  stress 
the  desirability  of  an  early  diagnosis  in  ap- 
pendicitis with  more  thought  to  the  obtain- 
ing of  a history  of  the  attack  as  well  as  a 
history  of  a familial  tendency  to  the  disease. 
In  the  treatment  early  operation  and  ade- 
quate drainage  in  the  perforated  cases  is 
necessary.  Constant  attention  to  the  small 
details  during  the  post-operative  course  as- 
sures a quicker  convalescence  and  reduces 
the  number  of  days  of  hospitalization. 


❖ ^ ^ 


The  injection  treatment  of  hernia  is  not 
advisable  for  general  use  and  should  be  em- 
ployed only  by  those  with  special  experience 
and  with  full  understanding  of  the  dangers 
involved,  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Asso- 
ciation warns  in  The  Journal  of  the  Associa- 
tion. 

The  Council’s  statement  confirms  a previ- 
ous opinion  based  on  the  results  of  a ques- 
tionnaire which  was  sent  in  1936  to  a selected 
list  of  hospitals  throughout  the  country  in 
order  to  obtain  information  as  to  the  extent 
of  the  use  of  the  injection  treatment  for 
hernia,  its  safety  and  effectiveness,  the  in- 
cidence of  unfavorable  complications  and  the 
nature  of  these  complications.  To  keep  the 
Council’s  information  up  to  date,  the  same 


questionnaire  has  been  addressed  again  to 
those  hospitals  which  replied  to  the  first  one. 

After  consideration  of  the  second  hospital 
survey  and  the  reports  in  the  recent  litera- 
ture, the  report  says,  “the  Council  now  con- 
curs in  the  opinion  that  the  method  involves 
less  danger  of  serious  complications  than 
surgery  when  employed  only  in  selected 
cases  of  hernia  by  those  skilled  in  the  injec- 
tion of  suitable  standardized  solutions  of 
known  composition  and  action.  The  Council 
is  not,  however,  willing  to  recognize  any  such 
solutions  for  New  and  Nonofficial  Remedies 
until  sufficient  follow-up  experience  in  their 
application  has  been  gained  to  establish  the 
success  of  the  injection  method  of  treatment. 
Present  evidence  indicates  that  better  types 
of  solution  are  to  be  desired.” 


Sacro-coccygeal  Chordoma — A Case  Report 

WARNER  F.  BOWERS,  M.  D.,  Ph.  D.  in  Surg. 

From  the  Department  of  Surgery  of  the  University  of  Nebraska, 
College  of  Medicine  at  Omaha 


The  following  case  is  presented  because  of 
the  rarity  of  the  tumor  and  the  interest  cen- 
tering about  the  management  of  the  post-op- 
erative complications. 

A 61-year-old  white  male  was  admitted  to  the 
University  Hospital  with  a history  of  pain  in  the 
region  of  the  coccyx  for  one  year.  There  had  been 
increasing  difficulty  in  defecation  and  in  starting 
the  urinary  stream  during  the  same  period  of  time. 
For  a month  before  admission,  the  pain  had  been 
much  more  severe.  Digital  examination  of  the  rec- 
tum showed  marked  relaxation  of  the  sphincter  and 
there  was  a very  large  extrinsic  mass  posterior  to 
the  rectum  compressing  its  lumen.  This  mass  was 
not  tender  and  there  were  no  signs  of  inflammatory 
reaction.  A similar  case  had  been  seen  previously 
and  a diagnosis  of  tumor  had  been  made  but  opera- 
tion disclosed  a retrorectal  abscess.  In  this  case, 
aspiration  was  done  for  purpose  of  diagnosis. 
Through  the  anoscope,  a large  caliber  needle  was 
inserted  into  the  tumor  mass  but  no  pus  could  be 
aspirated.  A few  drops  of  turbid  fluid  were  ob- 
tained and  when  these  were  smeared  out  and 
stained,  typical  tumor  cells  were  found,  character- 
istic of  chordoma.  These  cells  were  large  with  many 
mucin  vacuoles  in  the  pale  staining  cytoplasm.  Lat- 
eral x-ray  films  showed  destruction  of  the  coccyx 
with  erosion  of  the  two  lower  sacral  segments.  A 
large  soft  tissue  mass  also  was  discernible  just  be- 
low the  hollow  of  the  sacrum. 

On  Dec.  6,  1938,  the  patient  was  taken  to  the  op- 
erating room  where  under  cyclopropane  anesthesia, 
he  was  placed  in  Kraske  position  and  a longitudinal 
incision  was  made  from  the  upper  level  of  the  sac- 
rum to  the  border  of  the  anal  sphincter.  The  inci- 
sion was  converted  into  a T by  means  of  a cross  in- 
cision at  the  upper  end.  Sharp  dissection  then  was 
used  until  the  gluteal  muscles  and  ischiorectal  fos- 
sae had  been  traversed.  The  tumor  then  was  peeled 
off  of  the  posterior  surface  of  the  rectum  and  was 
delivered  from  its  bed.  The  tumor  was  of  such  size 
that  it  could  be  delivered  through  the  pelvic  outlet 
only  with  great  difficulty.  The  sacrum  was  re- 
moved flush  with  the  sacroiliac  joints.  This  exposed 
but  did  not  open  the  dural  sac.  Hemostasis  was  se- 
cured by  means  of  silk  ligatures  and  the  very  ex- 
tensive cavity  resulting  from  removal  of  the  tumor 
was  loosely  filled  with  three  inch  iodoform  gauze 
packing.  The  subcutaneous  tissues  were  loosely 
closed  with  silk  and  the  skin  with  interrupted  su- 
tures of  black  linen.  The  patient  stood  this  proce- 
dure very  well  and  left  the  operating  room  in  good 
condition  after  one  hour  and  forty  minutes. 

The  tumor  was  roughly  spherical  and  measured 
fourteen  centimeters  in  all  diameters.  The  cut  sur- 
face was  glistening,  exuded  free  mucin  and  showed 
small  areas  of  degeneration.  Microscopic  sections 
confirmed  the  diagnosis  of  chordoma  and  showed  a 
relatively  low  grade  of  malignancy. 

Post-operatively,  there  was  no  difficulty  with  the 
wound,  the  packing  was  withdrawn  slowly  and  heal- 
ing was  rapid.  However,  the  patient  who  had  pre- 
viously noted  some  difficulty  in  voiding  and  in  de- 


fecation, now  had  complete  urinary  and  fecal  incon- 
tinence. The  fecal  incontinence  was  controlled  by  a 
bland,  low  residue  diet  with  enemas  every  other  day. 
A retention  catheter  was  inserted  into  the  bladder 
and  connected  to  an  automatic  continuous  irrigating- 
siphoning  apparatus.  The  purpose  of  this  was  al- 
ternately to  fill  and  empty  the  bladder,  thus  main- 
taining sterility,  preventing  over-distention  and  aid- 
ing the  return  of  normal  muscle  tone  in  the  hope 
that  an  automatic  bladder  could  be  established. 
After  a week,  the  patient  was  given  1/10  grain  of 
Pilocarpine  three  times  daily  to  increase  urinary  ex- 
pulsive force  and  after  three  days,  the  catheter  was 
removed.  The  patient  was  not  able  to  void  and  the 
same  catheter-pilocarpine  regime  was  repeated. 
The  patient  then  could  void  but  was  unable  to  empty 
the  bladder,  about  200  cc.  of  residual  urine  remain- 
ing. A cystoscopic  examination  then  was  made  and 
typical  findings  of  neurogenic  dysfunction  of  the 
bladder  were  noted.  These  included  increased  blad- 
der capacity,  decreased  expulsive  force  and  trabecu- 
lation  of  the  bladder  with  cellule  formation.  There 
was  a very  slight  intrusion  of  the  middle  lobe  of  the 
prostate  and  because  it  is  known  that  a very  mini- 
mal obstruction  in  the  presence  of  neurogenic  dys- 
function prevents  voiding,  the  obstructing  tissue 
was  resected.  On  removal  of  the  catheter  post-op- 
eratively,  the  patient  was  able  to  void  and  soon  was 
able  to  empty  the  bladder.  The  rectal  incontinence 
was  entirely  controlled  so  that  wearing  a pad  was 
not  necessary.  The  patient  finally  was  dismissed 
from  the  hospital  in  satisfactory  condition  and  fol- 
low-up examinations  in  the  out-patient  clinic  have 
not  shown  any  evidence  of  recurrence  or  metastases. 
There  was  no  residual  urine  on  these  return  visits. 

DISCUSSION 

In  1858,  Mueller  stated  that  notochordal 
remnants  might  cause  this  characteristic 
tumor,  occurring  at  the  two  extremities  of 
the  spinal  column.  In  the  fetus,  the  noto- 
chord extends  to  the  sella  turcica  so  that 
notochordal  rests  can  occur  in  the  basilar 
cartilage  or  in  the  spheno-occipital  synchon- 
drosis, resembling  the  nucleus  pulposus  of 
the  intervertebral  discs.  The  tumor  always 
is  near  the  midline  of  the  body.  Ribbert 
punctured  the  intervertebral  disc  of  the  rab- 
bit and  demonstrated  extravasation  of  the 
notochordal  tissue  with  the  typical  appear- 
ance of  chordoma.  Any  notochordal  tissue 
which  escapes  inclusion  by  bone  or  cartilage 
is  liable  to  become  neoplastic  and  there  is 
considerable  debate  as  to  whether  notochord- 
al tissue  liberated  by  trauma  in  adult  life 
may  ultimately  become  neoplastic.  About 
half  of  the  reported  cases  of  chordoma  deal 
with  tumors  of  the  sacro-coccygeal  site  and 
about  one  third  are  spheno-occipital  in  posi- 
tion. The  remainder  are  distributed  along 
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the  length  of  the  spine.  Grossly,  the  tumor? 
are  jelly-like  to  cartilaginous  depending  on 
the  mucin  content  and  this  in  turn  depends 
on  the  maturity  of  the  cell  type  in  the  tumor. 
These  tumors  usually  are  encapsulated  and 
rounded  or  lobulated.  The  cut  surface  is 
glistening  or  mucoid  and  there  may  be  hem- 
orrhage, degeneration  or  a granular,  opaque 
appearance.  Sections  show  lobules  separat- 
ed by  a fibrous  stroma  which  is  liable  to  hya- 
line degeneration  and  leucocytic  infiltration. 

X-ray  and  radium  therapy  have  very  lim- 
ited value  due  to  the  resistance  of  the  cells 
because  of  their  maturity.  Surgical  remov- 
al is  the  preferred  treatment  but  may  be  dif- 
ficult because  the  large  tumors  tend  to 
spread  beyond  the  limits  of  resection.  Re- 
currence after  removal  is  common  but  meta- 


stasis is  relatively  rare.  Death  usually  is 
due  to  pressure  on  vital  structures.  Ade- 
quate removal  apparently  wTas  accomplished 
in  this  case  but  at  the  temporary  sacrifice  of 
the  nervous  mechanism  of  the  bladder  and 
rectum.  Rectal  control  was  achieved,  how- 
ever, by  low  residue  diet  and  enemas  every 
other  day.  The  urinary  incontinence  was 
controlled  by  transurethral  resection  of  the 
prostate  and  a strict  regime  such  as  is  em- 
ployed in  cases  of  spontaneous  neurogenic 
vesical  dysfunction. 

CONCLUSION 

A case  history  is  presented,  illustrating 
the  removal  of  a large  sacro-coccygeal  chor- 
doma fourteen  centimeters  in  diameter.  A 
discussion  of  the  post-operative  management 
of  rectal  and  vesical  dysfunction  is  given. 


In  order  to  avoid  a considerable  amount  of 
confusion  which  it  says  already  is  apparent, 
the  National  Committee  on  Medical  Pre- 
paredness of  the  American  Medical  Associa- 
tion feels  that  the  early  appointment  of  a 
coordinator  for  medical  and  health  services 
is  an  urgent  necessity,  a report  on  a recent 
meeting  of  the  Committee,  published  in  The 
Journal  of  the  Association,  reveals. 

The  report  of  the  Committee’s  action  says : 
“Attention  wTas  called  to  the  fact  that  many 
organizations  of  physicians  had  offered  their 
services  through  the  Committee,  including 
the  American  Heart  Association,  the  Nation- 
al Organization  of  Women  Physicians,  the 
National  Medical  Association  and  similar 
bodies.  Apparently  some  of  these  associa- 
tions had  been  specifically  asked  by  various 
governmental  agencies  to  undertake  certain 
projects.  It  was  voted  that  a message  be 
drafted  and  sent  to  the  Advisory  Committee 
on  National  Defense  and  to  the  President, 
calling  attention  to  the  fact  that  the  Com- 
mittee on  Medical  Preparedness  meeting 
with  representatives  of  governmental  agen- 
cies already  finds  evidence  of  duplication  of 
effort  and  of  much  confusion  and  that  it  is 
felt  that  the  early  appointment  of  a co- 
ordinator for  medical  and  health  services  is 
greatly  desired  in  order  to  speed  mobilization 
of  medical  resources  for  any  emergency.” 

Seeking  to  avoid  the  impairment  of  facili- 
ties for  educating  and  training  the  country’s 
future  physicians  the  Committee  prepared 


and  sent  to  the  Advisory  Committee  on  Na- 
tional Defense  and  to  the  President,  to  Con- 
gress and  to  various  governmental  agencies, 
a resolution  regarding  the  desirability  of 
maintaining  medical  education,  internships 
and  hospital  residencies  throughout  any 
emergency. 

Regarding  the  industrial  phase  of  medical 
preparedness,  the  report  states : “It  was  pro- 
posed that  a resolution  be  developed  request- 
ing funds  to  permit  the  United  States  Public 
Health  Service  to  aid  in  the  training  of  in- 
dustrial physicians  and  to  cooperate  with 
various  schools  of  industrial  medicine  for 
this  purpose. 

“Information  was  developed  indicating 
that  the  setting  up  of  a plan  of  conscription 
wTould  involve  a number  of  local  draft  boards 
in  the  individual  states,  with  the  sending  of 
the  men  for  examination  to  perhaps  100  dif- 
ferent localities  established  throughout  the 
United  States  for  final  military  examination. 
In  each  of  these  hundred  localities  approxi- 
mately eleven  physicians  would  be  required 
— men  qualified  in  the  medical  specialties — 
to  make  final  examinations  so  that  indivi- 
duals unfit  for  service  would  not  be  sent  to 
camp,  the  idea  being  to  have  the  examina- 
tion as  near  as  possible  to  his  home  and  thus 
to  disrupt  his  economic  relationships  as  little 
as  possible.  Attention  was  called  particular- 
ly to  the  need  of  specialized  service  for  the 
examination  of  x-ray  films  of  the  chest  for 
the  detection  of  tuberculosis.” 


Pulmonary  Embolism  From  Superficial 
Vein  Thrombosis* 

CHARLES  FRANDSEN,  M.  D. 

Omaha,  Nebraska 


Serious  pulmonary  embolism  from  super- 
ficial vein  thrombosis  following  operation  is 
comparatively  infrequent.  This  fact  is  the 
chief  reason  for  reporting  the  following  case. 

The  seat  of  the  primary  thrombosis  in  this 
case  was  on  the  inner  aspect  of  the  leg  just 
above  the  knee,  apparently  in  the  great  sa- 
phenous vein,  where  a lump  about  the  size 
of  a walnut  was  noted.  There  was  tender- 
ness for  three  or  four  inches  above  and  be- 
low this  swelling.  On  the  day  following  the 
embolism  the  lump  had  entirely  disappeared, 
thus  making  fairly  certain  the  origin  of  the 
embolism. 

In  the  literature  a number  of  cases  have 
been  reported.  Sears(1)  reviews  three  such 
cases,  including  one  of  his  own.  In  addition 
a number  of  cases  due  primarily  to  venocly- 
sis  and  to  the  sclerosing  solution  used  in  the 
treatment  of  varicose  veins  have  been  re- 
ported. Then  there  is  the  embolism  that  oc- 
casionally follows  thrombophlebitis  in  the 
superficial  veins  due  to  varicosities  and 
where  sclerosing  solutions  have  not  been 
used.  Spontaneous  thrombosis  in  normal 
superficial  veins  does  occur;  such  a throm- 
bosis might  be  the  source  of  an  embolism, 
but  I could  find  no  reports  in  the  literature. 

Collins(2)  reporting  on  271  instances  of 
pulmonary  embolism,  states  that  the  throm- 
bus of  origin  was  in  the  veins  of  the  left 
lower  extremity  in  110  cases,  in  veins  of  the 
right  lower  extremity  in  23  cases,  right  side 
of  the  heart  in  49  cases,  pelvic  veins  in  30 
cases — the  rest  in  miscellaneous  veins.  Ac- 
cording to  this  report  the  favorite  seat  of 
thrombosis  is  in  the  left  lower  extremity. 
He  makes  no  mention  of  the  superficial  veins 
in  these  cases. 

Homans (3)  mentions  as  the  most  common 
varieties  of  thrombophlebitis,  femoro-iliac 
thrombophlebitis,  thrombophlebitis  in  the 
prostatic  and  uterine  veins,  in  the  deep  vein 
of  the  lower  leg,  in  the  superficial  veins, 
varicose  and  non-varicose  of  the  lower  ex- 
tremities. He  also  states  that  in  any  oper- 
ative procedure  carried  on  in  any  person  over 
55  years  of  age  thrombophlebitis  must  be 
borne  in  mind  particularly  if  the  operation  is 
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on  either  the  prostate  or  the  uterus,  that  it  is 
perhaps  twice  as  frequent  in  prostatectomies 
or  hysterectomies  as  in  operations  of  the 
upper  abdominal  tract. 

G.  Nobl(4)  reports  that  as  observed  by 
him,  0.5  per  cent  of  all  fatal  embolisms  arise 
in  superficial  veins. 

According  to  these  varied  reports,  embol- 
ism to  the  lung  obviously  occurs  most  fre- 
quently from  thrombophlebitis  in  the  deep 
veins  of  the  lower  extremities,  particularly 
of  the  left  side,  and  superficial  vein  throm- 
bosis is  rarely  mentioned. 

CASE  REPORT 

Mrs.  F.  C.,  age  56,  was  first  seen  on  October  16, 
1939.  She  was  complaining  of  a continuous  dull  pain 
in  the  right  side,  so  severe  that  she  was  unable  to 
sleep.  This  pain  radiated  to  the  right  kidney  region. 
There  was  some  nausea  and  a complete  loss  of  appe- 
tite. On  physical  examination  tenderness  was  most 
marked  over  McBurney’s  point. 

There  was  nothing  remarkable  in  the  laboratory 
findings.  The  sedimentation  rate  was  slightly  in- 
creased 25  mm.  in  one  hour,  white  count  13,000, 
hemoglobin  17  grams.  A differential  count  was  not 
made.  Wassermann  was  negative.  Excepting  for  a 
previous  operation,  a hysterectomy  performed  be- 
cause of  uterine  fibroid,  her  history  was  negative. 
Her  family  history  was  also  negative.  Diagnosis — 
acute  appendicitis. 

Patient  entered  the  hospital  the  next  day  and 
was  operated  October  18,  1939.  At  the  time  of  her 
admission  to  the  hospital  the  pain  was  still  present, 
but  not  so  severe  as  when  seen  at  the  office.  The 
laboratory  findings  were  about  the  same;  a white 
count  of  10,500  with  a differential  count  of  78  per 
cent  polymorphonuclear  leucocytes,  16  per  cent 
lymphocytes  and  6 per  cent  monocytes. 

The  operative  findings  were  as  follows:  Dense 
omental  adhesion  to  the  scar  from  a previous  hys- 
terectomy, dense  adhesions  all  through  the  pelvis. 
The  appendix  was  retrocecal,  atrophic,  contracted 
and  pale  through  its  entire  length.  Appendectomy 
was  performed  and  the  adhesions  freed.  The  re- 
covery was  rapid  and  entirely  normal.  Patient  was 
dismissed  from  the  hospital  on  the  12th  day  fol- 
lowing the  operation.  Two  or  three  days  previous  to 
her  dismissal  she  had  noticed  a lump  on  the  inner 
surface  of  the  right  leg  just  above  the  knee,  but 
she  had  not  called  anyone’s  attention  to  it.  In  talk- 
ing to  her  a day  or  two  after  her  return  from  the 
hospital,  she  asked  me  about  “the  lump,”  as  she 
called  it.  She  said  that  it  did  not  hurt  her  very  bad- 
ly but  that  there  was  a little  dull  pain  such  as  she 
might  have  from  a bruise.  The  lump  was  notice- 
able, however,  without  palpation,  and  there  was 
some  tenderness  above  and  below  it,  but  there  was 
no  noticeable  swelling  either  around  the  area  or  on 
the  lower  leg. 
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On  the  16th  postoperative  day  the  patient  had  an 
attack  of  pain  in  the  chest.  When  seen  that  evening 
the  patient  was  in  a state  of  shock.  She  was  suf- 
fering very  severe  pain  in  the  right  side  of  the  chest, 
which  she  later  defined  as  a “pleurisy  pain.”  She 
was  complaining  almost  equally  as  much  about  a 
sense  of  oppression  on  the  left  side  of  the  chest  in 
the  heart  area.  This  was  accompanied  by  dyspnoea 
so  severe  that  she  had  to  be  placed  in  a sitting  posi- 
tion in  bed. 

Earlier  the  same  day  she  complained  of  a tight 
feeling  in  the  chest.  There  was  no  improvement 
in  this  and  later  that  evening  she  was  suddenly 
seized  with  the  severe  pain  previously  described. 
This  pain  was  ushered  in  with  a short  period  of 
semi-consciousness;  she  was  quite  cyanotic.  The 
heart  rate  was  rapid  and  stringy,  and  she  seemed 
very  ill.  At  this  time  it  was  impossible,  because 
of  her  condition,  to  move  her  enough  to  make  an 
examination  of  the  chest.  Later,  when  it  was  pos- 
sible to  turn  her  in  bed,  increased  vocal  fremitus, 
dullness  to  percussion  and  bronchial  breathing  was 
noted  over  the  greater  part  of  the  lower  lobe  of  the 
right  side  posteriorly.  During  the  days  following 
the  accident  there  was  a rise  in  temperature,  at 
times  up  to  102°.  The  lump  on  the  inner  sur- 
face of  the  leg  had  completely  disappeared.  There 
was  a gradual  improvement.  There  was  no  bloody 
sputum  until  the  third  day  following  the  acute  at- 
tack when  the  patient  commenced  to  raise  bloody 
material.  There  was  a great  deal  of  coughing  pres- 
ent from  the  start.  In  addition  she  complained  of 
severe  headaches,  nausea  and  vomiting. 

Both  symptoms  and  signs  in  pulmonary 
embolism  vary  with  the  size  of  the  obstruct- 
ed pulmonary  artery;  that  is,  with  the  size 
of  the  infarction  caused  by  the  obstruction, 
which  may  vary  in  size  from  that  of  a cherry 
to  an  entire  lobe. 

The  symptoms  of  pulmonary  embolism  are 
first  of  all  pain  at  the  seat  of  infarction,  and 
a sense  of  oppression  or  pain  which  may  be 
either  retrosternal,  precordial  or  in  the 
shoulder.  The  pain  is  sometimes  ushered  in 
with  convulsions  and  unconsciousness.  Dys- 
pnoea is  usually  noted  from  the  start,  quite 
often  very  severe  at  first  and  increasing  in 
severity.  Occurring  at  the  same  time  that 
the  pain  is  noticed  are  the  symptoms  of 
shock ; the  skin  may  be  cold  and  clammy  and 
very  pale,  later  becoming  cyanotic.  The  pulse 
is  rapid  and  thready.  The  systolic  pressure 
is  greatly  lowered.  Quite  often  a cough  is 
present  from  the  start;  however,  a severe 
cough  may  not  be  noticed  immediately;  if 
not,  bloody  sputum  will  appear  later  in  the 
course  of  the  infarction.  Leucocytosis  fol- 
lows. There  will  be  some  fever  during  the 
course  if  the  embolism  is  of  any  size.  Nau- 
sea and  vomiting  are  usually  noted,  some- 
times with  abdominal  distress.  Quite  often 
an  uncontrollable  hiccough  is  present.  Usual- 


ly physical  signs  cannot  be  obtained  when 
the  patient  is  first  seen,  because  of  the  dan- 
ger of  further  embolization  by  moving  the 
patient.  The  seat  of  the  infarction  is  most 
often  in  the  lower  lobes  of  the  lungs,  parti- 
cularly the  right  lower,  but  may  occur  in 
any  lobe  of  either  lung  or  in  both  lungs. 
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FIG.  1 FIG.  2 

(1)  Electrocardiographic  tracing  suggestive  of  acute  pulmon- 
ary embolism  from  Barnes’  “Diagnostic  Electrocardiographic 
Changes  Following  Acute  Pulmonary  Embolism,”  in  Recordings 
of  the  Staff  Meetings  of  the  Mayo  Clinic,  January,  1936. 

(2)  Electrocardiographic  tracing  of  the  case  reported  on  the 
day  following  the  embolism. 


Over  the  infarcted  area  there  will  be  dull- 
ness on  percussion  and  fine  moist  rales  when 
first  observed;  later,  increased  vocal  fremi- 
tus, dullness  on  percussion,  bronchial  type  of 
breathing,  associated  with  moist  rales.  Pos- 
sibly a friction  rub  may  be  felt  or  heard. 
The  diagnosis  is  made  on  these  symptoms 
and  physical  findings,  plus  the  history.  Lung 
embolism  is  more  frequently  encountered  in 
women  than  in  men.  There  is  usually  a his- 
tory of  a preceding  operation,  confinement, 
injury  or  possibly  a previously  noted  throm- 
bosis, as  in  this  case. 


The  differential  diagnosis  between  pul- 
monary embolism  and  coronary  thrombosis 
must  always  be  made.  In  the  average  case  it 
is  extremely  difficult  to  differentiate  be- 
tween them.  It  is  borne  in  mind,  however, 
that  pulmonary  embolism  is  more  frequent  in 
women,  that  it  usually  follows  an  operation 
or  injury,  and  that  the  cyanosis  is  usually 
more  severe  than  in  coronary  thrombosis. 
Finally,  x-rays  of  the  chest  may  be  taken 
or  an  electrocardiographic  tracing  obtained. 
It  is  usually  too  dangerous  to  move  the  pa- 
tient enough  to  obtain  a picture.  An  electro- 
cardiogram, however,  is  nearly  always  ob- 
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tamable,  and  can  be  made  without  moving 
the  patient,  and,  as  in  this  case,  make  the 
early  diagnosis  possible  by  ruling  out  the 
presence  of  a coronary  occlusion. 

Barnes (5)  describes  certain  electrocardio- 
graphic characteristics  that  he  considers  of 
value  in  the  diagnosis  of  pulmonary  embol- 
ism. The  S wave  in  Lead  i is  prominent; 
T wave  in  Lead  iii  inverted;  R S T in  Lead 
iii  has  the  upward  rounding  contour  seen 
following  a coronary  occlusion;  T in  Lead  ii 
may  be  diphasic,  isoelectric  or  inverted.  A 
prominent  Q wave  in  Lead  iii  is  usually  pres- 
ent. In  the  Wolferth  4th  Lead  T wave  is 
usually  upright  . . . occasionally  diphasic. 
While  these  findings,  of  course,  are  not  ab- 
solutely diagnostic  they  help  to  establish  the 
diagnosis,  especially  if  the  findings  of  coro- 
nary occlusion  are  absent. 


In  conclusion:  This  case  was  reported  to 
call  attention  to  the  infrequency  of  serious 
lung  embolism  from  superficial  vein  throm- 
bosis following  operation. 
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Pursuant  to  its  aim  of  raising  the  standards  of 
surgery,  the  American  College  of  Surgeons  has  pub- 
lished a 24-page  “Manual  of  Graduate  Training  in 
Surgery”  in  which  are  incorporated  the  requirements 
for  its  approval  of  programs  of  training  in  general 
surgery  and  the  surgical  specialties  in  hospitals 
of  the  United  States  and  Canada. 

The  “Manual”  is  the  outcome  of  ten  years  of  study 
of  educational  programs  in  surgery  by  the  Board  of 
Regents  and  several  committees  of  the  College.  In 
1937  a Committee  on  Graduate  Training  in  Surgery 
was  established  under  whose  direction  the  field  staff 
of  the  College  personally  surveyed  a selected  group 
of  hospitals  in  connection  with  the  work  of  the  Hos- 
pital Standardization  Department.  Based  on  the 
findings  of  these  surveys,  “Fundamental  Principles 
and  Criteria”  were  developed  which  have  been  ap- 
plied in  evaluation  of  plans  for  graduate  training 
in  surgery.  The  plans  of  179  hospitals  have  so  far 
been  approved  by  the  College.  The  new  “Manual” 
is  an  elaboration  of  the  “Fundamental  Principles  and 
Criteria”  and  will  in  the  future  be  applied  in  deter- 
mining eligibility  for  the  Approved  List  to  be  pub- 
lished in  the  Approval  Number  of  the  College  Bulle- 
tin in  October  of  each  year. 

The  College  recognizes  three  principal  types  of  in- 
stitutions as  offering  acceptable  programs  of  gradu- 
ate training  in  surgery:  (1)  universities  or  teaching 
hospitals  supervised  by  departments  of  surgery  of 
medical  schools  and  graduate  schools;  (2)  fellow- 
ships in  recognized  clinics  and  other  organized 
groups;  and  (3)  selected  hospitals  which  by  utilizing 
their  own  facilities  to  the  fullest  are  able  to  carry 
acceptable  programs  through  to  completion,  or  which 
have  supplemented  their  educational  program,  parti- 
cularly in  the  basic  medical  sciences,  through  affili- 
ation with  medical  schools  and  graduate  schools. 

The  Minimum  Standard  for  Graduate  Training  in 
Surgery  which  is  included  in  the  new  “Manual”  com- 
prises five  clauses,  concerned  with  (1)  duration  and 


objective  of  the  program;  (2)  organization  and  sup- 
ervision; (3)  basic  medical  sciences;  (4)  clinical 
material  and  (5)  organized  study. 

Under  the  requirements,  an  acceptable  program 
requires  a minimum  of  two  and  preferably  three  or 
more  years  of  training  in  surgery,  beyond  at  least 
one  year  of  general  interneship.  Such  preparation 
is  now  necessary  in  order  for  an  applicant  for  fel- 
lowship in  the  American  College  of  Surgeons  to  meet 
the  qualifications  in  respect  to  training,  as  set  forth 
in  the  following  resolution  passed  by  the  Board  of 
Regents  on  May  10,  1936: 

“Applicants  for  fellowship  whose  qualifying  medi- 
cal degree  shall  have  been  obtained  after  the  date 
of  January  1,  1938,  shall  be  required  to  present  evi- 
dence of  having  completed  three  years  of  hospital 
service  in  one  or  more  acceptable  hospitals,  of  which 
two  years  shall  have  been  spent  in  training  in  sur- 
gery in  hospitals  approved  by  the  American  College 
of  Surgeons.  In  the  case  of  graduates  of  medical 
schools  which  withhold  the  medical  degree  until  after 
the  fifth  year  of  hospital  interneship,  the  date  set 
will  be  January  1,  1939.” 

Dr.  Dallas  B.  Phemister,  Chairman  of  the  Depart- 
ment of  Surgery,  University  of  Chicago  School  of 
Medicine,  is  chairman  of  the  Committee  on  Gradu- 
ate Training  in  Surgery;  the  other  members  are  Dr. 
Donald  C.  Balfour  of  Rochester,  Minnesota;  Dr.  John 
R.  Fraser  of  Montreal;  Dr.  Albert  C.  Furstenberg 
of  Ann  Arbor;  Dr.  W.  Edward  Gallie  of  Toronto; 
Dr.  Harry  S.  Gradle  of  Chicago;  Dr.  Evarts  A.  Gra- 
ham of  St.  Louis;  Dr.  Howard  C.  Naffziger  of  San 
Francisco;  Dr.  Gilbert  J.  Thomas  of  Minneapolis; 
and  Dr.  Allen  0.  Whipple  and  Dr.  Philip  D.  Wilson 
of  New  York  City.  Much  of  the  field  work  and  di- 
rection of  the  study  has  been  carried  on  by  Dr.  Har- 
old Earnheart,  assistant  director  of  the  College,  in 
collaboration  with  Associate  Directors  Bowman  C. 
Crowell  and  Malcolm  T.  MacEachern. 
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NEBRASKA  LEADS 

According  to  the  report  of  the  Journal  of 
the  American  Medical  Association  in  its 
August  17th  issue,  71%  of  Nebraska  physi- 
cians have  returned  Medical  Preparedness 
blanks  to  the  office  of  the  American  Medical 
Association.  This  represents  the  largest  re- 
turn of  any  other  state  in  the  Union.  Ne- 
braska physicians  have  a right  to  be  proud. 

This  Journal  is  particularly  pleased  with 
the  achievement  because  it  illustrates  a prin- 
ciple: physicians  of  Nebraska  have  always 
shown  a willingness  to  cooperate  in  any  task 
endorsed  by  its  parent  association  as  well  as 
by  the  officers  of  our  State  organization. 
It  would  be  well  for  organized  medicine  to  ac- 
quaint the  public  in  general  with  the  will- 
ingness on  the  part  of  the  medical  profes- 
sion to  do  its  part  where  the  welfare  of  the 
citizens  of  this  country  is  concerned.  No 
other  sector  of  the  population  has  taken  over 
the  job  of  organizing  a special  group  for  na- 
tional defense.  Only  the  organized  medical 
profession  has  volunteered  its  services  in  be- 
half of  patriotism  and  public  service,  and 
this  was  done  without  bargaining  over  per- 
sonal advantages  to  the  members  of  the  As- 


sociation, without  invoking  promises  from 
the  military  authorities.  It  is  not  recom- 
mended that  this  story  be  proclaimed  in 
scare-head  type,  but  merely  that  the  pub- 
lic be  made  acquainted  with  the  aims  and 
activities  of  the  medical  profession  in  behalf 
of  national  safety. 


THE  FUNCTIONS  OF  THE  MEDICAL 
SOCIETY 

In  an  address  before  the  New  Haven  Medi- 
cal Association  in  1903,  Sir  William  Osier 
made  this  statement: 

“The  well-conducted  medical  society  should  repre- 
sent a clearing  house,  in  which  every  physician  of 
the  district  would  receive  his  intellectual  rating,  and 
in  which  he  could  find  out  his  professional  assets 
and  liabilities.  We  doctors  do  not  ‘take  stock’  often 
enough,  and  are  very  apt  to  carry  on  our  shelves 
stale,  out-of-date  goods.  The  society  helps  to  keep 
a man  ‘up  to  the  times,’  and  enables  him  to  refurnish 
his  mental  shop  with  the  latest  wares.  Rightly  used, 
it  may  be  a touchstone  to  which  he  can  bring  his 
experiences  to  the  test  and  save  him  from  falling 
into  the  rut  of  a few  sequences.  It  keeps  his  mind 
open  and  receptive,  and  counteracts  that  tendency  to 
premature  senility  which  is  apt  to  overtake  a man 
who  lives  in  a routine.” 
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This  quotation  is  recalled  at  this  time  be- 
cause September  is  the  month  which  marks 
the  reopening  of  meetings  of  most  county 
and  district  medical  societies.  The  state- 
ments are  of  particular  significance  at  this 
time  because  apparently  many  of  the  local 
county  societies  are  becoming  more  and  more 
occupied  with  the  economic  problems  con- 
fronting the  members  and  there  is  danger 
that  the  economic  phases  may  at  times  be 
stressed  at  the  expense  of  the  scientific  func- 
tions of  a medical  society. 


In  a previous  issue,  the  Nebraska  State 
Medical  Journal  carried  an  announcement  is- 
sued by  Dr.  McCarthy,  chairman  of  the 
Speakers’  Bureau,  in  which  this  bureau  of- 
fered to  help  medical  societies  in  the  ar- 
rangements of  their  scientific  programs  for 
the  year.  The  replies  to  this  announcement, 
according  to  Dr.  McCarthy,  can  be  material- 
ly improved  numerically.  It  is  encouraging, 
however,  that  each  year  sees  a greater  num- 
ber of  medical  societies  plan  their  year’s 
activities  in  time  to  afford  interesting  ses- 
sions with  attractive  programs.  Only  through 
careful  and  timely  planning  can  a society 
live  up  to  the  standards  so  beautifully  de- 
picted by  the  Father  of  Modern  Medicine,  al- 
most forty  years  ago. 
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HYPERTENSION 

There  is  probably  no  single  physical  find- 
ing which  is  more  commonly  observed  by  the 
physician  than  arterial  hypertension  and 
none  the  presence  of  which  is  more  signifi- 
cant in  relation  to  the  present  or  future 
health  and  longevity  of  the  patient. 

When  we  have  sorted  the  cases  in  which 
hypertension  is  an  outstanding  finding  into 
those  that  are  definitely  due  to  acute  or 
chronic  glomerulonephritis,  chronic  pyelone- 
phritis— bilateral  or  unilateral,  polycystic 
kidneys,  hypernephromas  or  other  types  of 
destructive  kidney  tumors,  renal  destructive 
lesions  of  other  types,  certain  tumors  of  the 
adrenal  cortex,  Cushing’s  pituitary  basophil- 
ism, hyperthyroidism,  etc.,  there  still  re- 
mains a large  number  of  cases  of  essential 
hypertension  which  one  cannot  explain  on  an 
anatomical  basis,  and  the  treatment  of  which 
is  unsatisfactory. 

The  factor  of  hereditary  predisposition  to 
the  development  of  arterial  hypertension  has 
been  clearly  shown  and  Hines (1 2)  has  given 
us  the  means  of  selecting  individuals  in  the 
prehypertensive  state  who  are  likely  to  de- 
velop hypertension  later  in  life. 

When  we  have  to  deal  with  a patient  who 
has  developed  essential  hypertension  we  have 
a minimum  to  offer  him  in  the  way  of  ef- 
fective treatment  either  of  his  present  con- 
dition or  the  sequellae  which  are  likely  to 
follow.  The  possibility  of  studying  children 
from  the  standpoint  of  hereditary  predispo- 
sition to  this  disease  and  of  testing  them  for 
their  reactibility  to  the  cold  pressor  test  im- 
presses one  as  highly  practical  and  desirable. 
If  those  individuals  who  appear  very  likely 
to  develop  essential  hypertension  as  they  ad- 
vance in  age  could  be  selected  then  guided  as 
to  their  work,  play,  habits,  weight  control, 
methods  of  avoiding  infections  and  even 
their  mating,  we  could  probably  appreciably 
reduce  to  incidence  this  disease  and  even 
tend  to  breed  it  out  of  the  race.  This  should 
be  at  least  as  valuable  as  our  war  upon  tuber- 
culosis and  other  similar  diseases. 

Geo.  W.  Covey,  M.  D. 
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ALIEN  REGISTRATION  DIVISION  OF 
IMMIGRATION  AND  NATURALIZATION 
SERVICE  DEPPARTMENT  OF  JUSTICE 

As  part  of  the  National  Defense  program,  a na- 
tionwide registration  of  aliens  will  be  conducted 
from  August  27  through  December  26,  1940,  by  the 
Immigration  and  Naturalization  Service  of  the  De- 
partment of  Justice.  Registration  will  take  place 
in  the  post  offices  of  the  nation.  It  is  expected 
that  more  than  three  and  one-half  million  aliens  will 
be  registered  during  the  four-month  period. 

Registration  is  made  compulsory  by  a specific  act 
of  Congress,  the  Alien  Registration  Act  of  1940, 
which  requires  all  non-citizens  to  register  during  the 
four-month  official  registration  period.  The  law 
requires  that  all  aliens  14  years  or  older  are  to  be 
registered  and  fingerprinted.  Alien  children  under 
14  years  of  age  will  be  registered  by  their  parents 
or  guardians.  When  alien  children  reach  their  four- 
teenth birthday,  they  wTill  be  required  to  register  in 
person  and  be  fingerprinted. 

A fine  of  $1,000  and  imprisonment  of  six  months 
is  prescribed  by  the  Alien  Registration  Act  for  fail- 
ure to  register,  for  refusal  to  be  fingerprinted,  or  for 
making  registration  statements  known  to  be  false. 

As  part  of  its  educational  program  to  acquaint 
non-citizens  with  the  registration  requirements,  the 
Alien  Registration  Division  is  distributing  more 
than  five  million  specimen  forms  listing  the  ques- 
tions that  will  be  asked  of  aliens  at  registration 
time.  Besides  the  usual  questions  for  establishing 
identification,  the  questionnaire  asks  the  alien  to 
tell  how  and  when  he  entered  the  country,  the  meth- 
od of  transportation  he  used  to  get  here,  the  name 
of  the  vessel  on  which  he  arrived. 

He  is  also  asked  to  state  the  length  of  time  he  has 
been  in  this  country  and  the  length  of  time  he  ex- 
pects to  stay.  He  must  also  describe  any  military 
or  naval  service  he  has  had,  and  list  the  names  of 
any  organization,  clubs,  or  societies  in  which  he  par- 
ticipates or  holds  membership.  In  addition,  he  is 
required  to  describe  his  activities  in  any  organiza- 
tion, and  to  affirm  whether  or  not  the  organization 
furthers  the  interests  or  program  of  a foreign  gov- 
ernment. 

To  make  their  registration  easier,  aliens  are  be- 
ing asked  to  fill  out  sample  forms,  which  will  be 
available  prior  to  registration,  and  take  them  to 
post  offices  where  they  will  be  registered  and  fin- 
gerprinted. Every  registered  alien  will  receive  by 
mail  a receipt  card  which  serves  as  evidence  of  his 
registration.  Following  registration,  the  Act  re- 
quires all  aliens,  as  wrell  as  parents  or  guardians  of 
alien  children,  to  report  changes  of  residence  address 
within  five  days  of  the  change. 

The  Alien  Registration  Act  was  passed  so  that  the 
United  States  Government  may  determine  exactly 
how  many  aliens  there  are,  who  they  are,  and  where 
they  are.  Both  President  Roosevelt  and  Solicitor 
General  Biddle  have  pointed  out  that  registration 
and  fingerprinting  will  not  be  harmful  to  law-abid- 
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ing  aliens.  The  Act  provides  that  all  records  be 
kept  secret  and  confidential.  They  will  be  available 
only  to  persons  approved  by  the  Attorney  General 
of  the  United  States. 

Fingerprinting  of  aliens  carries  no  stigma  what- 
soever. Thousands  of  citizens  are  voluntarily  fin- 
gerprinted every  year.  Members  of  the  United 
States  Army  and  Navy  are  all  fingerprinted,  as  are 
many  Government  workers.  In  recent  years,  many 
hospitals  have  established  the  practice  of  taking 
footprints  of  newly-born  babies.  Because  finger- 
printing is  the  only  infallible  method  of  accurate 
identification,  the  United  States  Government  has 
adopted  it  as  part  of  the  registration  program. 

In  signing  the  Alien  Registration  Act,  President 
Roosevelt  said,  “The  Alien  Registration  Act  of  1940 
. . . should  be  interpreted  and  administered  as  a 
program  designed  not  only  for  the  protection  of  the 
country  but  also  for  the  protection  of  the  loyal  aliens 
who  are  its  guests.  The  registration  . . . does  not 
carry  with  it  any  stigma  or  implication  of  hostility 
towards  those  who,  while  they  may  not  be  citizens, 
are  loyal  to  this  country  and  its  institutions.  Most 
of  the  aliens  in  this  country  are  people  who  came 
here  because  they  believed  and  had  faith  in  the  prin- 
ciples of  American  democracy,  and  they  are  entitled 
to  and  must  receive  full  protection  of  the  law.” 

Solicitor  General  Biddle  adds,  “We  should  remem- 
ber that  all  Americans  were  at  one  time  or  another 
immigrants  from  other  lands.  The  genius  of  many 
countries,  the  ancient  aspirations  of  many  races, 
have  built  into  what  is  America.  Unfortunately, 
there  are  some  foreigners  who  are  disloyal  to  Amer- 
ica, who  do  not  wish  to  accept  our  ways  and  who 
use  our  freedom  of  speech  and  of  the  press  to  fo- 
ment disunity  and  sedition. 

“These  persons  we  will  apprehend,  but  we  will 
also  see  to  it  that  loyal  American  aliens  are  not  un- 
justly condemned  for  the  disloyal  behavior  of  a few. 
Our  registration  will  be  their  protection  from  perse- 
cution.” 

The  Immigration  and  Naturalization  Service  asks 
for  the  cooperation  of  all  citizens  in  carrying  out  the 
Alien  Registration  program  in  a friendly  manner  so 
that  our  large  foreign  population  is  not  antagonized. 
It  is  suggested  that  citizens  may  be  of  great  help  to 
their  non-citizen  neighbors  or  relatives  by  explain- 
ing to  those  who  do  not  speak  English  well  what  the 
registration  is,  where  aliens  go  to  register,  and  what 
information  they  must  give. 

The  Registration  of  Aliens  program  has  been  set 
up  as  a separate  division  of  the  Immigration  and 
Naturalization  Service.  The  program  is  being  di- 
rected by  Earl  G.  Harrison,  under  the  general  super- 
vision of  Major  L.  B.  Schofield,  Special  Assistant 
to  the  Attorney  General. 


The  48  States,  4 Territories  and  the  District  of 
Columbia  have  been  allotted  $5,672,388  in  Federal 
funds  to  aid  in  controlling  syphilis  and  gonorrhea 
during  the  coming  year,  Surgeon  General  Thomas 
Parran  of  the  United  States  Public  Health  Service 
announced  early  in  August. 

A special  portion  of  these  grants,  amounting  to 
$458,600,  has  been  allotted  to  the  States  on  the  basis 
of  the  extent  of  military  and  national  defense  indus- 
trial concentrations. 

“This  special  fund,”  Dr.  Parran  pointed  out,  “can 


be  considered  only  as  a first  step  toward  aiding  the 
States  to  meet  the  special  problems  of  venereal  dis- 
ease control  which  arise  in  connection  with  concen- 
trations of  armed  forces  and  intensification  of  indus- 
trial activities.  An  increase  in  the  size  of  the  stand- 
ing army,  an  extension  of  the  training  areas,  or  the 
further  expansion  of  defense  industries  will  greatly 
increase  the  need  for  expanded  control  programs  and 
the  necessity  for  additional  funds.” 

“Venereal  disease  extracts  a very  large  toll  of 
man-days  and  efficiency  from  the  armed  forces.  It 
is  important  to  note  that  a large  proportion  of  in- 
fections originate  in  the  communities  of  the  Nation 
before  enlistment.  The  need  for  adequate  control 
programs  in  all  communities  is  clear.  And  it  is  ob- 
vious that  the  responsibility  for  prevention  of  new 
venereal  disease  infections  among  enlisted  men  lies 
in  the  adequacy  of  the  control  programs  in  the  towns 
and  cities  near  areas  of  military  concentration  and 
maneuvers.” 

Funds  made  available  to  the  States  for  the  control 
of  the  venereal  diseases  are  allotted  under  provisions 
of  the  LaFollette-Bul winkle  Venereal  Disease  Con- 
trol Act  of  1938.  In  addition  to  plans  for  coopera- 
tion with  the  armed  forces,  consideration  in  deter- 
mining allottments  include  population,  extent  of  the 
venereal  disease  problem,  and  financial  needs  of  the 
States.  Funds  allotted  on  the  basis  of  the  popula- 
tion and  extent  of  the  problem  must  be  matched  by 
State  and  local  funds. 

The  remainder  of  the  total  appropriation  will  be 
used  to  further  research  in  new  methods  of  treat- 
ment and  diagnosis  of  syphilis  and  gonorrhea,  for 
training  of  personnel,  for  coordination  of  educational 
efforts,  and  for  cooperation  with  the  States  in  plan- 
ning and  administration  of  the  Public  Health  Service 
program. 

A total  of  $6,200,000  was  appropriated  by  the  Con- 
gress for  this  fiscal  year  to  aid  the  States  in  the 
control  of  syphilis  and  gonorrhea.  Last  year  a total 
of  $5,000,000  was  available. 


PHYSICIANS  WANTED  FOR  CCC  DUTY 

Physicians  are  needed  for  the  medical  service  of 
the  Civilian  Conservation  Corps.  The  initial  salary 
is  $3,200  per  annum.  No  quarters  for  families  are 
provided,  and  the  physicians  are  required  to  pay  for 
their  food  at  camps.  Temporary  quarters  for  phy- 
sicians are  provided  at  the  camps  for  a nominal 
fee.  Physicians  selected  for  this  service  are  re- 
quired to  pay  their  own  travel  expenses  to  the  head- 
quarters of  the  district  in  which  they  are  to  be  em- 
ployed, where  they  are  put  on  temporary  duty  for 
instructional  purposes  before  being  sent  to  camps. 
Travel  expenses  incurred  in  the  transfer  of  physi- 
cians from  the  district  headquarters  to  camps  or  in 
transfer  from  one  camp  to  another  are  paid  by  the 
Government.  If  the  services  rendered  are  satisfac- 
tory, the  employment  is  more  or  less  permanent. 

The  principal  duties  at  camps  consist  of  the  medi- 
cal care  of  the  enrollees  and  the  practice  of  preven- 
tive medicine.  To  be  eligible  for  this  service,  the 
physician  must  be  a citizen  of  the  United  States,  a 
graduate  of  an  accredited  medical  school  authorized 
to  confer  the  degree  of  doctor  of  medicine,  licensed 
to  practice  medicine,  and  physically  able  to  perform 
the  duties  involved.  Physicians  over  sixty  years  of 
age  are  not  ordinarily  employed. 
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All  physicians  interested  in  this  type  of  service 
are  requested  to  submit  their  applications  to  the  Of- 
fice of  the  Surgeon,  Headquarters  Seventh  Corps 
Area,  Federal  Building,  Omaha,  Nebraska,  giving 
date  on  which  available  and  preference  of  assign- 
ment in  the  following  states:  Minnesota,  North  Da- 
kota, South  Dakota,  Iowa,  Nebraska,  Missouri,  Kan- 
sas, and  Arkansas. 

It  is  requested  that  young  physicians  not  now  list- 
ed in  the  American  Medical  Directory  be  informed  of 
this  service. 


MEDICO-MILITARY  INACTIVE  STATUS 
TRAINING 

The  twelfth  annual  inactive  status  training  course 
for  Medical  Department  Reserve  officers  of  the  U.  S. 
Army  and  Navy  will  be  held  at  the  Mayo  Founda- 
tion, Rochester,  Minnesota,  October  6 to  20,  1940. 
As  in  former  years,  special  work  in  clinics  and  hos- 
pitals will  be  offered  during  the  morning  hours  for 
those  asking  special  assignments.  Presentations  of 
selected  subjects  in  military  medicine  are  scheduled. 
There  will  be  appropriate  sections  or  special  courses 
for  officers  of  the  Dental  and  Veterinary  Corps.  All 
Medical  Department  Reserve  officers  on  the  active 
list  are  eligible  for  enrollment.  Approved  appli- 
cants will  be  enrolled  on  the  recommendation  of  the 
Surgeon  of  the  Seventh  Corps  Area  or  the  Surgeon 
of  the  Ninth  Naval  District.  Applications  should  be 
made  at  an  early  date  and  should  be  forwarded 
through  the  respective  Reserve  headquarters  of  the 
officers  concerned. 
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The  Omaha  Mid-West  Clinical  Society 

October  28th  to  November  1st,  inclusive, 
are  the  dates  for  the  Eighth  Annual  Session 
of  the  Omaha  Mid-West  Clinical  Society.  The 
meeting  this  year  will  again  be  held  at  Hotel 
Paxton  in  Omaha.  Seventeen  guest  speak- 
ers representing  all  sections  of  the  United 
States,  and  forty-eight  members  of  the  So- 
ciety will  participate  in  addresses,  lectures 
and  clinics.  The  subjects  to  be  discussed 
are  many  and  varied,  as  well  as  timely  and 
thought-provoking. 

Topics  will  be  discussed  in  an  informal 
way  during  the  round  table  sessions  imme- 
diately following  luncheons  and  dinners,  thus 
extending  to  anyone  so  desiring  the  oppor- 
tunity to  take  part  in  these  discussions. 

The  moving  pictures,  and  the  scientific 
and  commercial  exhibits  will  be  of  the  high- 
est quality.  The  scientific  exhibits  should 
especially  appeal  to  those  interested  in  prac- 
tical research  problems.  Commercial  exhibi- 


tors will  be  prepared  to  discuss  the  merits 
and  value  of  the  latest  aids  in  therapeutics. 

Following  are  the  names  ,of  the  guest 
speakers  who  will  participate  in  this  year’s 
meeting: 

Dr.  Samuel  Ayres,  Jr.,  Los  Angeles,  California. 

Dr.  Joseph  L.  Baer,  Chicago,  Illinois. 

Dr.  Chauncey  S.  Boucher,  Lincoln,  Nebraska. 

Dr.  Horton  R.  Casparis,  Nashville,  Tennessee. 

Dr.  Paul  C.  Colonna,  Oklahoma  City,  Oklahoma. 

Dr.  Reginald  Fitz,  Boston,  Massachusetts. 

Dr.  George  Herrmann,  Galveston,  Texas. 

Dr.  Verne  C.  Hunt,  Los  Angeles,  California. 

Dr.  William  E.  Ladd,  Boston,  Massachusetts. 

Dr.  Harold  I.  Lillie,  Rochester,  Minnesota. 

Dr.  Wendell  S.  Muncie,  Baltimore,  Maryland. 

Dr.  John  T.  Murphy,  Toledo,  Ohio. 

The  following  eminently  qualified  guest 
speakers  will  take  part  in  the  symposium  on 
the  anemias.  This  symposium  will  deal  with 
a great  many  phases  of  the  disease.  Therapy 
will  be  stressed. 

Dr.  Frank  H.  Bethell,  Ann  Arbor,  Michigan. 

Dr.  George  M.  Curtis,  Columbus,  Ohio. 

Dr.  Willis  M.  Fowler,  IowTa  City,  Iowa. 

Dr.  Frank  J.  Heck,  Rochester,  Minnesota. 

Dr.  Roy  R.  Kracke,  Decatur,  Georgia. 

The  following  members  of  the  Omaha  Mid- 
West  Clinical  Society  will  discuss  various 
topics  in  the  local  lecture  program: 


Dr.  J.  F.  Allen 

Dr. 

Ernest  Kelley 

Dr.  H.  E.  Anderson 

Dr. 

J.  R.  Kleyla 

Dr.  M.  W.  Barry 

Dr. 

Z.  N.  Korth 

Dr.  A.  E.  Bennett 

Dr. 

H.  E.  Kully 

Dr.  R.  R.  Best 

Dr. 

Ralph  Luikart 

Dr.  R.  W.  Bliss 

Dr. 

C.  W.  McLaughlin 

Dr.  T.  D.  Boler 

Dr. 

W.  J.  McMartin 

Dr.  0.  J.  Cameron 

Dr. 

M.  Margolin 

Dr.  S.  J.  Carnazzo 

Dr. 

Clyde  Moore 

Dr.  W.  A.  Cassidy 

Dr. 

F.  P.  Murphy 

Dr.  Floyd  Clarke 

Dr. 

J.  H.  Murphy 

Dr.  J.  W.  Duncan 

Dr. 

F.  J.  Murray 

Dr.  S.  Z.  Faier 

Dr. 

B.  M.  Riley 

Dr.  R.  W.  Fouts 

Dr. 

G.  E.  Robertson 

Dr.  Charles  Frandsen 

Dr. 

A.  S.  Rubnitz 

Dr.  J.  F.  Gardiner 

Dr. 

B.  C.  Russum 

Dr.  M.  Grodinsky 

Dr. 

R.  D.  Schrock 

Dr.  C.  C.  Hardy 

Dr. 

R.  J.  Stearns 

Dr.  F.  C.  Hill  ' 

Dr. 

W.  H.  Stokes 

Dr.  L.  0.  Hoffman 

Dr. 

W.  L.  Sucha 

Dr.  H.  B.  Hunt 

Dr. 

W.  H.  Taylor 

Dr.  H.  M.  Jahr 

Dr. 

Edward  Thompson 

Dr.  A.  C.  Johnson 

Dr. 

J.  P.  Tollman 

Dr.  J.  H.  Judd 

Dr. 

R.  H.  Young 

The  program  will  be  found  in  the  October 
issue  of  the  Journal  of  the  Nebraska  State 
Medical  Association. 


You  should  have  your  detailed  copy  of  the 
official  program  about  October  10th. 
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PHYSICAL  THERAPY  INSTRUCTION  COURSE 

The  19th  annual  scientific  and  clinical  session  of 
the  American  Congress  of  Physical  Therapy  will  be 
held  September  2 to  6th,  inclusive,  at  Hotel  Statler, 
Cleveland,  Ohio.  This  year  there  will  be  a depar- 
ture from  the  usual  arrangements  in  that  the  morn- 
ings will  be  devoted  to  an  instructional  seminar  with 
the  scientific  program  presented  afternoons  and  eve- 
nings. This  enables  physicians  to  economize  on 
time  by  attending  both  the  instruction  course  and 
the  annual  convention  during  the  same  week.  The 
entire  instruction  schedule  is  elective  in  character. 
Registrants  may  pursue  only  the  individual  courses 
they  desire.  The  complete  course  consists  of  twelve 
lectures  from  a diversified  list  of  forty-eight.  The 
scientific  program  itself  consists  of  papers,  demon- 
strations and  motion  pictures  covering  every  branch 
of  physical  therapy.  There  will  be  a separate  scien- 
tific program  covering  Eye,  Ear,  Nose  and  Throat 
subjects.  Write  for  schedule,  fees,  etc.,  to  the 
American  Congress  of  Physical  Therapy,  30  North 
Michigan  Avenue,  Chicago,  111. 


SIXTH  ANNUAL  MEETING,  MISSISSIPPI 
VALLEY  MEDICAL  SOCIETY 
Rock  Island,  111.,  September  25-27 

The  Sixth  Annual  Meeting  of  the  Mississippi  Val- 
ley Medical  Society,  will  be  held  at  the  Hotel  Fort 
Armstrong,  Rock  Island,  111.,  Sept.  25-26-27.  The 
program  will  be  given  by  32  clinician-teachers  who 
will  give  over  60  lectures,  demonstrations,  round  ta- 
ble discussions,  etc.  A special  feature  of  the  pro- 
gram this  year  will  be  numerous  short  instructional 
courses,  there  being  41  of  these  scheduled.  On  Sep- 
tember 25  there  will  be  an  All-Chicago  program  con- 
ducted by  10  well  known  clinician-teachers  from  the 
medical  schools  there,  concluding  with  a complimen- 
tary Stag  Supper.  On  Sept.  26  the  annual  banquet 
wall  be  held  with  Dr.  N.  B.  Van  Etten,  of  New  Y’ork 
City,  President  of  the  American  Medical  Ass’n.,  and 
the  Presidents  of  Illinois,  Missouri,  and  Iowa  State 
Medical  Societies  as  speakers.  On  Sept.  27  the 
short  instructional  courses  will  be  given  by  faculty 
members  from  the  University  of  Iowa.  There  will 
be  a big  technical  and  scientific  exhibit  hall.  Every 
ethical  physician  is  cordially  invited  to  attend.  Fur- 
ther information  may  be  secured  from  the  Secretary, 
Harold  Swanberg,  M.  D.,  W.  C.  U.  Building,  Quincy, 
Illinois. 


AMERICAN  OTOLOGICAL  SOCIETY,  INC. 

WHEREAS,  accurate  definition  of  terms  relating 
to  auditory  function  is  important  for  medico-legal 
as  well  as  for  society  and  educational  purposes  the 
American  Otological  Society, 

NOW  THEREFORE  RESOLVES  that  the  term 
“deafness”  should  be  reserved  for  loss  of  useful 
hearing;  lessor  degrees  of  auditory  loss  should  be 
designated  as  hearing  impairment,  hearing  defec- 
tiveness, hearing  deficiency  or  malaudition, 

BE  IT  FURTHER  RESOLVED  that  the  American 
Otological  Society  hereby  requests  that  the  existing 
Committee  of  the  Council  on  Physical  Therapy  of  the 
American  Medical  Association  proceed  forthwith  to 
the  formulation  of  standards  for  the  evaluation  of 
deafness  and  hearing  impairment  including  tinnitus 


and  vertigo  in  order  that  such  standards  may  be  set 
up  for  the  guidance  of  Commissions,  Courts,  Insur- 
ance Examiners  and  other  medico-legal  agencies 
and  that  copies  of  these  resolutions  be  sent  to  the 
editors  of  the  Journal  of  the  American  Medical  As- 
sociation and  to  each  State  Medical  Journal,  and 

BE  IT  RESOLVED  FURTHER  that  the  American 
Otological  Society  suggests  to  the  Committee  on 
Medical  Education  and  Hospitals  and  on  Physical 
Therapy  of  the  American  Medical  Association  and 
to  the  Associated  Medical  Colleges,  the  improvement 
of  instruction  to  medical  graduate  students  in  the 
fundamentals  of  the  detection,  amelioration  and 
prophylaxis  of  hearing  defects  and  further  suggests 
that  information  on  these  subjects  be  made  available 
to  the  committees  on  Graduate  Education  of  the  sev- 
eral State  Medical  Societies. 


EXAMINATIONS  AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  annual  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates  will 
be  held  in  various  cities  of  the  United  States  and 
Canada  on  Saturday,  January  4,  1941,  at  2:00  p.  m. 
Candidates  who  successfully  complete  the  Part  I ex- 
aminations proceed  automatically  to  the  Part  II  ex- 
aminations held  later  in  the  year. 

The  following  action  regarding  case  records  to  be 
submitted  by  candidates  taking  the  Group  B,  Part  I, 
examination  after  January  1,  1942,  was  passed  by 
the  Board  at  its  annual  meeting  in  Atlantic  City, 
N.  J.,  on  June  6,  1940:  “Case  records  submitted  by 
candidates  must  be  of  patients  treated  within  four 
years  prior  to  the  date  of  the  candidate’s  application. 
The  number  of  cases  taken  from  one’s  residency 
service  should  not  be  more  than  half  (25)  of  the 
total  number  of  fifty  (50)  cases  required.” 

Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s  Of- 
fice not  later  than  October  5,  1940. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  at  Cleve- 
land, Ohio,  immediately  prior  to  the  June  1941 
meeting  of  the  American  Medical  Association. 

After  January  1,  1942,  there  will  be  only  one  class- 
ification of  candidates,  and  all  will  be  required  to 
take  the  Part  I and  Part  II  examinations. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 

Training  Requirements 

In  response  to  numerous  inquiries  regarding  spe- 
cial training  requirements,  the  Board  desires  again 
to  announce  that  there  are  three  methods  of  meeting 
these  requirements  for  admission  to  the  Board  ex- 
aminations. First,  by  the  residency  system;  sec- 
ond, by  the  partial  residency  and  partial  assistant- 
ship  method;  and  third,  entirely  by  the  assistantship 
or  “preceptorship”  method.  Details  of  the  residen- 
cy requirements  are  given  in  the  Board  booklet,  sent 
by  request. 

The  Board  will  accept  in  lieu  of  the  formal  resi- 
dency service  the  training  acquired  by  a candidate 
serving  on  an  assistant  or  dispensary  staff  of  an  ob- 
stetrical and  gynecological  division  of  a recognized 
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hospital,  under  the  direction  of  a recognized  obstet- 
rician-gynecologist (preferably  a Diplomate).  The 
time  required  for  this  type  of  training  must  be  long- 
er than  with  the  formal,  more  intensive  residency 
type  of  training,  and  the  allowance  of  time  depends 
upon  the  duties  and  responsibility  given  the  candi- 
date. Applicants  lacking  all  formal  special  training 
should  have  a minimum  of  five  years  of  hospital 
clinic,  or  assistant  hospital  staff  appointments  in  the 
specialty,  under  approved  direction.  Teaching  ap- 
pointments without  accompanying  hospital  staff  or 
clinical  appointments  will  not  satisfy  the  Board  re- 
quirements. A special  form  amplifying  the  original 
application  must  be  filled  out  to  cover  the  details  of 
such  assistantship,  or  preceptorship  type,  of  train- 
ing. The  Board  approves  for  special  training,  work 
done  in  institutions  approved  jointly  by  the  Board 
and  by  the  Council  on  Medical  Education  and  Hospi- 
tals of  the  A.  M.  A. 

Paul  Titus,  Secretary, 

1015  Highland  Building,  Pittsburgh,  Pa. 


NEWS  and  VIEWS 


The  University  of  Nebraska  Medical  Col- 
lege announces  the  appointment  of  Dr.  F.  R. 
Whittlesey  as  director  of  the  dispensary  and 
coordinator  of  clinics.  Dr.  Whittlesey  comes 
from  the  University  of  West  Virginia  where 
he  was  associate  professor  of  medicine  since 
1935. 


Drs.  Earl  C.  Sage  and  J.  Dewey  Bisgard 
of  Omaha  were  guest  speakers  at  the  Utah 
Medical  Association’s  annual  assembly  in 
Salt  Lake  City  in  August. 


According  to  L.  A.  White,  State  F.S.A.  di- 
rector, 26  medical  aid  associations  for  rural 
families  are  now  in  operation  in  Nebraska. 
Thirty-four  counties  are  represented.  The 
plan  includes  approximately  20,000  indivi- 
duals on  Nebraska  farms.  The  counties  listed 
are  as  follows:  Boone,  Box  Butte,  Butler, 
Custer,  Dawson,  Fillmore,  Greeley,  Holt, 
Hitchcock,  Howard,  Knox,  Nuckolls,  Sheri- 
dan, Grant,  Wheeler,  Hayes,  Boyd,  Pawnee, 
Platte,  Polk,  Saunders,  Scotts  Bluff,  Seward, 
Sherman,  Sioux,  Valley,  Webster,  York, 
Cheyenne,  Deuel,  Kimball,  Banner  and  Mor- 
rill. 


The  Stewart  Hospital  at  Stratton  was  sold 
to  Dr.  L.  B.  Brown.  Dr.  Stewart  is  settling 
in  California. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 


MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


1940 

Total 

July  June  to  Date 

July 

1939 

Total 

June  to  Date 

Chicken-pox 

6 

78 

673 

7 

24 

818 

Diphtheria 

. _ 2 

9 

50 

6 

4 

74 

Influenza 

0 

0 

33 

0 

10 

140 

Measles 

_ _ 31 

63 

905 

30 

454 

3869 

Meningitis,  C.  S.  _ 

2 

1 

8 

1 

1 

11 

Poliomyelitis 

3 

2 

5 

4 

2 

9 

Scarlet  Fever 

14 

40 

477 

18 

31 

828 

Smallpox 

1 

4 

24 

11 

21 

208 

Tuberculosis 

27 

28 

135 

20 

10 

111 

Typhoid  Fever 

1 

4 

7 

0 

2 

9 

Whooping  Cough 

38 

76 

287 

120 

97 

399 

Gonorrhea 

47 

49 

339 

72 

60 

393 

Syphilis 

75 

55 

480 

51 

56 

443 

MORBIDITY  BY  COUNTIES— Detailed 
July,  1940 


Chicken-pox 

Smallpox 

Keith 

1 

Knox 

1 

Lancaster 

2 

(Lincoln  2) 

Tuebrculosis 

Lincoln 

1 

Boyd 

1 

(North  Platte  1) 

Butler 

. 1 

Saline 

2 

Douglas 

. 5 

Diphtheria 

Franklin 

. 1 

Keith 

1 

Furnas 

. 1 

Phelps 

1 

Lancaster 

1 

Lincoln 

1 

Measles 

Morrill 

4 

Adams 

1 

Otoe 

1 

(Hastings  1) 

Pierce 

1 

Burt 

2 

Polk 

? 

Douglas 

10 

Richardson 

1 

(Omaha  9) 

Saunders 

2 

Hall 

(Grand  Island 

1) 

1 

Scotts  Bluff 

Thomas 

. 2 

1 

Keith 

14 

Thurston 

p 

Lancaster 

1 

(Lincoln  1) 
Lincoln 

1 

Typhoid  Fever 

(North  Platte 

1) 

Kearney 

. 1 

Pierce 

1 

Whooping  Cough 

Meningitis,  C.  S. 

Douglas 

12 

Hall 

1 

(Omaha  12) 

(Grand  Island 

1) 

Gage 

2 

Phelps 

1 

(Beatrice  2) 

Poliomyelitis 

Hall 

3 

Douglas 

3 

(Grand  Island  3) 

(Omaha  3) 

Lancaster 

4 

Scarlet  Fever 

(Lincoln  4) 

Douglas 

7 

Lincoln 

2 

(Omaha  6) 

(North  Platte  2) 

Dundy 

i 

Platte 

2 

Lancaster 

2 

Saline 

11 

(Lincoln  2) 

Scotts  Bluff 

1 

Pierce 

4 

Stanton 

1 
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POSTGRADUATE  COURSE  OBSTETRICS 
AND  PEDIATRICS 

A two-weeks  postgraduate  course  in  Ob- 
stetrics and  Pediatrics  will  be  presented 
through  the  western  section  of  Nebraska, 
September  9th  to  20th  by  the  Division  of 
Maternal  and  Child  Health,  State  Depart- 
ment of  Health  in  cooperation  with  the  MCH 
committee,  Nebraska  State  Medical  Associa- 
tion, and  the  University  of  Nebraska  Medical 
School.  The  instructors  will  be  Willis  E. 
Brown,  M.  D.,  Assistant-Professor  of  Obste- 
trics; and  John  L.  Gedgoud,  M.  D.,  Assistant- 
Professor  of  Pediatrics,  recently  appointed 
full-time  members  of  the  teaching  staff,  Uni- 
versity of  Nebraska  Medical  School.  The 
dates,  topics,  and  lecture  points  are  pre- 
sented below.  As  during  the  past  year  there 
will  be  afternoon  wet  clinics  with  presenta- 
tion and  discussion  of  cases  as  well  as  eve- 
ning lectures.  The  clinics  will  start  at  one 
o’clock  and  the  evening  lectures  about  eight 
o’clock.  Local  arrangements  will  be  made 
for  dinner  hours  by  the  local  medical  socie- 
ties. Complete  programs  have  been  prepared 
by  the  division  of  MCH  and  through  the 
N.S.M.A.  mailed  to  physicians  in  the  western 
area  of  Nebraska. 

Alliance,  Monday,  Sept.  9 

(Obstetrics)  Asphyxia  Neonatorum,  Obstetric 
Viewpoint. 

(Pediatrics)  Asphyxia  Neonatorum,  Pediatric 
Viewpoint. 

Monday,  Sept.  16 

Metabolism  in  Pregnancy — Deficiencies. 

Pertussis  in  Infants. 

Chadron,  Tuesday,  Sept.  10 

(Obstetrics)  Medical  Complications  of  Pregnancy. 

(Pediatrics)  Medical  Complications  of  Infancy. 

Tuesday,  Sept.  17 

Endocrinology  in  Obstetrics  and  Gynecology. 

Parenteral  Therapy. 

Scottsbluff,  Wednesday,  Sept.  11 

(Obstetrics)  Medical  Complications  in  Pregnancy. 

(Pediatrics)  Medical  Complications  in  Pediatrics. 

Wednesday,  Sept.  18 

Mtabolism  in  Pregnancy — Deficiencies. 

Parenteral  Therapy. 

North  Platte,  Thursday,  Sept.  12 

(Obstetrics)  Asphyxia  Neonatorum,  Obstetric 
Viewpoint. 

(Pediatrics)  Asphyxia  Neonatorum,  Pediatric 
Viewpoint. 

Thursday,  Sept.  19 

Metabolism  in  Pregnancy. 

Pertussis  in  Infants. 
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McCook.  Friday,  Sept.  13 
(Obstetrics)  Medical  Complications  of  Pregnancy. 
(Pediatrics)  Medical  Complications  of  Pediatrics. 
Friday,  Sept.  20 

Endocrinology  in  Obstetrics  and  Gynecology. 
Parenteral  Therapy. 


VENEREAL  DISEASE  CONTACTS  AND  SOURCE 
OF  INFECTION 

From  the  standpoint  of  the  epidemiologist  and  the 
public  health-minded  physician,  every  case  of  ve- 
nereal disease  calls  for  the  answers  to  the  two  ques- 
tions, “Where  did  the  infection  come  from?”  and 
“To  whom  has  the  patient  already  passed  the  dis- 
ease?” Obviously  there  is  but  one  person  that  can 
answer  them.  In  the  majority  of  cases  this  infor- 
mation can  be  discovered  but  only  if  the  complete 
confidence  of  the  patient  has  been  obtained  after  a 
frank  discussion  of  the  disease. 

If  we  are  to  ever  get  anywhere  in  the  control  of 
these  diseases  we  must  treat  the  source  and  all  pos- 
sible contacts  as  well  as  the  individual  case.  The 
discovery  of  every  person  who  has  a venereal  disease 
is  therefore  essential. 

The  present  educational  program  of  the  United 
States  Public  Health  Service  was  instituted  to  ac- 
quaint the  public  with  the  wide-spread  prevalence  of 
venereal  diseases  and  to  teach  something  of  the  na- 
ture of  these  diseases  so  that  the  infected  individuals 
will  report  to  their  physicians  for  treatment.  This 
program  will  certainly  succeed  as  physicians  make  a 
serious  effort  to  trace  all  sources  of  recent  infections 
and  to  examine  for  evidences  of  infection  all  con- 
tacts subsequent  to  the  development  of  the  disease. 

Where  the  physician  is  able  through  his  own  ef- 
forts to  bring  about  the  examination  of  suspected 
sources  and  contacts,  this  is  most  desirable.  This 
follow-up  or  epidemiological  work  should  be  done 
as  promptly  as  possible.  Therefore,  where  the  phy- 
sician is  not  successful,  assistance  of  the  Division  of 
Venereal  Diseases,  (State)  Department  of  Health, 
should  be  requested  without  delay.  The  full  name 
and  address  should  be  furnished  to  the  Division  when 
reporting  sources  and  contacts.  All  such  informa- 
tion is  kept  confidential  and  the  physician  can  feel 
sure  that  neither  his  name  nor  that  of  his  patient 
will  be  disclosed  in  the  course  of  followT-up. 

It  is  true  that  many  patients  cannot  identify  their 
contacts  and  they  are  not  able  to  give  satisfactory 
information  that  would  lead  to  the  discovery  of  the 
source  of  their  infection.  It  is  likewise  true  that  the 
physician  must  take  the  lead  in  encouraging  his  pa- 
tient to  give  such  information  not  only  for  the  bene- 
fit of  the  person  wrho  is  the  source  of  his  infection 
but  also  that  by  so  doing  other  people  may  be  saved 
the  discomfort  and  expense  of  contracting  a venereal 
disease. 


TUBERCULOSIS  ABSTRACTS 
EXERCISE  IN  TUBERCULOSIS 
There  is  still  a wide  divergence  of  opinion  among 
tuberculosis  physicians  concerning  exercise  in  the 
treatment  of  tuberculosis.  Aside  from  the  judgment 
of  the  physician,  the  time  to  start  exercise  and  the 
amount  to  be  taken  are  dictated  by  the  physical 
makeup  of  the  sanatorium  and  by  the  size  of  the 
nursing  staff.  For  example,  in  the  cottage  type 
of  sanatorium,  patients  get  more  exercise  going  to 
meals  than  in  a sanatorium  built  entirely  under  one 
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roof;  and  where  there  is  a shortage  of  nurses  the 
patients  do  more  for  themselves. 

Tuberculosis  specialists  differ  in  their  views  as  to 
what  constitutes  exercise.  Those  who  believe  in 
strict  bed  rest  will  consider  every  activity  of  the 
patient  short  of  resting  quietly  in  bed  as  exercise. 
Sitting  up  in  bed,  writing  letters,  drawing,  knitting 
and  so  on  are  exercise  by  that  standard.  Others 
hold  that  only  such  activities  carried  on  after  the 
patient  is  clothed  and  ready  for  outdoor  walks, 
merit  the  term  exercise.  The  majority  steer  a mid- 
dle course  between  those  two  extreme  views. 

Patients  do  not  react  alike  to  the  same  amount  of 
exercise;  mild  exercise  for  one  patient  may  be 
strenuous  exercise  for  another  even  though  the  pa- 
tients have  a comparable  disease.  In  general,  any 
activity  which  produces  severe  fatigue  should  be 
halted,  for  fatigue  is  a symptom  of  overstrain. 

Exercise  should  be  prescribed  and  graduated  ac- 
cording to  the  individual  need  of  the  patient. 
Malaise,  fever,  rapid  pulse  and  marked  fatigue  are 
constitutional  symptoms  indicating  a toxic  systemic 
reaction,  and  any  patient  with  these  symptoms 
should  be  in  bed.  Regardless  of  the  X-ray,  the 
sedimentation  rate  or  the  sputum  contents,  con- 
stitutional symptoms  must  be  treated  by  strict  bed 
rest.  To  treat  every  patient  regardless  of  symp- 
toms, or  lack  of  symptoms,  with  strict  bed  rest  is 
extreme. 

Apparently  comparable  cases  of  tuberculosis, 
which  have  practically  the  same  amount  of  disease 
by  X-ray,  seldom  have  the  same  symptoms  to  the 
same  degree.  One  must  distinguish  between  local 
and  constitutional  symptoms  in  tuberculosis  just  as 
one  must  distinguish  between  local  and  constitu- 
tional symptoms  if  one  treats  a boil.  A boil  pro- 
duces pain,  swelling,  redness  and  local  heat  and 
can  be  treated  as  a local  affair,  usually.  But  if 
the  patient  develops  malaise,  fever,  and  loss  of  ap- 
petite the  boil  ceases  to  be  a local  affection  and  the 
constitutional  symptoms  demand  the  patient  be  put 
to  bed  and  adequate  systemic  measures  be  used. 
The  same  holds  true  in  tuberculosis  even  though 
many  sanatoria  have  lost  sight  of  such  a fact.  Local 
symptoms  and  constitutional  symptoms  have  a far 
different  meaning,  and  any  patient  with  constitu- 
tional symptoms  should  be  on  fairly  strict  bed  rest 
until  all  constitutional  signs  and  symptoms  subside 
and  the  disease  becomes  stabilized.  After  that  he 
may  be  allowed  a graduated  amount  of  exercise  if 
other  signs  are  favorable. 

Patients  with  minimal  disease  and  positive  spu- 
tum whether  they  have  cough  or  not  should  be  in 
bed  also.  There  are  a few  patients  who  raise  posi- 
tive sputum  without  coughing.  They  believe  that 
the  sputum  raised  is  not  sputum  in  the  true  sense 
unless  they  cough  it  up  and  many  must  be  coached 
in  order  to  produce  a specimen  of  sputum  for  ex- 
amination without  undergoing  gastric  lavage.  Ex- 
ercise in  such  patients  should  not  be  permitted  until 
a sufficient  period  of  bed  rest  or  a collapse  measure 
in  addition  to  bed  rest  has  converted  the  sputum 
and  given  the  disease  time  to  become  stabilized. 

No  patient  with  active  tuberculosis  regardless 
of  the  stage  of  the  disease  or  the  presence  or  ab- 
sence of  symptoms  should  be  allowed  to  indulge  in 
any  activity  to  the  point  of  fatigue. 

In  most  sanatoria  the  amount  of  exercise  is  regu- 


lated but  when  the  patient  leaves  exercise  cannot 
well  be  controlled.  Especially  in  those  instances 
where  the  economic  status  requires  the  patient  to 
work,  a rehabilitation  program  covering  a period  of 
months  is  absolutely  necessary.  Arrested  tubercu- 
losis is  not  healed  nor  cured  tuberculosis,  yet  pa- 
tients are  discharged  from  sanatoria  as  arrested 
cases  whose  only  alternative  is  to  go  to  work  in 
order  to  support  themselves.  The  greatest  necessity 
in  the  field  of  tuberculosis  at  the  present  time  is  a 
rehabilitation  program. 

A few  chest  specialists  allow  their  patients  an 
amount  of  exercise  almost  equivalent  to  the  regi- 
men of  one  on  vacation.  Such  physicians  seem  to 
feel  that  the  mental  state  of  the  patient  is  so  im- 
portant in  the  healing  of  tuberculosis  that  a great 
deal  of  activity  is  justifiable  in  order  to  keep  the 
patient  from  becoming  introspective.  The  relation- 
ship between  a patient’s  immunological  reaction  to 
disease  and  his  introspectiveness  has  never  been 
proved  and  has  no  factual  basis.  Rest  will  heal 
tuberculosis.  A healthy  mental  outlook  without 
physical  rest  is  not  sufficient  for  the  healing  of 
tuberculosis. 

Another  theory  of  the  exercise  extremists  is  a 
fatalistic  one  which  also  calls  on  biological  immun- 
ity and  resistance  for  support  but  here  again  the 
facts  do  not  support  the  theory.  The  extremists 
justify  the  exercise  in  the  mistaken  belief  that  a 
patient  with  average  resistance  will  heal  his  tuber- 
culosis even  on  exercise  while  no  amount  of  bed 
rest  will  cure  a patient  who  doesn’t  have  average 
resistance.  The  idea  is  truly  fatalistic.  Conserva- 
tism in  exercise  is  necessary  for  a favorable  result 
in  the  majority  of  cases  of  tuberculosis.  Rest  is 
the  greatest  single  factor  in  the  healing  of  tuber- 
culosis exclusive  of  collapse  measures. 

The  general  use  of  collapse  measures  such  as 
pneumothorax  has  changed  the  course  of  the  dis- 
ease in  thousands  of  cases.  Too  often  the  patient 
is  put  back  on  his  feet  immediately  because  of  the 
improvement  following  collapse.  In  some  clinics 
patients  are  not  even  put  on  bed  rest  during  the 
pneumothorax  induction  period.  But  an  immediate 
satisfactory  collapse  does  not  mean  that  the  disease 
is  healing — collapsed  disease  is  not  healed  disease. 
Spreads  do  occur  in  well  collapsed  lungs,  empyema 
frequently  occurs  and  new  disease  often  appears 
in  the  contralateral  lung.  Patients  with  well  col- 
lapsed fresh  disease  should  not  be  allowed  exercise 
immediately  no  matter  how  well  they  look  or  feel. 
Collapse  measures  are  not  a substitute  for  bed  rest. 
A well  regulated  rehabilitation  program  will  prevent 
relapse  in  many  cases. 

Exercise  in  Tuberculosis,  A Plea  for  Conserva- 
tism, by  William  J.  Habccb,  M.  D.,  Ohio  State 
Med.  Jour.,  Vol.  36,  No.  6,  June,  1940. 


You  and  Heredity — By  Amram  Scheinfeld,  assist- 
ed in  the  genetic  sections  by  Morton  D.  Schweitzer, 
Ph.D.,  Research  Geneticist,  Cornell  University 
Medical  College.  Illustrated  by  the  author  with  four 
color-plates  and  seventy-five  drawings,  maps  and 
diagrams.  Although  written  for  the  layman,  this 
book  has  been  so  meticulously  prepared  and  rests 
on  such  solid  scientific  ground  that  it  has  won  the 
acclaim  of  leading  experts  in  the  field.  434  pages. 
Frederick  A.  Stokes  Company,  New  York,  N.  Y., 
publishers.  Price  $3.00. 
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MINUTES  OF  BOARD  OF  COUNCILORS 
MEETING  (Concluded) 

April  24,  1940 

The  meeting  was  called  to  order  at  9:00  a.  m. 
The  following  members  were  present:  Drs.  Roy  H. 
Whitham,  E.  L.  Brush,  W.  R.  Neumarker,  D.  D. 
King,  A.  A.  Conrad,  M.  O.  Arnold,  Harvey  Clark, 
H.  S.  Andrews,  W.  E.  Shook,  A.  L.  Cooper,  G.  B. 
Potter,  and  Dr.  Clayton  Andrews.  Also  present 
were  Dr.  Bartholomew7  of  the  State  Health  Depart- 
ment, Dr.  R.  B.  Adams,  Secretary-Treasurer,  Dr. 
Roy  Fouts  of  the  Committee  on  Public  Health  and 
Education,  Dr.  Herman  M.  Jahr,  Editor  of  the  Jour- 
nal, Rudolph  F.  Decker,  and  Mr.  M.  C.  Smith,  Ex- 
ecutive Secretary. 

It  was  moved  that  the  minutes  be  approved  as 
read  before  the  House  of  Delegates.  Motion  sec- 
onded and  carried. 

The  next  order  of  business  was  the  disposal  of 
the  report  of  the  V.  D.  Committee  which  had  been 
laid  over  from  the  previous  meeting,  for  discussion 
and  action.  Dr.  Fouts,  whose  presence  had  been  re- 
quested by  the  Council,  explained  to  the  Council,  as 
Chairman  of  the  Committee  on  Public  Health  and 
Education,  that  it  wTas  beyond  the  jurisdiction  of 
that  committee  to  specify  how  certain  funds  be  used 
in  connection  with  V.  D.  work.  These  funds,  he 
further  explained,  were  available  through  the  Ne- 
braska State  Health  Department  to  be  used  in  the 
manner  prescribed  by  the  Health  Department.  Dr. 
Bartholomew,  of  the  State  Health  Department, 
spoke  in  detail  as  to  the  purposes  of  the  funds  in 
question,  and  explained  the  workings  of  the  various 
health  programs. 

Dr.  King  moved  that  the  report  of  the  Venereal 
Disease  Committee  be  accepted,  wTith  the  exception 
of  the  second  and  fourth  paragraphs  of  page  4,  and 
that  the  report  be  referred  to  the  House  of  Delegates 
for  adoption  and  that  it  be  published  in  the  Journal. 
This  motion  was  seconded  and  carried. 

It  was  moved  that  the  Council  adjourn  to  meet 
the  following  day  in  the  same  room,  at  9:00  a.  m. 
Motion  seconded  and  carried. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Elkhorn  Valley  Medical  Society  met  at  the 
Norfolk  Country  Club  August  22,  1940,  wTith  the  fol- 
lowing program:  “Hypothyroidism  in  Children,”  E. 
W.  Hancock,  M.  D.,  Instructor  in  Pediatrics,  Uni- 
versity of  Nebraska  School  of  Medicine,  Omaha; 
“Treatment  of  -Blood  Stream  Infections,”  L.  D. 
Vaughn,  M.  D.,  Mayo  Clinic,  Rochester,  Minn.;  “The 
Modern  Conception  of  Diseases  of  the  Liver,”  Sidney 
A.  Portis,  M.  D.,  Associate  Clinical  Professor  Medi- 
cine, Rush  Medical  College  of  the  University  of 
Chicago,  Chicago,  111.;  “Diagnosis  and  Treatment  of 
Tumors  of  the  Breast,”  Herbert  H.  Davis,  M.  D., 
Associate  Professor  of  Surgery  of  the  University  of 
Nebraska  Medical  School,  Omaha,  Nebraska. 


The  Madison  Six  County  Medical  Society  met 
Tuesday,  the  23rd  of  July,  1940,  in  the  Hotel  Nor- 
folk at  Norfolk.  Dinner  was  served  at  7:00  o’clock. 
The  program  was  as  follows:  “Some  New  Trends  in 
the  Management  of  Gall  Bladder  Disease” — Dr.  R. 
Russell  Best,  Omaha;  “Diarrheas  in  Infants” — Dr. 
G.  E.  Robertson,  Omaha.  The  committee  in  charge 
was  composed  of  Drs.  J.  B.  Reid  and  W.  D.  Hansen. 


The  Cheyenne-Kimball-Deuel  Counties  Medical  So- 
ciety met  June  24.  The  meeting  was  called  to  order 
at  the  Harris  Hospital,  after  a steak  dinner  at  a 
local  cafe  for  the  doctors  and  their  wives.  Six  mem- 
bers and  three  guests  were  present.  Minutes  of 
the  previous  meeting  were  read  and  approved,  and 
it  wras  reported  that  60%  or  more  of  the  F.  S.  A. 
families  in  Cheyenne  and  Kimball  counties  were 
signed  up,  but  that  Deuel  county  to  date  is  only 
40%.  It  was  moved  and  seconded  that  the  plan  be 
put  into  operation  regardless  of  only  40%  in  Deuel 
county.  Carried. 

The  secretary  was  instructed  to  notify  Mr.  Bond 
of  this  and  get  the  plan  under  way,  Mr,  Bond  to 
furnish  all  of  the  doctors  a list  of  the  families  who 
are  members. 

Dr.  L.  F.  Valentine,  of  North  Platte,  was  intro- 
duced as  guest  speaker.  He  gave  a very  interesting 
discussion  of  the  role  of  the  electrocardiograph  in 
the  general  practice  of  medicine.  There  followed  a 
general  discussion  of  this  subject  and  others.  Meet- 
ing adjourrted  at  10:30  p.  m. 


The  July  29  meeting  of  the  Cheyenne-Kimball- 
Deuel  Counties  Medical  Society  was  held  at  Sidney. 
Dinner  for  the  doctors  and  their  wives  was  held  in 
the  Party  Room  of  the  Campbell  Cafe,  in  Sidney,  be- 
ginning at  7 :00  p.  m.  Eight  members  and  two  guests 
and  their  ladies  were  present.  After  the  meal  the 
ladies  were  invited  to  remain  for  the  business  and 
scientific  meeting,  which  was  called  to  order  by 
President  Cook.  Minutes  of  the  previous  meeting 
were  read  and  approved.  Old  business — nothing 
definite  coming  from  the  F.S.A.  office  as  to  when 
the  plan  is  going  into  operation,  if  at  all — it  was 
moved  by  Grimm  and  seconded  by  Harris  that  the 
F.S.A.  be  notified  that  if  plan  cannot  be  under  way 
by  September  first,  the  Society  will  give  up  the  plan. 
After  a discussion  the  motion  was  lost  5 to  3.  Moved 
by  Flett,  seconded  by  Dorwart  that  a committee  be 
appointed  to  try  to  expedite  the  F.S.A.  machinery 
in  order  to  get  the  plan  in  operation.  Carried. 
Committee:  Dorwart  and  Grimm. 

New  Business:  Special  Delivery  Bulletin  from  Na- 
tional Physicians’  Committee  read  and  on  motion  of 
Flett,  with  second  by  Harris  the  secretary  was  in- 
structed to  notify  the  Committee  of  this  Society’s 
approval  and  at  least  moral  support  of  its  purposes 
and  methods. 

Dr.  K.  H.  Beebe,  Pediatrician,  of  Sterling,  Colo- 
rado, brought  a very  interesting  and  instructive 
book  review  of  Dr.  Hohman’s  “As  the  Twig  Is 
Bent,”  with  many  personal  observations  on  Child 
Guidance.  General  discussion  followed.  Dr.  E.  A. 
Elliff,  of  Sterling,  was  also  a guest,  but  did  not 
speak.  Meeting  adjourned  11:15  p.  m. 
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HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  226  Medical  Arts  Bldg.,  Omaha. 


Dr.  and  Mrs.  B.  H.  Grimm  vacationed  in  Colorado 
in  July. 

Dr.  H.  E.  Mantor,  formerly  of  Sidney,  has  located 
in  McCook. 

Dr.  and  Mrs.  C.  B.  Dorwart,  of  Sidney,  attended 
Frontier  Days  in  Cheyenne. 

A son  was  born  to  Dr.  and  Mrs.  Frank  Lipp  of 
Kimball,  the  first  week  in  June. 

Dr.  and  Mrs.  E.  J.  Latta,  Hastings,  spent  the 
month  of  August  touring  the  west. 

Dr.  S.  E.  Overmass  is  moving  from  Cody  to  Thed- 
ford,  where  he  formerly  practiced. 

Dr.  C.  U.  Bitner,  of  Sidney,  spent  two  weeks’ 
vacation  in  Chicago  and  Indianapolis. 

Mrs.  Lillian  J.  Condon,  wife  of  the  late  Dr.  A.  P. 
Condon,  died  in  Omaha  on  August  7. 

Dr.  H.  F.  Elias,  Chicago,  has  located  in  Beatrice, 
occupying  the  office  of  Dr.  J.  R.  Moritz. 

Dr.  D.  M.  McEndaffer,  formerly  of  Denver,  is  now 
associated  with  Dr.  D.  M.  Flett,  of  Kimball. 

Dr.  Helen  Fochtman  has  returned  to  Cozad  after 
spending  several  weeks  visiting  in  Tacoma,  Wash. 

Dr.  and  Mrs.  J.  A.  Borghoff  and  their  sons  left 
Omaha  August  8 to  spend  a fortnight  at  Lake  Oko- 
boji. 

Dr.  and  Mrs.  John  G.  Brazer  have  recently  re- 
turned to  Omaha  from  a two  weeks’  visit  in  Mich- 
igan. 

Dr.  H.  C.  Hansen  accompanied  the  Holdrege  unit 
of  the  National  Guard  for  three  weeks  camping  in 
Minnesota. 

Dr.  and  Mrs.  J.  E.  Uridil  and  family,  Hastings, 
spent  two  weeks  in  July  vacationing  in  Colorado 
and  Nevada. 

Dr.  D.  W.  Bell,  Herman,  has  reported  for  active 
duty  in  the  regular  army  service  at  Fort  Lincoln, 
Bismarck,  N.  D. 

Dr.  and  Mrs.  C.  J.  Miller  and  family  of  Ord  spent 
several  weeks  during  July  on  a ranch  in  Wyoming 
and  in  Yellowstone  Park. 

Dr.  and  Mrs.  H.  A.  Cook,  of  Sidney,  returned 
July  15  from  a two  weeks’  pack  trip  into  the  wilds 
of  Northwestern  Wyoming. 

Dr.  Kenneth  Wolf,  who  completed  his  internship 
at  St.  Joseph’s  Hospital,  Omaha,  in  June,  has  lo- 
cated at  Hay  Springs,  Nebr. 

The  Journal  extends  its  sympathy  to  Dr.  L.  P. 
Coakley,  Omaha,  upon  the  recent  death  of  his 
mother,  Mrs.  Elva  G.  Coakley. 

Dr.  C.  Fred  Ferciot,  Lincoln,  confined  at  his  home 
with  a fractured  cervical  vertebrae  incurred  while 
diving,  is  reported  as  “doing  nicely.” 

Dr.  La  Mont  Whittier,  Holdrege,  recently  received 
an  appointment  as  head  of  the  pediatrics  department 
at  Gorgas  Hospital,  Ancon,  Canal  Zone. 

Dr.  and  Mrs.  Benjamin  F.  Bailey  left  Lincoln  the 
latter  part  of  July  for  their  summer  home  at  Car- 
mel, Calif.  They  will  be  gone  for  two  months. 


Dr.  J.  C.  Kildebeck  and  family  of  Emerson,  spent 
the  month  of  June  touring  the  east.  The  doctor 
attended  the  annual  A.  M.  A.  meeting  at  New  York 
City.  i 

Dr.  and  Mrs.  Don  B.  Foote,  Hastings,  spent  a few 
weeks  in  July  at  their  summer  cabin  near  Home, 
Colo.  They  were  joined  by  Dr.  and  Mrs.  Lome 
Beck  of  Broken  Bow. 

Appearing  on  a series  of  lectures  on  the  human 
body  sponsored  by  the  boys’  department  of  the 
Hastings  Y.  M.  C.  A.,  were  Drs.  L.  A.  Swanson, 
Juul  C.  Nielsen  and  George  L.  Pinney. 

Dr.  A.  J.  Kafka,  Scotia,  has  been  called  into  active 
service  with  the  U.  S.  Army  and  will  be  stationed 
at  Ft.  Sill,  Okla.  Dr.  A.  B.  CImfel,  formerly  of 
Clarkson,  will  take  over  Dr.  Kafka’s  practice. 

The  town  of  Papillion  has  two  new  physicians:  Dr. 
Otis  Martin,  who  has  practiced  in  Omaha  for  a 
number  of  years,  and  Dr.  D.  E.  Baca,  who  completed 
his  internship  at  St.  Catherine’s  Hospital,  Omaha, 
in  June. 

Among  those  receiving  appointments  in  the  Ne- 
braska National  Guard  are:  Dr.  L.  N.  Kunkel,  Weep- 
ing Water;  Dr.  Paul  H.  Thorough,  Syracuse;  Dr. 
Horace  W.  Shreck,  Holdrege;  Drs.  Ralph  Oppen  and 
Robert  Townley  of  Omaha. 

Dr.  Hal  C.  Smith  of  Franklin,  who  has  been  a 
patient  in  St.  Mary’s  Hospital  in  North  Platte  fop 
the  past  month,  has  returned  to  his  home  in  Frank- 
lin, Nebr.  Hal  received  several  broken  ribs,  ab- 
dominal injuries  in  an  automobile  accident  near 
Brady,  Nebraska,  on  July  1,  1940.  As  a serious 
complication  he  developed  a traumatic  pneumonia 
from  which  he  was  for  a time  critically  ill. 


DEATHS 

Updegraff,  Howard  L.,  Los  Angeles,  Calif.,  for- 
merly of  Omaha,  born  in  Omaha  in  1896,  graduated 
from  the  University  of  Nebraska  Medical  College 
in  1919;  practiced  general  surgery  in  Omaha  until 
1928  when  he  moved  to  Los  Angeles  and  engaged  in 
the  practice  of  plastic  surgery  until  his  death  on 
August  8,  1940.  Dr.  Updegraff  was  the  son  of  Dr. 
Howard  L.  Updegraff,  for  many  years  a well  known 
surgeon  in  Nebraska. 

Butler,  Thomas  R.,  Lexington,  Mo.,  formerly  of 
Beaver  City,  born  1862,  graduated  from  Bellevue 
Hospital  Medical  College,  New  York,  in  1885;  prac- 
ticed in  Beaver  City  for  many  years  and  twenty 
years  ago,  following  a period  of  study  in  Europe, 
settled  in  Missouri  as  an  otolaryngologist,  where  he 
remained  until  his  death  July  4,  1940. 


ITS  QUICK  ACTION  PREVENTS  DEFORMITIES 
No  antiricketic  substance  will  completely  straight- 
en bones  that  have  become  grossly  misshapen  as  the 
result  of  rickets.  But  Oleum  Percomorphum  can  be 
depended  upon  to  prevent  ricketic  deformities  if  giv- 
en early  and  in  adequate  dosage.  This  is  not  true  of 
all  antiricketic  agents,  many  of  which  are  so  limited 
by  tolerance  or  bulk  that  they  cannot  be  given  in 
quantities  sufficient  to  arrest  the  ricketic  process 
promptly,  with  the  result  that  the  bones  are  not  suf- 
ficiently calcified  to  bear  weight  or  muscle-pull  and 
hence  become  deformed. 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 

Dr.  Clayton  Andrews.  Lincoln President  Dr.  A.  L.  Cooper,  Scottsbluff Vice-president 

Dr.  W.  P.  Wherry.  Omaha President-elect  Dr.  R.  B.  Adams,  Lincoln Secretary-Treasurer 

Dr.  A.  A.  Ashby,  Fairmont Vice-president  Mr.  M.  C.  Smith,  Lincoln Executive  Secretary 

Dr.  Rudolph  Decker,  Byron Speaker  of  House  of  Delegates 

BOARD  OF  TRUSTEES 

Geo.  W.  Covey,  Chairman,  1941 Lincoln  Earle  G.  Johnson,  1943 Grand  Island 

R.  Russell  Best,  1942 Omaha  Harry  W.  Benson,  1944 Lincoln 

COMMITTEES 


NON-SCIENTIFIC 
Committee  on  Medical 
Economics 

E.  W.  Rowe,  Ch Lincoln 

H.  W.  Benson Oakland 

I.  C.  Munger,  Sr Lincoln 

R.  W.  Fouts Omaha 

J.  W.  Duncan Omaha 

President,  Secretary-Treasurer, 

Executive  Secretary. 

Legal  Medical 

R.  W.  Fouts,  Ch Omaha 

F.  L.  Rogers Lincoln 

E.  W.  Rowe Lincoln 

A.  L.  Miller Kimball 

D.  B.  Steenburg Aurora 

W.  J.  Arrasmith_Grand  Island 

Scientific  Assembly 

J.  W.  Duncan,  1941 Omaha 

J.  D.  McCarthy,  1942__Omaha 

R.  H.  Whitham,  1943 Lincoln 

Morris  Nielsen.  1944 Blair 

R.  B.  Adams  (ex-of.) — Lincoln 
Insurance 

Earle  Johnson,  Ch — Gr.  Island 

E.  E.  Clark Ashland 

A.  A.  Ashby Fairmont 

Advisory  to  Woman’s 
Auxiliary 

T.  C.  Moyer,  Ch Lincoln 

R.  F.  Jester Kearney 

Ralph  Luikart Omaha 

Allied  Professions 

W.  L.  Shearer.  Ch Omaha 

C.  G.  McMahon Superior 

Donald  Steenberg Aurora 

Credentials  G. 

R.  B.  Adams,  Ch Lincoln  H. 

Councilor  Districts  and  Counties 
First  District:  Councilor:  G.  B.  Pot- 
ter, Omaha.  Counties,  Douglas, 
Sarpy. 

Second  District:  Councilor:  Roy  H. 
Whitham.  Lincoln.  Counties  : Lan- 
caster. Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 

Shook.  Shubert.  Counties : Gage. 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  E.  L. 

Brush,  Norfolk.  Counties : Knox. 
Cedar,  Dixon,  Dakota.  Antelope, 
Pierce.  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker.  Columbus.  Counties : 
Burt.  Washington,  Dodge.  Platte, 
Colfax.  Boone,  Nance.  Merrick. 
Sixth  District:  Councilor:  D.  D. 

King,  York.  Counties:  Saunders, 
Butler,  Seward,  Polk,  York,  Ham- 
ilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad.  Crete.  Counties:  Saline, 
Clay,  Fillmore.  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  O.  W. 
French,  O’Neill.  Counties: 
Cherry.  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold,  St.  Paul.  Counties:  Hall, 
Custer.  Valley,  Greeley,  Sherman. 
Howard,  Dawson,  Buffalo.  Grant, 
Hooker.  Thomas,  Blaine,  Wheeler, 
Loup.  Garfield. 

Tenth  District : Councilor:  H.  S.  An- 
drews. Minden.  Counties:  Gosper, 
Phelps.  Adams,  Furnas,  Harlan, 
Franklin,  Webster.  Kearney,  Red 
Willow,  Chase.  Hayes,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District : Councilor : Har- 
vey Clark,  North  Platte.  Coun- 
ties : Lincoln,  Perkins.  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  L. 
Cooper,  Scottsbluff.  Counties : 
Scotts  Bluff.  Banner,  Box  Butte, 
Morrill,  Kimball,  Chevenne,  Sioux, 
Dawes. 


W.  E.  Wright Creighton 

Hal  C.  Smith Franklin 

G.  L.  Pinney Hastings 

O.  J.  Cameron Omaha 


Library,  Necrology  and 
Records 

O.  V.  Calhoun,  1942,  Ch 

Lincoln 

J.  C.  Waddell.  1941 Beatrice 

C.  W.  M.  Poynter,  1940_Omaha 
Medico-Legal  Advic£ 

R.  W.  Fouts,  1943,  Ch. -Omaha 
O.  R.  Platt,  1942-North  Platte 
R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

J.  Dewey  Bisgard.  Ch. -Omaha 

Lowell  Dunn Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publications 
B.  F.  Bailey.  Ch.,  1941 -Lincoln 

W.  H.  Heine,  1942 Fremont 

A.  F.  Tyler,  1943 Omaha 

R.  B.  Adams,  Sec.  (ex-of. )_ 

Lincoln 

F.  S.  A. 

E.  S.  Wegner,  Ch Lincoln 

E.  E.  Koebbe Columbus 

R.  T.  Van  Metre Fremont 

SCIENTIFIC 

Medical  and  Public  Health 
Education 

A.  Selby,  1945.  Ch 

North  Platte 

D.  McCarthy,  Vice-Ch 

Omaha 

W.  Covey.  1941 Lincoln 

E.  Flansburg,  1942_Lincoln 


W.  J.  Arrasmith,  1943 

Grand  Island 

E.  L.  McQuiddy,  1944 Omaha 

President-Elect  Ex-Officio 

President  Ex-Officio 

Secy.-Treas.  Ex-Officio 

Speaker  of  House Ex-Officio 

Editor  of  Journal__Ex-Officio 
Ex.  Secretary Ex-Officio 

Planning 

F.  L.  Rogers,  Ch Lincoln 

W.  C.  Becker Lincoln 

Fritz  Teal Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Ch Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Vascular  and  Cardiac  Diseases 

F.  W.  Niehaus,  Ch Omaha 

John  C.  Thompson Lincoln 

Lucien  Stark  Norfolk 

Public  Health 

J.  C.  Nielson,  Ch Ingleside 

G.  E.  Charlton Norfolk 

A.  A.  Conrad Crete 

Tuberculosis 

E.  W.  Hancock,  Ch Lincoln 

John  F.  Allen Omaha 

George  W.  Ainlay Fairbury 

Venereal  Diseases 

A.  D.  Munger,  Ch Lincoln 

Donald  J.  Wilson Omaha 

H.  D.  Runty De  Witt 

Prevention  and  Amelioration 

of  Deafness 

J.  J.  Hompes,  Ch Lincoln 

Paul  Black  Lincoln 

Delbert  K.  Judd Omaha 


Conservation  of  Vision 

S.  G.  Zemer,  Ch Lincoln 

E.  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Ch Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Ch.  .Lincoln 

R.  D.  Schrock Omaha 

H.  R.  Miner Falls  City 

Hospitals  and  Medical 
Standards 

D.  D.  King,  Ch York 

John  Gilligan Nebraska  City 

W.  W.  Carveth Lincoln 

Pneumonia 

George  P.  Pratt,  Ch Omaha 

D.  H.  Morgan McCook 

Joseph  Kuncl Alliance 

Convalescent  Serum 

Floyd  Clarke,  Ch Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson North  Platte 

C.  S.  Sub-Committee 

George  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce Chadron 

Paul  Bancroft Lincoln 

Donald  Watson Grand  Island 

Ernest  Lennemann Falls  City 

Industrial  Health 

H.  W.  Orr,  Ch Lincoln 

Herman  Johnson Omaha 

A.  A.  Smith Hastings 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) L.  W.  Rork,  Hastings L.  R.  Nash,  Ingleside 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids F.  J.  McRae,  Albion 

Box  Butte  (12) J.  P.  Sucgang.  Alliance George  J.  Hand,  Alliance 

Buffalo  (9) R.  F.  Jester,  Kearney L.  E.  Dickinson,  Jr.,  Ravenna 

Burt  (5) J.  G.  Allen,  Craig Harry  W.  Benson,  Oakland 

Butler  (6) D.  E.  Burdick.  David  City O.  C.  Kreymborg,  Brainard 

Cass  (2) R.  R.  Andersen.  Nehawka C.  J.  Formanack,  Murdock 

Ced. -Dix. -Dak. -Th.- Wayne  (4)  George  Hess,  Wayne G.  E.  Peters.  Randolph 

Cheyenne-Kimball-Deuel  (12). Hull  A.  Cook,  Sidney B.  H.  Grimm.  Sidney 

Clay  (7) H.  L.  McLeay,  Edgar J.  O.  Latta,  Clay  Center 

Colfax  (5) G.  L.  Teply.  Howells W.  J.  Kavan.  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley J.  E.  Bowman.  Broken  Bow 

Dawson  (9) C.  H.  Sheets.  Cozad Ray  S.  Wycoff,  Lexington 

Dodge  (5) B.  V.  Kenney,  Dodge A.  J.  Merrick.  Fremont 

Fillmore  (7) W.  S.  Wiggins.  Exeter V.  V.  Smrha.  Milligan 

Franklin  (10) F.  L.  Baker,  Hildreth D.  S.  Rosenberg.  Franklin 

Four  County  (9) E.  J.  Smith.  Burwell John  N.  Round,  Ord 

Gage  ( 3 t W.  W.  Waddell.  Beatrice A.  R.  Bryant,  Beatrice 

Garden  Keith-Perkins  (11) H.  A.  Blackstone.  Lewellen S.  M.  Weyer.  Ogallala 

Hall  (9) Carl  Sherfey.  Grand  Island Howard  Royer.  Grand  Island 

Hamilton  (6) E.  A.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (101 R.  H.  Kerr,  Alma W.  O.  Bartlett.  Alma 

Holt  and  Northwest  (8) R.  E.  Kriz.  Lynch J-  P.  Brown.  O’Neill 

Howard  (9) P.  M.  Pedersen.  Dannebrog E.  C.  Hanisch.  St.  Paul 

Jefferson  (7) D.  B.  Kantor,  Fairbury G.  W.  Ainlay,  Fairbury 

Johnson  (3) G.  J.  Rubelman,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) E.  S.  Wegner,  Lincoln E.  E.  Angle.  Lincoln 

Lincoln  (11) T.  J.  Kerr.  North  Platte G.  F.  Waltemath.  No.  Platte 

Madison-Six  (41 B.  R.  Farner,  Norfolk W.  I.  Devers,  Pierce 

Merrick  (5) A.  D.  Brown.  Central  City A.  A.  Enos,  Central  City 

Nance  (5) K.  F.  McDermott.  Fullerton H.  E.  King.  Fullerton 

Nemaha  (3) F.  I..  Krampert.  Auburn B.  F.  Lorance.  Auburn 

Northwest  Nebraska  (8) M.  F.  Anderson,  Hay  Springs E.  G.  DeFlon,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) Roy  W.  Fouts,  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) D.  D.  Stonecypher,  Nebr.  City C.  R.  Williams.  Syracuse 

Pawnee  (3) Paul  J.  Flory.  Pawnee  City L.  D.  Harman.  Pawnee  City 

Phelps  (10) Ed.  Shaughnessy,  Beaver  City W.  A.  Shreck,  Holdrege 

Platte  (5) R.  J.  O’Donnell,  Columbus R.  C.  Anderson.  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola W.  N.  Blome,  Stromsburg 

Richardson  < 3 ) J.  M.  Greene,  Falls  City C.  L.  Hustead.  Falls  City 

Saline  (7) M.  A.  Mack,  Crete Rodney  K.  Johnson.  Friend 

Saunders  (61 Mason  E.  Lathrop.  Wahoo Frank  Tomholm.  Wahoo 

Scotts  Bluff  (12) Ted  E.  Riddell.  Scottsbluff P.  Q.  Baker,  Scottsbluff 

Seward  (6) J.  E.  Meisenbach.  Staplehurst P.  A.  De  Ogny,  Acting  Secy. 

Southwest  Nebraska  (10) B.  I.  Mills,  Maywood D.  H.  Morgan.  McCook 

Thayer  (7) F.  A.  Mountford.  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) R.  R.  Donley.  Blair Morris  Nielsen.  Blair 

Webster  ( 1 0 > I.  A.  Pace.  Guide  Rock S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  W.  Neville.  York R.  E.  Karrer,  York 


Volume  25 
Number  9 


The  Nebraska  State  Medical  Journal 


XV 


every  infant’s  diet.  The  addition  of  carbohydrate  cannot  compensate 


Yes,  Some  Fats  Do  Upset  Them.  Yet  a proper  fat  is  an  essential  part  of 


Are  You 
FEEDING 


a Suitable 

FAT? 


for  the  absence  of  a sufficient  amount  of  a suitable  fat. 


SMA  fat  resembles  human  milk  fat — has  the  same  chemical  anti  physical 
characteristics.  And  because  SMA  fat  is  like  human  milk  fat  the  SMA 
carbohydrate  is  lactose,  the  only  siigar  present  in  human  milk. 


The  percentages  of  fat,  protein,  carbo- 
hydrate and  ash  are  the  same  as  those  in 
human  milk  and  when  prepared  accord- 
ing to  the  physician’s  directions  SMA  is 
essentially  similar  to  human  milk. 


Therefore,  SMA  may  be  fed  to  normal 
full-term  infants  without  modification  or 
change  for  the  same  reason  that  it  is  not 
necessary  to  modify  human  milk. 


Normal  infants  relish  SMA — digest  it  easily  and  thrive  on  it. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILL. 
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Abbott  Laboratories  Fellowships  in  Chemistry 

For  the  academic  year  1940-41,  Abbott  Labora- 
tories has  established  fellowships  in  several  univer- 
sities with  important  departments  of  organic  chem- 
istry and  biochemistry.  The  fellowships,  carrying 
stipends  of  $650  per  year,  will  be  available  to  gi-adu- 
ate  students  in  the  last  or  next  to  last  years  of 
graduate  work  leading  to  the  doctorate  degree.  The 
recipients,  who  are  to  be  selected  by  the  universities 
in  which  their  work  is  being  done,  are  not  limited 
as  to  the  subjects  on  which  they  will  work. 

The  object  of  the  fellowships  is  to  provide  means 
for  the  carrying  on  of  additional  scientific  work  in 
American  universities.  The  future  progress  of 
chemical  developments  in  this  country  will  depend 
upon  the  availability  of  well-trained  and  qualified 
men,  and  it  is  the  intent  of  Abbott  Laboratories  in 
establishing  these  fellowships  to  lend  encouragement 
in  these  general  fields. 

Grants  will  be  made  to  the  following  universities: 

In  organic  chemistry:  Cornell,  Harvard,  Illinois, 
Michigan. 

In  biochemistry:  California,  Columbia,  Cornell. 


“Osier  at  Old  Blockley,”  a painting  in  oil  by  Dean 
Cornwell,  was  unveiled  at  the  dedication  of  the  Os- 
ier Memorial  Building  on  the  grounds  of  the  Phila- 
delphia General  Hospital  this  past  June  and  was 
later  exhibited  at  the  American  Medical  Association 
convention  in  New  York. 

The  painting  depicts  one  of  Osier’s  outstanding 
contributions  to  medicine,  namely,  bringing  medical 
students  to  the  bedside  of  the  patient  for  clinical 
study.  In  the  painting  Osier  is  shown  at  the  side 
of  an  elderly  patient  on  the  hospital  grounds.  Sur- 
rounding Osier  and  the  patient  are  internes  who 
have  stopped  with  him  as  they  were  on  their  way 
to  the  autopsy  house  to  observe  one  of  his  famous 
post  mortems.  This  autopsy  house,  now  the  only 
Osier  Memorial  Building  in  the  United  States,  is 
shown  in  the  background.  This  memorial  was  made 
possible  by  a grant  from  John  Wyeth  & Brother. 

“Osier  at  Old  Blockley”  is  the  second  painting  in 
the  series  “Pioneers  of  American  Medicine”  spon- 
sored by  John  Wyeth  & Brother  as  part  of  a project 
to  highlight  the  contributions  of  Americans  to  the 
advancement  of  medicine.  “Beaumont  and  St.  Mar- 
tin” was  the  first  painting  in  the  series. 

Colored  reproductions  of  “Osier  at  Old  Blockley,” 
suitable  for  framing  may  be  obtained  free  by  ad- 
dressing requests  to  The  Nebraska  State  Medical 
Journal,  416  Federal  Securities  Bldg.,  Lincoln,  Nebr. 


34  Years  of  Service 


to  the 


Physicians  of  Nebraska 

Wholesale  Drugs  and  Surgical  Supplies 

Gaynor  Bagstad  Co. 


313-315  Jackson  St. 


Sioux  City,  Iowa 


Medicine  will  contribute  to  the  growing  coopera- 
tion of  the  Americas  when  the  first  Pan  American 
Congress  of  Ophthalmology,  bringing  together  a 
large  group  of  eye  specialists  of  the  Western  Hemi- 
sphere, meets  in  Cleveland,  Ohio,  October  11  and  12. 

The  American  Academy  of  Ophthalmology  and 
Otolaryngology,  a society  of  more  than  2,500  spe- 
cialists of  the  United  States,  undertook  sponsorship 
of  the  Pan  American  Congress  as  a means  of  pro- 
moting greater  solidarity  and  wider  acquaintance 
among  medical  men  of  the  Americas.  The  need  of 
such  a gathering  was  emphasized  by  the  postpone- 
ment of  the  International  Congress  of  Ophthalmol- 
ogy, which  was  to  have  met  in  Vienna  in  1941,  made 
necessary  by  the  European  conflict. 

The  first  event  of  the  congress  will  be  a joint 
banquet  with  the  Academy  Wednesday  evening, 
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October  9,  at  which  Dr.  Frank  Brawley,  Chicago, 
president  of  the  Academy,  will  preside.  Thursday 
afternoon,  October  10,  the  official  delegates  ap- 
pointed by  the  various  governments  will  meet  with 
representatives  of  ophthalmologic  societies  to  draw 
up  a constitution  and  make  plans  for  future  meet- 
ings. 

Official  recognition  of  the  congress  will  be  ex- 
tended by  the  city  of  Cleveland  at  a reception  Fri- 
day evening,  October  11. 

The  scientific  program  will  occupy  two  days,  Fri- 
day and  Saturday,  October  11  and  12.  Papers  will 
be  divided  equally  between  speakers  from  the  Latin 
American  countries  and  those  from  the  United 
States.  Papers  in  Spanish  or  Portuguese  will  be  dis- 
cussed by  English  speaking  physicians  and  those 
presented  in  English  will  be  discussed  by  Latin 
American  speakers.  Slides  showing  a resume  of 
each  paper  are  to  be  showm  on  a screen  in  the  two 
languages  other  than  the  one  being  spoken. 

Among  those  from  South  American  countries  who 
will  appear  on  the  program  will  be: 

Dr.  Pereira  Gomes,  chief  of  an  eye  clinic  at  the 
General  Hospital,  Sao  Paulo,  Brazil. 

Dr.  Cesario  de  Andrade,  professor  of  ophthalmol- 
ogy* Faculdade  de  Medicina,  Cirurgia  y Pharmacia, 
Bahia,  Brazil. 

Dr.  A.  Vasquez  Barriere,  professor  of  ophthalmol- 
ogy, University  of  Montevideo  Faculty  of  Medicine, 
Montevideo,  Uruguay. 

Dr.  Carlos  Charlin,  professor  of  ophthalmology, 
University  of  Santiago,  Chile. 

Dr.  Santiago  Barrenechea,  assistant  professor  of 
ophthalmology,  University  of  Santiago,  Chile. 

In  addition,  there  will  be  Dr.  Arturo  Quevedo, 
Guatemala  City;  Tomas  R.  Yanes,  Havana,  Cuba, 
editor  of  the  Revista  Cubana  de  Oto-Neuro-Oftalmia- 
tria;  Rafael  Silva,  Mexico  City,  for  many  years  sec- 
retary of  the  Sociedad  Mexicana  de  Oftalmologia  y 
Otorinologia;  Manuel  U.  Troncoso,  formerly  of 
Mexico  and  now  of  New  York,  and  Manuel  Marquez 
y Rodriguez,  formerly  a prominent  ophthalmologist 
and  teacher  in  Madrid,  now  living  in  Mexico  City. 

Among  those  who  will  discuss  papers  presented 
in  English  will  be:  Drs.  Horacio  Ferrer,  Havana; 
Mendonca  de  Barros  and  Feliciano  Penido  Burnier, 
Sao  Paulo;  Heitor  Marback,  Bahia,  Aniceto  Solares, 
La  Paz,  Bolivia. 

English  speaking  physicians  who  will  present 
papers  will  include: 

Dr.  William  L.  Benedict,  Mavo  Clinic,  Rochester, 
Minn. 

Dr.  Derrick  T.  Vail,  professor  of  ophthalmology, 
University  of  Cincinnati,  Cincinnati,  Ohio. 

Dr.  S.  Hanford  McKee,  professor  of  ophthalmol- 
ogy, McGill  University  Faculty  of  Medicine,  Mon- 
treal, Canada. 

Dr.  John  O.  McReynolds,  Dallas,  Tex. 

Dr.  Samuel  Rodman  Irvine,  Los  Angeles,  Calif. 

Dr.  Alan  Woods,  acting  professor  of  ophthalmol- 
ogy, Johns  Hopkins  University  School  of  Medicine, 
Baltimore. 

Dr.  Sanford  Gifford,  professor  of  ophthalmology, 
Northwestern  University  Medical  School,  Chicago. 

Dr.  Arthur  J.  Bedell,  Albany,  New  York. 

The  committee  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology  which  is  arranging 
the  Pan  American  Congress  is  made  up  of  Drs. 
Harry  S.  Cradle,  Chicago;  Conrad  Berens,  New  York, 
and  Moacyr  E.  Alvaro,  Sao  Paulo,  Brazil. 
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Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


Write  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  ot  the  A.  M.  A. 


OXYGEN 


ECONOMICALLY-EFFICIENTLY-CONVENIENTLY 

LINDE  U.  S.  P.  OXYGEN 


LOMBARD  OXYGEN  INHALER 

A New  Type  of  Oxygen  Therapy 
Equipment 

— Write  for  Details  — 


at 

COMMERCIAL  PRICES 


OMAHA  WELDING  COMPANY 

Medical  Supply  Division 

1501  Jackson  St.  Omaha,  Nebr.  Telephone  JA4397 


1 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing:  its  advertisers 


Volume  25 
Number  9 


The  Nebraska  State  Medical  Journal 


XIX 


SILVER  PICRATE 


is  indicated  in  the  treatment  of 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 
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, Complete  information  mailed  on  request 

★ JOHN  WYETH  & BROTHER,  INCORPORATED  ★ J 

PHILADELPHIA,  PA 


The  Corrosion  of  Dependency 

“Our  freedom,”  says  the  Westchester 
County  Medical  Bulletin  in  its  August  issue, 
“is  in  growing  jeopardy  from  subtle  but 
overwhelming  forces  at  home.”  These  forces 
undermine  the  democratic  principle  that  the 
individual  is  more  important  than  the  state; 
that  the  state  is  the  servant  of  the  people. 
“The  totalitarian  state  ...  is  the  master  of 
its  people  because  they  have  relinquished  the 
responsibilities  of  free  men  to  a state  . . . 
which  has  eagerly  assumed  those  responsi- 
bilities, and  in  so  doing  has  bereft  all  the 
people  of  their  freedom.” 

We  have  frequently  stressed  editorially 
the  danger  to  the  free  and  unbossed  practice 
of  medicine  inherent  in  the  failure  of  physi- 
cians to  assume  their  full  share  of  social  re- 
sponsibility for  the  progressive  development 
of  the  art  and  practice  of  medicine.  Both  as 
individuals  and  as  a group  it  is  fair  to  say 
that  they  have  not  shirked  that  responsibil- 
ity. They  have  earnestly  undertaken  the 
task  of  fitting  the  developments  of  medical 
science  into  the  structure  of  a rapidly  chang- 
ing order  of  civilization,  which  neither  they 
nor  anyone  else  fully  understands. 

It  is  a task  of  enormous  difficulty.  It  has 


appeared  to  some  that  no  longer  could  demo- 
cratic principles  and  practice  cope  with  the 
problem,  because  of  its  vastness.  Yet  or- 
ganized medicine  and  most  of  the  individuals 
of  its  membership  have  never  yet  proposed 
to  relinquish  to  the  state  their  individual 
or  collective  responsibility  for  the  provision 
of  medical  service  to  the  public.  The  pres- 
sure to  do  this  has  come  from  without  the 
profession,  from  philanthropic  agencies  of 
the  laity  and  from  government  itself. 

The  inherent  strength  of  the  medical  pro- 
fession lies  in  its  willingness  to  accept  its 
responsibilities  and  to  solve  its  own  prob- 
lems. It  has  recognized,  as  the  Bulletin 
observes,  that  “you  cannot  give  the  state 
power  to  do  something  for  you  without  giv- 
ing it  power  to  do  something  to  you.”  What 
it  does  to  you  might  well  be  called  the  corro- 
sion of  dependency.  The  profession  observes 
its  effect  in  our  social  welfare  system:  “the 
development  of  an  eager  maternalism.” 

The  consistent  refusal  of  organized  medi- 
cine to  accept  government  subsidy,  or  to 
evade  its  responsibilities  has  been  in  the  past 
and  is  now  its  greatest  defense. 

— From  the  New  York  State  Journal 
of  Medicine,  Aug.  15,  1940. 
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Scabies  treatment 


100 G* 


Report  on  1213  cases  on  request  f 


^EUPSHER  SMfTH  .CO 

^e*Pofis  Min*61 


CLINICALLY  ESTABLISHED* 

NON-IRRITATING 
PLEASANT  ODOR 
RAPIDLY  EFFECTIVE 

If  you  would  like  to  give  it 
a test,  send  20e  to  cover 
handling  and  we  will  mail 
enough  for  one  adult  treat-  [j| 
ment. 


FOR  the  failing  heart  of  middle  life 
give  Theocalcin,  2 or  3 tablets,  t.i.d. 

After  relief  is  obtained,  the  comfort  of  the  patient 
may  be  continued  with  smaller  doses.  Strengthens 
heart  action,  diminishes  dyspnoea  and  reduces  edema 

THEOCALCIN  (theobromine-calcium  salicylate)  Council  Accepted 
Available  in  7^>  grain  tablets  and  as  a powder  . . . 


BILHUBER- KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


Behind 

Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a background  of 

Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 

Extensive  clinical  application 

Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 

A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 
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The  Management  of  Ocular  Trauma* 

T.  E.  SANDERS,  M.  D. 

From  the  Department  of  Ophthalmology  and  the  Oscar  Johnson 
Institute  of  the  Washington  University  Medical  School, 

St.  Louis 


Although  the  eye-ball  is  very  effectively 
protected  from  outside  trauma,  posteriorly 
by  a cushion  of  fat  within  the  bony  walls  of 
the  orbit,  and  anteriorly  by  the  rapid  reflex 
closure  of  the  lids,  injuries  of  the  eye  are 
exceedingly  common.  The  importance  of 
ocular  injury  is  obvious,  as  vision  is  such  an 
essential  function,  and  as  the  eye  is  such  a 
delicate  organ  that  a relatively  insignificant 
injury  can  cause  irreparable  damage  to  vi- 
sion. In  all  types  of  eye  injuries,  preserva- 
tion of  vision  is  the  primary  essential.  This 
is  best  done  by  prompt,  effective  treatment. 
As  ocular  injury  is  no  respecter  of  time, 
place,  or  person,  many  of  these  cases  are  of 
necessity  first  seen  by  the  general  physician. 
Whether  he  undertakes  the  entire  treatment 
of  the  minor  injury,  or  refers  the  major  in- 
jury to  the  ophthalmologist  following  pre- 
liminary treatment,  it  is  necessary  for  him 
to  have  an  adequate  knowledge  of  ocular 
trauma  if  the  best  final  visual  result  is  to  be 
obtained. 

The  nature  and  mechanism  of  the  acci- 
dents causing  ocular  injury  are  very  varied, 
depending  chiefly  on  their  source,  the  com- 
monest of  which  are  the  home,  the  farm,  the 
highway,  industry  and  war.  In  domestic 
life,  many  of  the  ocular  injuries  occur  in  chil- 
dren due  to  carelessness,  and  ignorance  in 
playing  with  explosives,  hot  fluids,  pointed 
objects,  and  knives.  In  adults,  falls,  foreign 
bodies,  blows,  either  in  sport  or  assault,  are 
the  usual  causes.  In  industry,  especially  in 
mines,  foundries,  building  trades  and  the 
like,  the  commonest  causes  are  flying  foreign 

*Read  before  the  Nebraska  State  Medical  Association, 
Omaha,  April  24,  1940. 


bodies,  burns,  explosions,  and  contusions. 
The  number  of  eye  injuries  in  industry  has 
been  greatly  reduced  by  the  introduction  of 
safety  regulations  and  the  use  of  such  appli- 
ances as  goggles  and  shields.  The  farm  is 
one  of  the  most  common  sources  of  intra- 
ocular foreign  bodies,  caused  by  pounding  on 
bolts  or  wedges  with  hand  tools.  Such  in- 
juries as  blows  from  animals  or  flying  chips 
of  wood  are  also  common  on  the  farm.  On 
the  highway,  lacerations  from  flying  glass 
are  exceedingly  common,  although  markedly 
reduced  by  the  introduction  of  shatter-proof 
glass.  Contusion  of  the  globe  and  fracture 
of  the  orbit  are  common  results  of  auto  ac- 
cidents. Although  many  of  these  injuries 
are  unavoidable,  many  are  preventable,  and 
this  remains  by  far,  the  best  treatment. 

Injuries  of  the  lids  and  orbit  may  accom- 
pany any  ocular  trauma,  but  may  be  present 
without  any  involvement  of  the  eyeball.  Al- 
thought  not  usually  important  from  the  visu- 
al standpoint,  they  are  chiefly  of  interest 
from  the  cosmetic  angle.  If  not  properly  re- 
paired, a very  unsightly  result  may  be  ob- 
tained. 

Although  contusion  with  hematoma — the 
ordinary  black  eye — is  much  more  common, 
the  most  important  injury  of  the  lid  is  the 
laceration.  These  should  be  immediately 
cleaned  and  repaired  surgically.  The  best  re- 
sults are  obtained  using  very  small,  number 
28  cutting  needles  with  a 2/5  curve  and  fine 
black  silk  sutures,  A or  smaller.  Occasional- 
ly it  is  necessary  to  suture  the  tarsal  plate, 
which  is  best  done  with  a buried  000  or  0000 
chromic  cat  gut,  preferably  on  an  atraumatic 
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needle.  Care  must  be  taken  not  to  sacrifice 
any  lid  tissue,  and  to  approximate  carefully 
the  wound  margins,  using  very  small  bites. 
The  immediate  use  of  cold  helps  in  reducing 
the  reaction. 

The  exact  technic  used  depends  on  the 
type  of  laceration,  of  which,  in  general,  there 
are  four.  The  simplest  is  the  superficial 
laceration  involving  the  skin  of  the  lids  only. 
This  is  easily  closed  with  interrupted  black 
silk.  The  second  type  is  the  deeper  lacera- 
tion involving  the  lid  margin  along  with  the 
full  thickness  of  the  lid.  The  most  important 
point  in  this  type  is  the  accurate  approxima- 
tion of  the  lid  margin  to  prevent  notching. 
This  is  done  by  a marginal  suture  placed  in 
the  white  line  of  the  tarsal  edge  just  inside 
the  line  of  the  lashes  on  one  edge  of  the  lacer- 
ation and  out  through  the  same  point  in  the 
other  edge.  It  is  usually  sufficient  to  close 
the  remainder  of  the  laceration  with  inter- 
rupted black  silk,  but  in  the  large  lacerations, 
deep  chromic  sutures  in  the  tarsal  plate  are 
necessary.  The  next  type  is  the  laceration 
through  the  inner  angle  of  the  lid,  radiating 
downward  and  outward  from  the  inner  can- 
thus  along  the  base  of  the  lid.  In  this 
type  there  is  a marked  tendency  for  the 
lid  margin  to  be  displaced  laterally,  in- 
teriorly, and  forward  away  from  the  globe, 
as  it  is  very  difficult  to  replace  the  tip  of 
the  laceration  inward  and  backward  to  its 
original  site.  This  is  best  done  by  placing  a 
double-armed,  heavy  black  silk  mattress  su- 
ture through  the  tip  and  then  placing  this 
suture  as  deep  as  possible  at  the  apex  of  the 
laceration,  the  remainder  of  the  laceration 
being  closed  in  the  usual  way.  The  fourth 
type  is  the  full-thickness,  multiple,  com- 
minuted laceration  usually  caused  by  blunt 
contusion.  Each  case  of  this  type  presents 
an  individual  problem,  depending  on  the  num- 
ber, extent,  and  position  of  the  lacerations. 
They  should  be  closed  as  accurately  as  pos- 
sible with  chromic  sutures  in  the  tarsus,  and 
black  silk  in  the  margins  and  skin. 

Injuries  of  the  soft  tissues  of  the  orbit  are 
not  unusual,  the  commonest  being  the  contu- 
sion. This  is  often  accompanied  by  enough 
orbital  hemorrhage  to  cause  an  exophthal- 
mos. The  best  treatment  is  a pressure  band- 
age and  cold.  Deep  wounds  may  be  closed 
immediately,  but,  if  large  and  unclean,  a 
drain  may  be  used.  Not  uncommonly,  for- 
eign bodies  are  associated  with  this  type  of 
wound.  If  large,  they  should  be  removed ; 
but,  if  small,  they  may  be  allowed  to  remain, 
as  they  are  well  tolerated. 


More  important  are  fractures  involving  the 
rim  of  orbit,  the  face  of  the  maxilla  and  the 
zygoma.  They  are  not  uncommonly  caused 
by  highway  accidents  and  may  eventually 
give  rise  to  much  facial  deformity.  If  the 
fragments  are  not  replaced,  the  eyeball  often 
is  displaced  downward  and  backward  into  the 
antrum  as  there  is  usually  a depression  frac- 
ture of  the  floor  and  lower  rim  of  orbit.  Al- 
though not  usually  treated  by  the  ophthal- 
mologist, they  are  usually  seen  by  him  be- 
cause of  associated  ocular  injury.  In  St. 
Louis  we  have  observed  very  satisfactory 
results  in  these  cases  when  treated  by  the 
technic  of  the  plastic  surgeons,  Blair  and 
Brown. 

These  fractures  are  necessarily  badly  com- 
minuted, but,  if  replaced,  the  fragments  tend 
to  remain  in  good  position  as  there  is  no 
muscle  pull  in  this  region.  The  restoration 
of  these  fragments  is  a difficult  problem  as 
shown  by  the  number  of  methods  described 
for  accomplishing  this.  The  technic  of  Blair 
and  Brown  consists  of  an  approach  through 
the  canine  fossa  as  is  done  in  the  Caldwell- 
Luc  operation.  In  the  great  majority  of  the 
cases,  there  will  be  an  opening  into  the  an- 
trum through  a fracture  line.  Through  this 
a blunt  elevator  is  passed,  and  by  leverage 
the  lower  orbital  rim  can  be  restored  to  its 
original  position.  No  bone  is  removed  as 
most  of  it  is  viable.  The  fragments  are  held 
in  position  by  an  iodoform  gauze  pack  in  the 
antrum.  This  is  left  in  place  for  two  to  three 
weeks,  the  antrum  being  irrigated  through 
a tube  placed  at  the  time  of  packing.  This 
procedure  must  be  done  within  twenty-four 
to  forty-eight  hours  after  injury.  If  longer, 
the  soft  tissue  injury  and  early  bony  changes 
make  the  replacement  of  the  fragments  al- 
most impossible.  These  cases  are  allowed  to 
heal  and  in  several  months  the  eye  is  re- 
stored to  position  by  a costal  cartilage  inlay 
in  the  floor  of  the  orbit. 

In  general,  trauma  to  the  eyeball  can  be 
divided  into  two  large  classes,  depending  on 
whether  the  coats  of  the  globe  are  ruptured. 
In  non-penetrating  injuries,  unless  severe  or 
complicated,  the  prognosis  is  usually  good.  In 
penetrating  injuries,  a guarded  prognosis 
should  always  be  given,  as  varying  degrees 
of  visual  loss  are  the  rule,  and  any  penetrat- 
ing wound  is  capable  of  causing  loss  of  the 
eye.  The  management  depends  on  the  type, 
degree,  and  site  of  the  injury.  These  fac- 
tors, along  with  the  number  and  severity  of 
the  complications,  determine  the  final  visual 
result. 
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One  of  the  commonest  of  eye  accidents  is 
lodgment  of  superficial  foreign  bodies.  When 
free  in  the  conjunctival  sac,  and,  if  not  wash- 
ed out  bv  the  tears,  they  usually  lodge  on  the 
tarsus  of  the  upper  lid  near  the  margin.  This 
type  is  easily  removed  with  an  applicator 
without  anesthesia.  If  embedded  on  the  cor- 
nea, anesthesia  is  necessary,  two  or  three  in- 
stillations of  cocain  4%,  or  pontocain  i/2%  be- 
ing adequate.  Many  can  be  dislodged  with  a 
fine  cotton  applicator,  but  the  majority  re- 
quire removal  with  a spud,  a good  substitute 
being  a hypodermic  needle.  After  a hot  metal- 
lic foreign  body  has  been  in  the  cornea,  a ring 
of  oxidized  tissue  usually  remains,  which 
must  also  be  removed.  If  the  denuded  area 
in  the  cornea  is  large,  it  is  desirable  to  in- 
still a mild  anesthesia  ointment,  as  holocaine 
1%  or  butyn  and  metaphen,  and  to  keep  the 
eye  patched  for  24  hours.  This  aids  in  the 
healing  of  the  abraded  area,  and  reduces  dis- 
comfort. 

Superficial  corneal  abrasions  such  as  those 
caused  by  the  scratch  of  a sheet  of  paper, 
finger  nail,  twig,  or  glancing  blow,  are  treat- 
ed in  a similar  way  with  an  anesthetic  oint- 
ment and  patch.  They  are  usually  extreme- 
ly painful  as  the  very  sensitive  nerve  end- 
ings of  the  cornea  are  denuded.  They  heal 
very  rapidly  without  scar,  but  there  is  some 
tendency  for  spontaneous  recurrence. 

The  diagnosis  and  observation  of  any 
comeal  injury  is  greatly  aided  by  the  use 
of  flouroscein  2%,  the  excess  being  removed 
by  a boric  or  saline  flush.  This  solution 
stains  the  denuded  area  of  the  cornea  a bright 
green,  while  the  intact  cornea  remains  un- 
changed. Thus  the  type,  extent,  and  course 
of  the  corneal  epithelial  defect,  whether 
laceration,  abrasion,  or  ulcer,  can  be  closely 
observed. 

The  most  feared  complication  of  corneal 
injury  is  the  corneal  ulcer  consisting  of  a 
purulent  infection  of  a corneal  laceration  or 
abrasion.  It  is  surprising  that  more  cor- 
neal abrasions  or  lacerations  do  not  become 
infected.  If  there  is  any  evidence  of  early 
infection  in  such  a lesion,  as  shown  by  a 
white  or  yellow  infiltration,  this  area  should 
be  touched  with  a strong  antiseptic  as  phenol 
or  trichloracetic  acid.  If  not  stopped,  such 
an  infiltration  may  rapidly  form  an  ulcer, 
consisting  of  a dirty  grey  crater,  surrounded 
by  comeal  infiltration,  and  often  accompa- 
nied by  pus  in  the  anterior  chamber,  a hypo- 
pyon. These  ulcers  often  tend  to  spread  not 


only  along  the  surface,  but  also  deep  into  the 
cornea,  causing  perforation.  If  the  globe 
is  not  lost  through  purulent  Intraocular  in- 
fection, there  is  invariably  varying  degrees 
of  visual  loss,  as,  in  healing,  the  ulcer  is  re- 
placed by  opaque  scar  tissue.  The  treatment 
of  such  an  ulcer  consists  of  the  local  use  of 
heat,  atropine,  antiseptics,  and  in  many  cases 
incision  or  cautery  either  chemical  or  ther- 
mal. Foreign  protein  therapy,  usually  by 
intravenous  typhoid  vaccine  and  sulfapyri- 
dine,  are  of  great  aid  in  the  severe  cases. 

In  chemical  bums  of  the  conjunctiva  and 
cornea,  the  most  important  procedure  in  the 
treatment  is  an  immediate  and  prolonged  ir- 
rigation with  any  non-irritating  fluid,  as 
water,  saline  or  boric  solution.  Care  must  be 
taken  to  flush  thoroughly  the  conjunctival 
cul-de-sacs.  This  flushing  should  be  repeat- 
ed often  during  the  first  few  days.  Castor 
oil  or  mild  ointments  should  be  instilled  reg- 
ularly and  freely.  Any  conjunctival  adhesions 
should  be  separated  daily  with  a glass  rod, 
followed  immediately  by  the  instillation  o'f 
the  oinment.  If  there  is  much  damage  to  the 
cornea,  atropine  should  be  used.  In  all  chem- 
ical injuries  to  the  eye,  any  prognosis  should 
be  guarded  as  the  full  damage  does  not  be- 
come evident  for  six  or  seven  days.  In  actual 
bums  of  the  eyes,  the  treatment  is  similar  to 
the  above  except  that  the  irrigation  is  not 
as  necessary.  The  chief  object  in  the  man- 
agement of  bums  of  the  lids  is  to  promote 
rapid  healing  and  thus  minimize  distortion. 
Even  so,  many  of  these  cases  eventually  need 
plastic  repair.  Any  of  the  usual  treatment 
of  burns,  except  tannic  acid,  can  be  used, 
although  moist  compresses  or  ointments  are 
probably  best. 

Severe  contusion  of  the  globe  may  cause 
several  types  of  marked  intraocular  damage. 
Traumatic  iritis  may  follow  even  light  blows 
on  the  eye.  Clinically  it  is  similar  to  other 
types  of  iritis,  and  the  treatment  is  the  same, 
atropine,  heat,  and  salicylates.  Intraocular 
hemorrhage  may  either  be  posterior  in  the 
vitreous,  or  anterior,  in  the  anterior  cham- 
ber. In  the  vitreous  hemorrhage,  no  treat- 
ment is  of  much  avail,  but  potassium  iodide 
has  been  recommended  to  aid  in  absorption 
of  the  blood.  Slight  amounts  of  anterior 
hemorrhage  usually  rapidly  disappear.  The 
use  of  cold  is  helpful  and  atropine  is  contra- 
indicated as  dilation  of  pupil  may  cause  re- 
peated hemorrhage.  If  there  is  massive 
hemorrhage  into  the  anterior  chamber,  inci- 
sion and  irrigation  is  often  necessary. 
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Contusion  of  the  globe  often  causes  severe 
injury  to  the  lens  in  the  form  of  cataract  or 
dislocation.  If  slight,  no  treatment  of  trau- 
matic cataract  is  indicated,  but  usually  re- 
moval is  necessary.  In  those  cases  in  which 
the  capsule  of  the  lens  is  ruptured,  complete 
absorption  of  the  lens  often  takes  place.  Rup- 
ture of  the  suspensary  ligament  of  the  lens 
with  pai'tial  or  incomplete  dislocation  is  often 
caused  by  a blow  on  the  eye.  As  this  condi- 
tion usually  causes  secondary  glaucoma  with 
complete  loss  of  vision,  removal  of  the  dislo- 
cated lens  is  often  advisable. 

One  of  the  commonest  causes  of  retinal 
detachment  is  trauma,  not  necessarily  direct- 
ly to  the  globe,  but  particularly,  blows  on  the 
head.  Before  the  development  of  the  modern 
operations  for  retinal  detachment  during  the 
last  twelve  to  fifteen  years,  all  of  these  cases 
progressed  to  complete  and  permanent  blind- 
ness. At  present,  with  prompt  operation, 
about  50-60%  of  these  cases  obtain  perma- 
nent reattachment.  Trauma  to  the  globe 
often  causes  a contusion  of  the  retina,  com- 
motio retinae.  This  chiefly  consists  of  a dif- 
fuse retinal  edema  with  scattered  retinal 
hemorrhages.  It  is  usually  transitory  but 
some  of  these  cases  lose  central  vision 
through  macular  degeneration. 

Penetrating  ocular  injuries  are  the  most 
important  of  all  ocular  traumas,  as  they  are 
not  only  the  cause  of  many  lost  eyes,  but  also 
the  amount  of  visual  loss  in  those  saved  is 
usually  great.  Without  exception  they  are 
serious,  usually  requiring  hospitalizaiton. 
The  great  majority  of  these  cases  will  re- 
quire surgical  repair  by  the  ophthalmologist. 
If  the  eye  survives  the  trauma,  there  are  a 
number  of  serious  complications,  both  imme- 
diate and  late,  that  may  cause  marked  func- 
tional loss. 

The  exact  management  of  any  penetrating 
injury  varies  greatly  depending  on  its  type, 
site  and  degree.  These  injuries  may  be  punc- 
tures, lacerations,  ruptures,  or  retained  for- 
eign bodies.  The  wounds  may  be  anterior, 
with  chief  damage  to  the  cornea,  iris,  and 
lens,  or  posterior,  affecting  the  sclera,  retina, 
and  vitreous.  In  degree  they  vary  from  min- 
ute wounds  to  complete  disruption  of  the 
globe. 

In  general,  the  surgical  treatment  of  a 
penetrating  ocular  injury  consists  of  excision 
of  any  prolapsed  intraocular  structures  as 
iris,  ciliary  body  or  vitreous,  and  the  closure 
of  the  wound.  In  addition,  antiseptics,  as 


metaphen  and  protargol ; soothing  ointments, 
as  mercury  bichloride  1-3000,  or  butyn  and 
metaphen,  atropine,  and  heat  are  used  local- 
ly. Aspirin  is  usually  effective  for  control- 
ling pain,  but  occasionally  codein  must  be 
used.  If  the  wound  is  large,  the  patient 
should  be  kept  quiet,  preferably  in  bed. 

Puncture  wounds  are  so  small  that  there  is 
rarely  any  prolapse  of  intraocular  structures 
or  any  need  for  surgical  closure.  Their  chief 
importance  is  the  damage  done  to  such  tis- 
sues as  the  lens  or  retina.  Their  treatment 
consists  of  the  above  local  measures,  and  the 
observation  for  such  complications  as  puru- 
lent infection  or  cataract. 

The  management  of  lacerations  and  rup- 
tures of  like  degree  is  similar.  If  the  wound 
is  so  extensive  that  the  coats  of  the  eyeball 
are  completely  disrupted,  immediate  removal 
is  indicated.  Even  though  the  globe  may  be 
so  severely  damaged  that  very  little  vision 
will  be  retained,  an  attempt  at  surgical  re- 
pair is  usually  worth  the  effort,  although 
some  of  these  eyes  will  have  to  be  enucleated 
secondarily.  In  any  laceration  or  rapture, 
there  is  a marked  tendency  for  prolapse  of 
some  of  the  internal  structures.  This  is  par- 
ticularly true  of  the  iris  in  anterior  wounds, 
and  is  due  to  the  gush  of  escaping  aqueous 
as  the  intraocular  pressure  is  reduced.  A 
bead  of  vitreous  usually  presents  in  scleral 
wounds.  Very  rarely  can  these  structures  be 
replaced,  and  usually  they  must  be  excised. 
An  attempt  is  made  to  free  them  from  the 
wound  so  that  they  are  not  incarcerated. 
Wounds  of  the  cornea  may  be  closed  directly 
by  sutures  or  preferably  writh  a sliding  con- 
junctival flap.  The  bulbar  conjunctiva  is 
quite  loose,  and  a flap  can  usually  be  easily 
dissected,  so  that  it  will  slide  over  the  wound. 
It  is  then  held  in  place  by  several  black  silk 
sutures.  This  will  cover  the  wound,  aiding 
in  the  prevention  of  infection,  coapt  the 
wound  edges,  and  cover  defects  arising  from 
loss  of  tissue.  In  large  or  irregular  wounds, 
more  exact  and  tighter  coaptation  can  often 
be  had  with  corneal  sutures.  These  are  more 
difficult  to  place  as  the  thickness  of  the  cor- 
nea must  be  split.  If  gaping,  scleral  wounds 
must  be  closed  with  a similar  stitch,  but  usu- 
ally closure  of  the  bulbar  conjuctiva  is  suf- 
ficient. The  local  treatment  suggested  above 
should  be  used.  Careful  observation  for  com- 
plications should  be  continued  for  a number 
of  days. 

Almost  three-fourths  of  the  cases  of  intra- 
ocular foreign  body  give  the  typical  history 
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of  something  striking  the  eye  while  ham- 
mering a steel  object,  such  as  a chisel  or 
wedge.  This  injury  is  quite  common  in  farm- 
ers, as  no  goggles  are  worn  as  is  done  in  in- 
dustrial plants.  If  the  foreign  body  enters 
through  the  sclera,  the  wound  and  evident 
ocular  injury  may  be  so  slight  that  it  may 
be  disregarded.  If  the  portal  of  entry  is  an- 
terior, the  course  of  the  foreign  body 
through  the  cornea,  iris,  and  lens  is  usually 
visible.  In  some  cases  the  foreign  body  it- 
self may  be  seen  in  the  anterior  chamber, 
lens,  or  vitreous.  In  the  majority  of  cases 
the  x-ray  is  the  only  reliable  method  of  diag- 
nosis. It  is  essential  in  all  cases  with  a sug- 
gestive history,  that  immediate  x-ray  exam- 
ination be  done.  If  a radio-opaque  foreign 
body  is  present  within  the  globe,  it  can  be 
localized  almost  to  the  millemeter  in  the  tis- 
sues of  the  eyeball,  by  several  technics,  the 
Sweet  method  probably  being  preferable. 

It  is  fortunate  that  the  very  great  majori- 
ty of  the  intraocular  foreign  bodies  are  steel, 
as  they  can  be  easily  localized,  and  as  the 
electro  magnet  can  be  used  in  their  extrac- 
tion. An  immediate  attempt  at  removal 
should  be  made  on  all  foreign  bodies  that  are 
magnetic,  using  either  the  posterior  or  the 
anterior  route.  In  the  former,  an  incision  is 
made  in  the  sclera  at  a point  closest  to  the 
foreign  body  as  shown  by  the  localization. 
The  foreign  body  is  withdrawn  by  placing 
the  magnet  in  the  lips  of  the  wound  and  turn- 
ing on  the  current.  In  the  latter  method 
the  foreign  body  is  drawn  around  the  lens 
through  the  pupil  into  the  anterior  chamber 
with  the  giant  magnet.  From  here  it  can 
be  removed  through  a corneal  incision  with  a 
magnet  under  direct  observation.  Both 
methods  have  inherent  advantages  and  dis- 
advantages. 

If  allowed  to  remain,  a retained  metallic 
foreign  body  usually  leads  eventually  to  the 
loss  of  the  eye,  as  there  is  not  only  a foreign 
body  reaction,  but  also  as  most  metals  oxi- 
dize into  soluble  salts  which  are  very  toxic 
to  the  eye.  Particularly  serious  are  foreign 
bodies  of  copper  and  bronze  which  are  ex- 
tremely toxic,  and,  being  non-magnetic,  are 
very  difficult  to  remove.  Inert  materials  as 
glass,  stone,  lead,  and  wood  are  sometimes 
tolerated  by  the  eye  for  long  periods,  and 
the  eye  may  withstand  the  foreign  body  bet- 
ter than  the  trauma  of  an  attempt  at  remov- 
al. Small  foreign  bodies  in  the  orbital  tissues 
are  best  left  alone  as  they  cause  no  damage. 


Adequate  anesthesia  is  essential  in  all 
cases  of  surgical  repair  of  the  eye  or  adenexa. 
Local  anesthesia  is  the  method  of  choice  in 
the  vast  majority  of  all  procedures  on  the 
globe  in  adults.  This  usually  consists  of  re- 
peated instillations  of  cocain  4%  or  ponto- 
cain  1/2%  into  the  conjunctival  sac,  combined 
with  either  a subconjunctival  injection  of  a 
small  amount  of  cocain  near  the  site  of  oper- 
ation, or  a retrobulbar  injection  of  one  to 
two  cc.  of  procaine  into  the  tissues  of  the 
orbit.  General  anesthesia  is  usually  neces- 
sary in  children,  in  cases  with  orbital  lesions, 
and  in  some  cases  of  lid  trauma.  Infiltration 
anesthesia  is  usually  undesirable  in  lid  lacera- 
tions because  of  distortion  of  the  tissues.  A 
very  satisfactory  block  anesthesia  of  the  lids 
can  be  obtained  by  injection  of  one  cc.  of 
procaine  just  inside  the  orbital  rim  at  the 
point  of  emergence  of  the  supraorbital,  the 
supratrochlear,  the  infratrochlear,  and  the 
lacrimal  nerves  and  into  the  foramen  of  the 
infraorbital  nerve. 

In  any  eye  with  a perforating  injury,  the 
most  important  immediate  complication  is 
purulent  infection.  This  usually  appears  on 
the  first  to  third  days  as  an  infection  of  the 
wound,  as  pus  in  the  anterior  chamber,  hypo- 
pyon, or  as  a vitreous  abscess.  In  any  case, 
unless  immediately  and  effectively  treated, 
the  result  is  loss  of  the  eye  either  by  pan- 
ophthalmitis with  immediate  removal,  or  late 
secondary  atrophy  and  shrinkage  of  the 
globe.  Local  heat,  either  hot  compresses  or 
the  infra-red  lamp,  atropine,  salicylates,  sul- 
fapyridine  and  large  doses  of  intravenous  ty- 
phoid vaccine  are  the  most  effective  meas- 
ures available  to  combat  the  infection.  The 
last  has  proven  so  effective  in  treating  intra- 
ocular infections  that,  at  present,  an  intra- 
venous injection  of  typhoid  vaccine  is  given 
immediately  to  very  many  uninfected  cases 
of  perforating  injury  as  a prophylactic  meas- 
ure. This  tends  to  abort  the  infection  in 
the  preclinical  stage  before  it  has  an  oppor- 
tunity to  develop.  Although  ocular  tetanus 
is  extremely  rare,  a prophylatic  dose  of  anti- 
tetanic  serum  is  probably  indicated  in  all 
cases  of  penetrating  injury  and  is  essential 
in  those  with  the  history  of  injury  by  an  ob- 
ject in  contact  with  horses. 

During  convalescence  the  chief  complica- 
tion to  be  feared  is  sympathetic  ophthalmia. 
This  is  particularly  dreaded  as  it  not  only  af- 
fects the  traumatized  eye,  but  also  often  de- 
stroys the  vision  of  the  uninjured  eye,  leav- 
ing the  patient  completely  blind.  This  con- 
dition usually  comes  on  during  the  second  or 
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third  month  after  injury,  as  a uveitis  or  dif- 
fuse inflammation  of  the  iris,  ciliary  body, 
and  choroid  of  the  injured  eye.  Coincidently 
there  arises  a similar  inflammation  of  the 
uninjured  fellow  eye.  This  bilateral  inflam- 
matory reaction  may  be  so  severe  and  in- 
tractable that  it  may  lead  to  loss  of  vision  in 
both  eyes.  It  can  always  be  prevented  by 
enucleation  of  the  exciting  eye  before  the  fel- 
low eye  becomes  involved.  The  possibility  of 
sympathetic  ophthalmia  is  a valid  reason  for 
enucleation  of  any  eye  so  severely  injured 
that  it  would  be  unsightly  and  useless.  If 
the  injured  eye  retains  useful  vision,  an  ef- 
fort to  save  the  eye  should  be  made,  but  the 
risk  involved  must  be  realized  so  that  care- 
ful observation  of  both  eyes  will  be  carried 
out  over  a period  of  several  months.  At  the 
first  sign  of  inflammation  in  either  eye,  an 
immediate  enucleation  of  the  injured  eye  is 
indicated  to  prevent  the  onset  in  the  fellow 
eye.  A particularly  dangerous  eye  is  one 
that  stays  irritable  for  weeks  after  injury. 
If  the  disease,  when  first  seen,  is  advanced 
in  each  eye,  enucleation  is  not  only  useless, 
but  the  injured  eye  may  have  the  better  final 
result.  In  any  active  case  the  treatment  is 
similar  to  that  used  in  other  cases  of  uveitis ; 
local  heat  and  atropine,  large  doses  of  salicy- 
lates, and  vigorous  foreign  protein  therapy 
with  typhoid  vaccine.  The  use  of  neo-ars- 
phenamine  has  been  recommended. 


There  are  a number  of  other  late  complica- 
tions of  trauma  to  the  globe  and  orbit. 
Troublesome  double  vision  may  arise  from 
disturbance  of  ocular  motility  due  either  to 
direct  trauma  to  the  extraocular  muscles  or 
to  their  motor  nerves.  Loss  of  vision  may 
occur  from  secondary  optic  atrophy  following 
injury  to  the  optic  nerve.  Chronic  dacryo- 
cystitis or  infection  of  the  tear  sac  is  often 
due  to  stasis  following  injury  to  the  lacrimal 
duct  in  fractures  of  the  nasal  and  lacrimal 
bones.  The  question  of  the  relationship  be- 
tween trauma  and  tumor  formation  is,  in 
the  eye  as  well  as  in  every  other  organ,  inter- 
esting but  unanswerable. 

If  the  injured  eye  survives  the  immediate 
trauma,  the  associated  inflammation,  and  the 
various  complications,  there  are  a number  of 
changes  often  found  as  late  results  of  pene- 
trating ocular  injuries.  The  most  common 
of  these  is  the  healed  wound,  which,  if  in  the 
sclera,  may  be  almost  imperceptible.  If  in 
the  cornea,  it  is  usually  not  only  easily  seen, 
but  reduces  vision.  Often  there  is  an  asso- 
ciated incarceration  of  the  iris.  Traumatic 
cataract  is  a very  common  late  finding.  There 
may  be  marked  delayed  visual  loss  from  sec- 
ondary glaucoma  or  retinal  detachment. 
Atrophy  of  the  globe  with  shrinkage  and 
softening  of  the  eyeball  is  quite  common.  In 
time,  many  of  these  injured  eyes  lose  the  lit- 
tle vision  remaining,  and  become  painful,  the 
only  treatment  of  such  an  eye  being  removal. 


Traffic  Accidents  and  Kidney  Injury 

Modern  high  powered  automobiles  and 
America’s  superhighways  with  their  terrific 
accidents  have  brought  perplexing  problems 
to  the  early  recognition  of  injuries  to  the 
urinary  tract,  James  C.  Sargent,  M.  D.,  Mil- 
waukee, declares  in  The  Journal  of  the  Ameri- 
can Medical  Association. 

“The  mine  run  of  these  urinary  tract  in- 
juries,” he  states,  “are  quite  symptomless 
and  obscure  on  admission.  Indeed,  so  obvi- 
ous and  commanding  are  the  symptoms  of 
the  other  accompanying  injuries  and  so  si- 
lent are  those  of  the  kidney  or  bladder  that 


important  hours  are  often  lost  unless  the 
prompt  discovery  of  kidney  or  bladder  in- 
juries is  assured  through  the  routine  inspec- 
tion of  the  urine  to  note  the  presence  or  ab- 
sence of  blood  in  all  accident  cases  at  the 
time  of  admittance.” 

Without  such  a routine,  followed  by 
x-rays,  which  define  the  exact  injury  if  blood 
is  present  and  which  suggest  proper  treat- 
ment, Dr.  Sargent  maintains,  “the  patient 
with  a fractured  pelvis  may  go  many  hours 
before  her  ruptured  bladder  is  discovered 
or  the  man  unconscious  from  skull  fracture 
even  bleed  to  death  from  an  unsuspected  kid- 
ney injury.” 


The  Use  of  Sulphocyanates  in  Arterial 
Hypertension* 

GEO.  W.  COVEY,  M.  D. 

Lincoln,  Nebr. 


The  pharmacology  of  the  cyanates  is  not 
well  known.  The  first  recorded  work  done 
on  this  subject  was  by  Claude  Bernard* 4)  in 
1858.  He  pointed  out  what  may  be  the  prin- 
cipal action  of  the  drug,  namely,  that  of  a 
direct  muscle  poison.  Nichols*2*,  in  1925, 
made  a fairly  extensive  investigation  of  the 
action  of  these  chemicals.  Briefly  he  found 
that  when  ingested  or  injected,  sodium  sul- 
phocyanate  is  excreted  as  such  by  the  kidney. 
The  excretion  rate  is  slow,  hence  accumula- 
tion in  the  blood  or  tissues  is  likely.  There 
is  no  evidence  that  the  sulphocyanates  are 
ever  changed  to  the  more  toxic  prussic  acid 
or  cyanides.  Large  doses  act  as  a direct 
muscle  poison,  abolishing  muscular  activity. 
They  also  produce  direct  stimulation  of  the 
motor  cells  in  the  spinal  cord  leading  to  spas- 
ticity and  convulsions  much  like  those  pro- 
duced by  strychnine  or  tetanus.  The  lethal 
dose  in  man  is  from  200  to  400  mg.  per  kilo- 
gram of  weight  or  15  to  30  grams  for  an 
average  sized  man.  However,  30  grams  has 
been  ingested  at  a single  dose,  with  recovery. 

In  therapeutic  doses  the  sulphocyanates 
increase  the  urinary  excretion  of  sulphur  and 
nitrogen  and  tend  to  render  the  urine  alka- 
line. Larger  doses  have  produced  diarrhoea 
in  animals  and  man,  apparently  due  to  direct 
irritation  of  the  mucosa  of  the  gut. 

Claude  Bernard(1)  in  1858  said  these  drugs 
softened  the  pulse.  In  1904  Pauli (3>  found 
that  the  thiocyanates  decreased  blood  pres- 
sure. Nichols(2)  in  1925  was  unqualifiedly 
favorable  to  sodium  sulphocyanate  in  prefer- 
ence to  any  other  drug  for  reducing  blood 
pressure  in  those  cases  which  do  not  have  a 
high  fixed  pressure  resulting  from  marked 
structural  changes  in  the  arteries.  One  as- 
sumes from  the  recorded  pharmacologic  data 
that  the  beneficial  action  of  these  drugs  may 
be  due  to  the  relaxing  effect  on  smooth 
muscle. 

Gager(4)  in  1928  reported  the  use  of  thio- 
cyanates in  35  patients.  He  gave  what  he 
considered  small  doses  over  a considerable 
period  of  time  and  did  not  determine  the 
blood  cyanate  level  to  control  his  therapy. 
Of  the  35  patients,  25  were  observed  over 
a period  of  from  two  to  six  months.  In  20 

*Read  before  Lancaster  County  Medical  Society,  Lincoln, 
February,  1940. 


the  systolic  blood  pressure  fell  from  20  to  60 
points.  He  states  that  such  common  symp- 
toms as  headache,  nervousness,  tingling  sen- 
sations, a feeling  of  tension,  or  irritability, 
dizziness  and  sleeplessness  were  relieved. 
Two  men  were  relieved  of  anginal  pain.  In 
one  of  these  there  was  no  reduction  in  blood 
pressure.  Gager  lists  the  contraindications 
as  acute  inflammations  of  all  types,  nephritis 
and  marked  renal  insufficiency. 

In  1929  Palmer  and  Sprague(5)  reported 
four  cases  illustrating  some  undesirable 
symptoms  which  may  be  produced  by  potas- 
sium sulphocyanate  in  the  treatment  of  hy- 
pertension. In  two  of  their  patients  there 
was  discomfort  and  weakness  and,  in  two, 
angina  pectoris.  They  believed  these  symp- 
toms were  due  to  lowering  of  blood  pressure, 
rather  than  toxic  effects  of  the  drug. 

In  the  same  year  Weis  and  Reudemann(6) 
reported  a case  which  was  clearly  one  of  ex- 
foliative dermatitis  resulting  from  the  ad- 
ministration of  potassium  sulphocyanate. 

In  1931  Egloff,  Hoyt,  and  0’Hare(7)  re- 
ported on  25  ambulatory  patients  in  the 
Renal  Clinic  of  the  Peter  Bent  Brigham  Hos- 
pital. They  were  observed  for  from  two  to 
twelve  years  before  they  were  treated  by  the 
use  of  thiocyanate.  The  basal  blood  pres- 
sure was  taken  as  an  average  of  the  pres- 
sures for  two  years  before  the  cyanate  treat- 
ment. They  state  that  only  2 of  these  pa- 
tients showed  a drop  in  blood  pressure.  Twen- 
ty-three had  distressing  symptoms.  The  dos- 
age they  used  was  large,  the  time  of  obser- 
vation was  short  and  no  blood  cyanate  con- 
trol was  used.  They  concluded  that  thiocya- 
nate has  no  place  in  the  therapy  of  hyper- 
tension. 

In  the  same  year  David  Ayman*8*  pre- 
sented a paper  with  convincing  arguments 
chiefly  against  the  value  of  thiocyanate  ther- 
apy. Ayman  admits  that  thiocyanates  cause 
the  pressure  to  drop  but  says  that  in  almost 
every  instance  the  drop  in  pressure  is  syn- 
chronous with  the  onset  of  toxic  symptoms. 
He,  also,  did  not  determine  the  level  of  cya- 
nates in  the  blood.  His  conclusions  were  as 
follows:  “(1)  There  is  no  clear  evidence  in 
the  literature  to  show  the  clinical  value  of 
thiocyanate  in  essential  hypertension.  (2) 
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Potassium  thiocyanate  has  a hypotensive  ef- 
fect which  is  almost  always  associated  with 
distressing  side  reactions.  (3)  The  hypoten- 


to  purely  functional,  early  stages  of  the  dis- 
ease. Clinically  demonstrable  arterioloscle- 
rosis  is  a contraindication  to  its  use.” 


B.  P.,  blood  pressure:  C,  cyanates:  upper  solid  line,  systolic  blood  pressure:  dotted  line,  mean  blood 
pressure:  broken  line,  diastolic  blood  pressure:  lower  solid  line,  blood  cyanate  level. 


sive  and  toxic  effects,  practically  always  oc- 
curing  simultaneously,  are  produced  by  large 
doses  given  over  long  periods.  (4)  In  view 
of  the  known  effects  of  the  much  less  toxic 
sedatives,  such  as  bromides,  further  trial  and 
study  of  the  thiocyanates  should  be  limited 


From  these  and  other  contributions  to  the 
literature  prior  to  1936  it  seems  that  the 
weight  of  opinion  was  somewhat  against  the 
use  of  potassium  or  sodium  thiocyanate  for 
the  lowering  of  blood  pressure.  Though 
many  admitted  these  drugs  will  lower  the 
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blood  pressure,  most  writers  felt  that  toxic 
effects  precluded  their  use  for  this  purpose. 

In  1936  Barker*  9>  working  at  the  North- 
western University  Renal  Clinic  reported  on 
the  re-investigation  of  thiocyanate  therapy. 
His  previous  results  had  not  been  satisfac- 
tory because  of  such  toxic  manifestations  as 
extreme  weakness,  nausea  and  dizziness. 

Believing  that  the  clearance  of  cyanates 
through  the  kidneys  and  the  level  of  cyanates 
in  the  blood  were  the  factors  to  which  fall 
in  blood  pressure  and  toxic  symptoms  were 
related,  he  studied  these  factors  in  45  pa- 
tients whose  systolic  blood  pressures  were 


ur 


well  over  200.  The  period  of  observation  was 
from  one  to  four  years  on  thiocyanate  ther- 
apy following  a period  of  from  one  to  four 
years  observation  on  other  forms  of  treat- 
ment. 

Briefly,  Barker’s  report  shows  that  when 
the  blood  cyanate  level  reached  5 to  10  mgm. 
per  100  cc.  the  blood  pressure  fell  in  35  of 
the  45.  While  slight  weakness,  fatigue  and 
dizziness  occurred  at  this  level  these  symp- 
toms were  not  disturbing.  Above  20  milli- 
grams per  cent,  toxic  manifestations  become 
distressing  and,  above  30  milligrams,  intoxi- 
cation becomes  dangerous. 

His  report  indicated  further  that  early  in 
the  course  of  thiocyanate  administration  the 
blood  level  may  rise  rapidly  and  later,  due  to 
improved  clearance  of  the  drug  through  the 
kidney,  it  may  decline  slowly  even  without 
a change  in  dosage.  In  two  of  his  patients 
their  rapid  initial  rise  quickly  produced  blood 
levels  of  33  and  45  mgm.  on  doses  even 
smaller  than  those  recommended  in  the  liter- 
ature. 

In  summary,  he  states  “45  patients  with 
hypertension  have  been  given  sodium  or  po- 


tassium thiocyanate  and  the  concentration 
of  the  cyanates  in  their  blood  has  been  fol- 
lowed. The  reduction  of  blood  pressure  and 
relief  of  symptoms  obtained  in  35  of  the  45 
roughly  corresponded  to  level  of  the  cyanates 
in  the  blood.  The  optimum  therapeutic  level 
seemed  to  range  between  8 and  12  mgm.  per 
100  cubic  centimeters  and  significant  toxici- 
city  begins  to  appear  at  from  15  to  30  mgm. 
The  individual  tolerance  varies  greatly,  the 
different  levels  being  obtained  with  widely 
varying  doses.  The  cyanates  may  reach 
hazardous  concentrations  very  quickly  in 
some  individuals  so  that  the  administration 
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of  the  thiocyanates  is  believed  to  be  danger- 
ous unless  controlled  by  close  observation  and 
blood  cyanate  determination.” 

It  would  seem  that  Barker’s  study  of  the 
use  of  thiocyanates  has  pointed  out  the  fol- 
lowing fallacies  of  earlier  records:  In  many 
patients  the  administration  of  thiocyanates, 
either  in  large  or  small  doses,  may  lead  to 
the  rapid  rise  of  the  blood  cyanate  level  to 
15,  20  or  more  mgm.  per  100  cc.  of  blood  in 
which  case  the  patients,  even  though  they 
get  satisfactory  fall  in  blood  pressure,  will 
become  weak  and  show  other  toxic  manifes- 
tations of  the  drug;  if  we  frequently  deter- 
mine the  level  of  blood  cyanates  and  control 
it  by  varying  our  dosage,  a reasonable  fall  in 
blood  pressure  may  be  expected  in  perhaps 
70%  of  these  patients,  without  encountering 
more  than  mildly  disagreeable  symptoms  and 
with  no  danger  of  cyanate  intoxication. 

With  these  studies  in  mind,  we  have  placed 
a few  patients  on  controlled  thiocyanate  ther- 
apy and  of  these  I shall  report  briefly  eight 
cases  in  whom  the  available  data  are  suffi- 
cient to  indicate  the  results  obtained  in  these 
cases.  Practically  all  of  our  patients  were 
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started  on  a dose  of  0.33  grams  of  potassium 
sulphocyanate  once  a day.  Blood  cyanate  de- 
terminations were  made  once  each  week  and 
occasionally  twice  a week,  until  such  time  as 
the  primary  rapid  rise  in  blood  cyanates  had 
begun  to  subside,  after  which  blood  cyanate 
determinations  were  made  at  intervals  of 
from  two  to  three  weeks. 

CASE  NO.  I 

Mrs.  Luttie  McC. — a married  white  woman  of  59 
years  wras  admitted  to  the  hospital  because  of  chron- 
ic pyelonephritis  and  hypertension.  She  had  had  a 
known  high  blood  pressure  for  from  fifteen  to  twen- 
ty years.  Eight  months  before  admission  she  had 
a cerebral  hemorrhage  with  paresis  of  the  left  leg 
and  arm,  lasting  about  two  weeks.  In  addition,  she 
has  been  short  of  breath  on  exertion  for  a number  of 
years  and  she  has  been  obese  for  many  years. 

Physical  findings  on  admission  were  as  follows: 
She  weighed  236  pounds.  There  was  hemorrhage  in- 
to the  conjunctiva  of  one  eye;  there  was  marked 
systolic  pulsation  in  the  suprasternal  notch.  The 
heart  was  moderately  enlarged  to  the  left.  A sys- 
tolic murmur  was  heard  at  the  apex  of  the  heart 
and  accentuation  of  the  aortic  second  sound  was 
noted.  There  was  residual  signs  of  cerebral  acci- 
dent. 

The  blood  pressure  readings  on  the  day  of  ad- 
mission were  245/150  and  two  other  systolic  read- 
ings were  recorded — 257  and  210. 

On  the  following  day  she  was  treated  by  venisec- 
tion with  a fall  in  blood  pressure  to  156  systolic. 
The  day  following  the  section  the  pressure  had 
risen  to  190/124  and  within  two  weeks  it  had  re- 
turned to  its  former  level.  Electrocardiograms  re- 
vealed myocardial  damage.  The  findings  on  urinary 
examination  revealed  a chronic  nephritis  with  con- 
stant albuminuria  and  a low  specific  gravity. 

The  diagnosis  was  benign  hypertension  of  severe 
grade,  associated  with  a chronic  urinary  tract  in- 
fection, chronic  nephritis  and  myocarditis. 

The  treatment  of  the  hypertension  consisted,  be- 
sides the  rest  in  bed  and  treatment  of  the  urinary 
tract  infection,  of  a period  of  five  days  on  theobro- 
mine in  the  form  of  theominal.  At  the  end  of  that 
time  she  was  given  potassium  sulphocyanate  0.33  of 
a gram  once  a day  and  other  medication  was  dis- 
continued. (Graph  No.  1). 

The  cyanate  level  in  her  blood  rose  gradually  over 
a period  of  three  weeks  to  a maximum  of  7.2  mgm. 
per  100  cc.  Coincident  with  this  rise  in  cyanates 
her  systolic  blood  pressure  fell  to  a level  of  184 
with  a diastolic  of  100,  and  the  mean  blood  pressure, 
from  180  to  142. 

At  about  the  time  the  blood  cyanates  reached 
the  maximum  this  patient  was  dismissed  from  the 
hospital,  and  inasmuch  as  she  was  not  under  good 
control  at  home,  we  felt  that  the  subsequent  fall  in 
cyanate  level  with  coincident  rise  in  blood  pressure 
was  probably  due  to  the  irregular  administration  of 
the  drug.  On  about  July  13  the  patient  was  again 
instructed  in  the  use  of  her  medication  and  urged 
to  take  it  regularly.  Following  this  there  was  a 
second  rise  in  blood  cyanates  with  a fall  in  blood 
pressure.  On  the  3rd  of  August  her  attending  phy- 
sician discontinued  the  cyanates  and  consequently 
our  observation  ceased. 


Because  of  inadequate  control  of  the  pa- 
tient the  averages  expressed  in  the  two  col- 
umns at  the  right  hand  margin  of  this  graph 
are  not  truly  significant  of  the  result  of 
thiocyanate  therapy  in  this  case.  We  feel 
that  had  the  blood  cyanate  been  maintained 
at  a level  of  from  5 to  10  mgm.  this  patient’s 
blood  pressure  could  have  been  kept  readily 
at  around  180  to  190  over  100  to  110,  with- 
out danger  or  discomfort  to  the  patient. 

CASE  NO.  II 

J.  M.  N.,  a white  male  69  years  of  age,  was  first 
seen  in  1936  complaining  of  slight  palpitation  and 
extrasystoles.  These  symptoms  were  noted  parti- 
cularly after  overeating  or  upon  exercise.  His 
blood  pressure  was  190/115.  A short  time  later  the 
blood  pressure  was  202/96  and  with  the  cold  pressor 
test  the  pressure  rose  to  208/120.  At  that  time  there 
was  slight  enlargement  of  the  heart  and  a fairly 
marked  accentuation  of  the  second  aortic  sound. 
The  electrocardiogram  showed  slight  localized  myo- 
cardial damage. 

The  patient  has  been  observed  from  time  to  time 
since  1936.  His  blood  pressure  range  is  noted  in  the 
first  section  of  this  graph.  The  systolic  pressure 
varied  from  180  to  210  and  the  diastolic  from  96  to 
130.  The  mean  pressure  varied  from  150  to  168.  The 
diagnosis  was  benign  hypertension  of  increasing 
severity  with  localized  myocardial  damage. 

In  April,  1939,  the  patient  was  given  thiocyanate 
and  had  a slow  steady  rise  in  the  blood  level  reaching 
7.8  mgm.  on  July  6.  (See  Graph  No.  2).  The  blood 
pressure  showed  a rather  decided  fall  soon  after  the 
cyanates  reached  5 mgm.  It  fell  to  a low  of  145/105 
and  a mean  pressure  of  125.  Beginning  on  the  13th 
of  June  he  had  an  acute  pyelonephritis.  It  is  prob- 
able that  the  thiocyanate  should  have  been  stopped 
after  the  onset  of  this  infection.  The  patient  com- 
plained of  considerable  weakness  and  other  disturb- 
ing symptoms.  These  symptoms  were  due  to  the 
pyelonephritis  but  may  have  been  exaggerated  to 
some  extent  by  his  blood  cyanate  level.  However, 
on  July  27  the  patient  voluntarily  discontinued  the 
cyanates  and  the  only  observation  since  was  on  the 
27th  of  October,  about  three  months  later.  At  that 
time  the  blood  pressure  was  184/130  with  a mean 
pressure  of  157,  a very  distinct  rise. 

CASE  NO.  Ill 

F.  W.  U.,  has  been  under  observation  for  thir- 
teen years.  He  was  first  observed  in  1927  with  a 
benign  hypertension  of  moderate  grade  and  with 
only  such  symptoms  as  easy  fatigue,  indigestion 
and  lack  of  energy.  At  that  time  his  blood  pressure 
level  was  about  175/110.  The  first  section  of  the 
Graph  (No.  3),  which  covers  a period  of  eleven 
years,  shows  a rather  consistent,  slow  rise  in  aver- 
age blood  pressure  to  a level  of  225/130.  In  fact, 
the  average  for  this  period  is  228/127  with  a mean 
pressure  average  of  177. 

In  1932,  about  the  middle  of  this  first  period,  an 
electrocardiogram  revealed  the  presence  of  intra- 
ventricular block.  In  1938  coronary  occlusion  oc- 
curred writh  marked  myocardial  infarction.  Early 
in  1939  congestive  heart  failure  began  to  be  more 
and  more  evident  and  finally  became  extreme. 
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In  spite  of  congestive  heart  failure  this  patient’s 
blood  pressure  could  not  be  kept  under  reasonable 
control  by  any  of  the  usual  drugs.  These  included 
theobromine,  aminophyllin,  alcohol,  and  other  drugs. 
In  May,  1939,  potassium  thiocyanate  administration 
was  begun.  The  blood  cyanates  reached  a peak  of 
14  mgm.  about  the  middle  of  May.  At  that  time  they 
were  discontinued  for  a short  period.  Since  then 
he  has  taken  0.33  gram  two  days  out  of  each  three. 
With  this  reduction  in  dosage  the  cyanate  level  has 
been  maintained  at  about  5 mgm.  until  the  last  three 
months  when  it  has  gradually  fallen  to  the  present 
level  of  about  2.5  mgm.  per  100  cc.  The  average 
blood  pressure  on  thiocyanate  over  this  whole  period 
of  time,  as  may  be  seen  in  the  next  to  the  last 
column  of  the  graph,  has  been  210/110,  and  during 
the  last  six  months  of  cyanate  administration  the 
average  has  dropped  to  172/110  with  a mean  pres- 
sure of  141  which  is  to  be  compared  with  a mean 
pressure  of  182  in  the  period  before  his  coronary 
occlusion. 

The  fall  in  blood  cyanate  over  the  last 
three  months  has  been  coincident  with  the 
weekly  resort  to  mercury  diruesis,  because 
of  ascites,  and  is  probably  due  to  the  addi- 
tional clearance  of  cyanates  through  the  kid- 
ney as  the  result  of  diuresis. 

CASE  NO.  IV 

Ada  H.,  a white  female  now  65  years  of  age,  has 
been  observed  by  me  since  1922,  a period  of  eigh- 
teen years.  She  first  came  in  because  of  symptoms 
relating  to  benign  hypertension.  The  first  section 
of  the  graph  (No.  4)  shows  the  average  of  blood 
pressure  readings  for  each  year  from  1922  to  1926. 
They  range  from  a systolic  of  170  to  184  with  a 
diastolic  of  90  to  100,  and  a mean  pressure  of  136 
to  143.  The  second  section  shows  the  average  read- 
ings for  the  years  1937  and  1938.  These  readings 
averaged,  systolic  218  to  220  with  diastolic  110  to 
120  and  mean  pressure  about  165. 

There  are  many  observations  in  the  intervening 
years,  but  it  seemed  to  me  that  this  served  to  show 
the  progress  of  her  hypertension  as  between  1926 
and  1936,  a period  of  ten  years.  Over  this  period 
of  time  her  symptoms  have  increased  in  severity 
about  in  proportion  to  the  increase  in  her  pressure, 
plus  the  wear  and  tear  of  the  disease.  There  has 
been  a constant  gradual  increase  in  the  size  of  her 
heart  and  in  recent  years  there  have  been  mild 
breaks  in  compensation.  There  is,  up  to  this  time, 
no  electrocardiographic  evidence  of  coronary  disease, 
and  her  renal  function  is  good. 

In  April,  1939,  the  patient  was  put  on  potassium 
thiocyanate  and  other  medication  was  discontinued. 
She  was  given  the  usual  dose  of  0.33  of  a gram  a 
day.  There  was  a gradual  rise  in  the  blood  cya- 
nates for  about  two  months  to  a maximum  of  6.3 
per  100  cc.,  and  this  level  has  been  maintained  with 
fair  regularity  throughout  the  period  of  eight 
months  without  changing  her  dosage.  During  this 
time  the  trend  of  systolic  blood  pressure  has  been 
somewhat  downward  and  the  diastolic  has  fallen  al- 
most to  the  level  that  it  was  in  the  five  years,  1922 
to  1926.  The  average  pressure  over  this  period  of 
eight  months  has  been  systolic,  174  and  diastolic,  85 
with  mean  pressure  of  119. 

This  patient  has  shown  no  evidence  of  any 
serious  intoxication. 


CASE  NO.  V 

Miss  Anna  B.  is  a single  white  woman  aged  70, 
a retired  school  teacher.  She  stated  that  she  had 
had  arterial  hypertension  for  many  years.  Five 
years  previously  it  had  reached  a level  of  220  sys- 
tolic and  at  that  time  she  retired  from  her  teaching. 
She  was  having  disturbances  of  vision,  headaches, 
and  many  other  symptoms  referable  to  hyperten- 
sion. With  her  quiet  life  most  of  the  symptoms 
have  disappeared  and  the  worst  one  complained  of 
at  the  time  of  the  first  observation  was  palpitation 
at  night. 

Examination  revealed  that  she  was  about  twenty 
pounds  overweight,  that  her  blood  pressure  was 
250/110.  Marked  arcus  senilis  was  noted.  There 
was  not  much  evidence  of  arteriosclerosis  either  in 
the  peripheral  arteries  or  in  the  retina.  Her  heart 
was  moderately  enlarged  to  the  left  and  the  aortic 
second  sound  was  accentuated;  There  was  a systolic 
murmur  heard  at  the  aortic  area  and  upward  into 
the  carotid  artery  on  the  right  side.  A systolic 
murmur  was  also  heard  at  the  apex  and  transmitted 
to  the  anterior  axillary  line.  There  was  no  evidence 
of  renal  involvement. 

She  was  given,  at  first,  sodium  nitrate  and  po- 
tassium iodide,  and  somewhat  later,  theobromine. 
The  first  section  of  her  graph  (No.  5)  shows  the 
blood  pressures  while  taking  these  drugs.  The  sys- 
tolic ranges  from  190  to  260,  the  diastolic  from  90 
to  110,  and  the  mean  blood  pressure  from  148  to 
186.  On  the  28th  of  July  she  was  given  0.33  of  a 
gram  daily  of  potassium  thiocyanate  and  other  medi- 
cation was  discontinued. 

The  second  section  of  the  graph  shows  her  blood 
pressures  since  cyanate  administration  was  begun. 
The  blood  cyanate  rose  rapidly  to  6 mgm.  per  100 
cc.,  nineteen  days  after  the  administration  was  be- 
gun. Coincidentally  the  blood  pressure  fell  to 
186/138.  The  same  dose  of  cyanate  has  been  con- 
tinued throughout  in  this  patient,  with  a gradual 
fall  in  the  level  of  blood  cyanates  from  6 mgm.  to 
2.5  mgm.  This  fall  in  cyanates  has  not  been  ac- 
companied by  a corresponding  rise  in  blood  pres- 
sure, and  the  patient  has  had  no  toxic  manifesta- 
tion. 

The  third  section  of  the  chart  reveals  that 
the  average  blood  pressure  for  six  months  on 
various  vasodilators,  was  222/102  with  a 
mean  pressure  of  162,  and  the  average  pres- 
sure for  six  months  on  potassium  thiocya- 
nate was  182  systolic  over  80  diastolic  with 
a mean  pressure  of  131. 

CASE  NO.  VI 

Mrs.  H.  H.  L.,  a white  female  of  56  stated  that 
for  at  least  a year  she  had  had  a high  blood  pres- 
sure. This  was  accompanied  by  tachycardia,  slight 
substernal  pain,  “fuzzy”  vision,  numbness  in  the 
fingers,  fatigue  and  hot  flashes. 

Physical  examination  revealed  a blood  pressure  of 
206/100  with  thickening  of  the  peripheral  arteries 
and  tortuous  temporals.  There  was  an  arcus  senilis 
and  venous  nicking  was  seen  in  the  retina.  There 
was  symmetrical,  firm,  moderate  enlargement  of 
the  thyroid  gland.  A systolic  murmur  of  blowing 
character  was  heard  at  the  apex  and  a rough  systolic 
at  the  aortic  area  transmitted  upward.  She  had 
evidence  of  vasospastic  disturbances  in  her  feet.  The 
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electrocardiogram  revealed  left  preponderance  with- 
out other  significant  disturbance,  and  laboratory 
data  were  essentially  negative.  The  diagnoses  were 
benign  hypertension,  arteriosclerosis  and  vasospastic 
disease  of  the  lower  extremities. 

The  patient  was  treated  for  five  months  by  the 
use  of  potassium  iodide,  theobromine  and  bromides. 
The  blood  pressure  over  this  period  (See  graph  No. 
6)  as  revealed  in  the  first  section  of  the  graph, 
varied  from  160  to  208  systolic  over  100  to  108  dia- 
stolic with  an  average  of  188/102,  the  mean  pres- 
sure being  145. 

About  the  first  of  August,  1939,  the  patient  was 
taken  off  of  all  other  medication  and  given  potas- 
sium thiocyanate,  0.33  grams  per  day,  in  a single 
dose.  By  August  10  the  cyanate  level  in  the  blood 
reached  7 mgm.  and  the  blood  pressure  had  fallen 
to  150/80.  At  this  time  the  dose  of  thiocyanate 
was  sharply  reduced  for  a short  time  and  the  blood 
level  promptly  dropped  to  3 mgm.%.  This  was  ac- 
companied by  slight  rise  in  blood  pressure  to  190/94. 
Then  the  dose  of  thiocyanate  was  again  increased 
to  0.33  of  a gram  per  day  and  the  level  of  the  cya- 
nates  in  the  blood  has  been  maintained  between  3 
and  4.5  mgm.  This  has  been  accompanied  by  no 
toxic  symptoms  and  the  blood  pressure  level  has  re- 
mained in  the  neighborhood  of  150/80.  Her  average 
blood  pressure  since  the  administration  of  cyanate 
was  begun,  has  been  systolic  156,  diastolic  80  with 
a mean  pressure  of  about  118. 

CASE  NO.  VII 

Mrs.  B.  H.  C.,  is  a white  woman,  age  52,  married, 
childless.  In  1928  she  was  first  hospitalized  because 
of  an  acute  pyelonephritis.  At  that  time  her  blood 
pressure  was  142/96  with  a mean  pressure  of  116. 
During  the  eleven  years,  from  1928  to  1939,  there 
have  been  repeated  recurrences  of  urinary  tract 
infection  with  a constant  rise  in  blood  pressure,  so 
that  by  1937  a miximum  of  245/115  was  recorded, 
and  the  patient  states  in  her  history  that  it  reached 
285  at  one  time.  This  has  been  accompanied  by 
very  material  reduction  in  kidney  function  and  by 
cardiac  hypertrophy  of  moderate  grade.  The  elec- 
trocardiogram, however,  shows  only  left  preponder- 
ance without  any  definite  evidence  of  localized  myo- 
cardial damage. 

During  much  of  this  time  the  patient  has  been  tak- 
ing theobromine  and  phenobarbital.  When  seen  by 
me  in  March,  1939,  she  still  had  a chronic  pyelone- 
phritis. Treatment  of  this  condition  was  accom- 
panied by  a fall  in  blood  pressure  to  about  200/125 
with  a mean  pressure  of  164.  (See  graph  No.  7). 
In  May,  1939,  the  patient  was  given  potassium  thio- 
cyanate. Over  the  period  of  a month  her  blood  cya- 
nate level  increased  to  5.5  mgm.  per  100  cc.  Since 
that  time  the  level  has  been  maintained  most  of  the 
time  between  4 and  6 mgm.  The  blood  pressure  over 
this  period  of  time  ranged  between  200  or  less  sys- 
tolic and  110  or  less  diastolic  with  a mean  pressure 
ranging  from  130  to  150.  The  average  pressure  in 
the  five  years  before  thiocyanate  therapy  was 
started  was  systolic,  220,  diastolic,  120  with  a mean 
pressure  of  170  and  the  average  blood  pressure  in 
the  eight  months  on  thiocyanate  has  been  systolic, 
182,  diastolic,  105  with  a mean  pressure  of  145. 

Besides  illustrating  the  value  of  thiocya- 
nates in  reducing  blood  pressure  this  case 


probably  illustrates  the  production  of  hyper- 
tension by  chronic  pyelonephritis. 

CASE  NO.  VIII 

Mr.  E.  S.  W.,  a white  male  of  49,  came,  in  July, 
1939,  complaining  of  dizziness  and  pain  in  the  left 
side  of  his  chest.  He  was  found  to  have  a blood 
pressure  ranging  from  220  to  240  over  160  with 
distinct  enlargement  of  the  heart  to  the  left,  a dia- 
stolic murmur  to  the  left  of  the  sternum  in  the  sec- 
ond and  third  interspaces  and  marked  accentuation 
of  the  aortic  second  sound.  There  were  no  definite 
signs  of  congestive  heart  failure.  He  had  albumen 
and  casts  in  the  urine  but  no  signs  of  renal  failure. 
This  is  then  a case  of  severe  essential  hypertension 
with  cardiac  hypertrophy  and  chronic  nephritis. 

Venesection  was  immediately  done  reducing  his 
blood  pressure  to  175/100,  but  within  the  next  two 
or  three  weeks  the  blood  pressure  again  climbed  to 
its  previous  level.  Early  in  August  he  was  given 
potassium  thiocyanate  in  the  usual  dose,  and  within 
a month  the  blood  cyanate  reached  7 mgm.  per  100 
cc.  (See  graph  No.  8).  Coincident  with  this  there 
was  a fall  in  blood  pressure  to  185/120.  There  ap- 
parently has  been  the  usual  increased  clearance  of 
cyanates  through  the  kidneys  with  a fall  in  blood 
cyanate  to  the  level  of  about  3 mgm.  but  the  blood 
pressure  has  remained  within  reasonable  limits.  The 
average  blood  pressure  before  thiocyanate  adminis- 
tration was  230/160  with  a mean  pressure  of  195. 
The  average  blood  pressure  on  cyanates  has  been 
198/130  with  a mean  pressure  of  164. 

This  patient  had  previously  been  given 
practically  every  drug  that  is  used  for  hyper- 
tension, without  effect.  He  had  reached  the 
point  of  considering  giving  up  any  attempt 
to  work.  Since  he  has  taken  thiocyanate  he 
reports  marked  subjective  improvement  and 
is  able  to  carry  on  his  work. 

Since  the  graph  was  made  an  increased 
dosage  of  potassium  thiocyanate  has  resulted 
in  a rise  in  blood  cyanates  and  a further  fall 
in  blood  pressure.  Of  the  cases  here  reported 
this  one  has  had  perhaps  the  most  satisfac- 
tory response  from  all  standpoints. 

SUMMARY 

Prior  to  1936  the  reports  on  the  use  of 
potassium  or  sodium  thiocyanate  for  lower- 
ing blood  pressure  generally  indicated  that 
these  drugs  would  accomplish  this  end  but 
that  very  frequently  the  fall  in  blood  pres- 
sure was  accompanied  by  one  or  more  dis- 
agreeable symptoms  resulting  from  the  toxi- 
city of  the  chemicals.  A few  instances  of 
dangerous  and  even  fatal  complications  due 
to  this  toxic  action,  were  reported. 

In  1936  Barker  showed  that  therapeutic 
levels  of  blood  cyanates  were  from  8 to  12 
mgm.  per  cent.  Within  this  range,  blood 
pressure  will  fall  and  no  toxic  manifestations 
occur.  Above  15  mgm.  per  cent  symptoms  of 


Volume  25 
Number  10 


SULPHOCYANATES  IN  ARTERIAL  HYPERTENSION:  COVE \ 


369 


intoxication  are  increased  but  usually  not 
critically  until  the  blood  cyanate  level  ex- 
ceeds 20-30  mgm. 

He  showed  further  that  at  the  beginning 
of  administration  of  these  drugs  the  amount 
in  the  blood  may  rise  very  rapidly  to  a toxic 
level.  This  level  tends  to  fall  spontaneously 
due  to  improved  clearance  of  cyanates 
through  the  kidneys.  This  type  of  treatment 
becomes  safe  and  is  reasonably  dependable 
if  the  blood  cyanate  level  is  controlled  by 
blood  cyanate  determinations  at  frequent  in- 
tervals and  the  indicated  change  in  dosage 
is  made. 

In  the  patients  we  have  reported  the  blood 
level  of  cyanates  has  been  kept  below  ten, 
actually  about  5 mgm.  per  cent.  At  this  level 
they  have  all  shown  a reasonably  satisfactory 
drop  in  blood  pressure.  The  drug  has  been 
given  continuously  as  long  as  eight  months 
without  any  toxic  manifestations  and  with- 
out symptoms  referable  to  the  drug  itself. 

We  feel  that  thiocyanate  administration 
constitutes  a satisfactory  method  of  control- 
ling hypertension  and  is  entirely  safe  if  the 


administration  is  controlled  by  frequent  de- 
terminations of  blood  cyanates  and  reason- 
ably frequent  observation  of' the  patient. 
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IN  THIS  ISSUE 


INJURIES  to  the  eyes  are  frequently  a 
dilemma  to  the  physician  in  general  practice. 
The  management,  often  simple,  at  times  com- 
plex, is  always  important  from  the  stand- 
point of  outcome.  The  subject  is  discussed 
clearly  by  Dr.  Sanders  of  St.  Louis,  one  of 
our  home  boys  who  made  good  in  the  Big 
City.  Read  the  article  on  page 357 

THE  hypertensive  syndrome  is  an  ever 
puzzling  problem  to  the  physician.  The 
methods  of  treatment  are  as  complex  as  are 
the  underlying  causes.  The  recent  introduc- 
tion of  the  sulphocyanates  in  the  treatment 
of  high  blood  pressure  has  received  encour- 
aging endorsements.  Dr.  Covey  discusses 
this  mode  of  therapy  on  page.... 363 

PHYSICIANS  are  always  reluctant  in 


their  management  of  delirium,  yet  every 
doctor  at  one  time  or  another  has  been 
confronted  with  a delirious  patient,  from 
whatever  causes  the  syndrome  may  arise.  In 
this  issue  Drs.  Young  present  a clear  dis- 
cussion on  the  management  of  the  delirious 
patient,  on  page 370 

IN  some  cases  childlessness  may  be  due 
to  lack  of  utilization  of  modern  procedures 
that  tend  to  relieve  an  inability  to  conceive. 
Dr.  McCoogan  presents  a study  of  100  sterile 
marriages,  on  page 375 

THE  diseased  tonsil  is  certainly  no  rare 
anomaly  in  medicine.  Cancer  in  this  organ, 
however,  constitutes  one  of  the  gravest  con- 
ditions to  which  the  tonsils  may  be  heir. 
Read  the  report  by  Dr.  Coakley  on  page  ...379 
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A sick  patient  tossing  restlessly  in  bed, 
perhaps  brushing  imagined  vermin  from  the 
sleeve  of  his  gown,  with  face  flushed  and 
anxious  in  expression,  mumbling  words  that 
show  loss  of  orientation  and  grasp  as  he  slips 
in  and  out  of  a sleep-like  state;  or  a patient 
dramatically  revealing  in  terrified  behavior 
vivid  fear-inspiring  delusional,  illusional  and 
hallucinatory  experiences,  impervious  to  ob- 
jective reality,  cringing  one  moment,  or  vio- 
lent or  homicidal  the  next  in  desperate  un- 
heeding panic — such  may  be  the  picture  ob- 
served by  the  physician  when  called  by  ur- 
gent relatives  to  see  the  patient  who  has 
suddenly  lost  his  mind.  Such  a disorder  in 
behavior  is  classed  as  a delirium — not  as  a 
disease  in  itself,  but  rather  a manifestation 
of  alteration  in  brain  functioning  which  is 
a part  of  an  illness  exerting  an  effect  upon 
the  whole  body. 

When  there  is  the  complication  of  delirium, 
a medical  emergency  exists.  A delirium  is 
short-lived  as  a rule,  but  it  may  end  fatally 
from  exhaustion,  a panicky  leap  from  a hos- 
pital window  or  from  the  effects  of  the  under- 
lying disease  process.  The  surprisingly  high 
mortality  in  cases  with  delirium  makes  obvi- 
ous the  necessity  of  a critical  understanding 
of  its  causes,  clinical  manifestations,  and  a 
formulation  of  plans  for  treatment. 

ETIOLOGICAL  FACTORS 

The  etiological  factors  in  delirium  may  be 
broadly  classified  into  two  types — endogen- 
ous and  exogenous.  The  term  “endogenous” 
is  perhaps  unfortunate,  but  is  used  to  cover 
the  role  played  by  the  constitutional  integra- 
tion of  the  individual.  Certain  individuals 
have  nervous  systems  that  are  less  well  inte- 
grated than  others.  In  some,  the  more  high- 
ly developed  cerebral  functions  may  be 
thought  of  as  more  readily  influenced  by  ex- 
ogenous factors  than  others.  Certain  people 
show  what  may  be  termed  a low  threshold 
for  delirium,  in  the  same  sense  that  one  may 
show  a low  convulsive  threshold.  In  such 
cases,  there  is  usually  the  history  of  minor 
delirious  phenomena  with  fevers  in  child- 
hood. 

The  exogenous  factors  that  produce  de- 
lirium may  be  divided  into  five  main  groups 

•Read  before  the  Annual  Session  of  the  Nebraska  State  Medi- 
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— toxic,  infectious,  metabolic,  circulatory  and 
traumatic. 

TOXIC  FACTORS 

There  are  many  drugs  capable  of  produc- 
ing delirium,  but  for  the  sake  of  emphasis, 
the  two  most  common  will  be  stressed  in  this 
article,  namely  the  bromides  and  alcohol. 

Bromide,  while  one  of  the  most  effective 
of  sedatives,  is  the  most  common  cause  of 
deliriums  seen  in  private  psychiatric  prac- 
tice. During  the  month  of  February,  1940, 
we  had  as  hospital  patients  three  women  suf- 
fering from  bromide  delirium.  Cases  of  this 
type  are  usually  women  with  a previously 
existing  psychoneurosis  or  depressive  psy- 
chosis. In  such  cases,  bromides  have  been 
prescribed  as  a sedative  medication.  Usual- 
ly the  medication  is  taken  over  a long  period, 
with  substitution  of  the  body  chloride  by  the 
bromide  ion.  At  times  the  drug  is  taken  in 
more  than  the  prescribed  dose  by  the  pa- 
tient in  an  effort  to  obtain  relief  from  ten- 
sion. There  is  a poor  excretion  of  the  bro- 
mides in  cases  of  vascular  or  kidney  disease, 
and  the  delirium  is  precipitated  by  the  bro- 
mide retention.  In  anemic  individuals  or  in 
cases  where  there  is  a low  blood  chloride  or 
low  salt  intake,  the  delirium  may  develop  on 
a dosage  that  is  ordinarily  not  toxic.  When 
the  bromide  level  in  the  blood  reaches  a level 
of  250-300  mgm.  %,  psychotic  symptoms 
may  appear. 

The  acute  alcoholic  delirium,  or  delirium 
tremens,  is  a not  uncommon  disorder  asso- 
ciated with  the  excessive  use  of  alcohol  over 
a considerable  period  of  time.  It  may  de- 
velop several  days  after  the  patient  has  stop- 
ped drinking.  The  fact  that  not  all  alcoholics 
develop  this  syndrome  would  indicate  that 
there  are  other  factors  at  work.  It  is  prob- 
able that  the  deficient  diet,  the  loss  of  sleep, 
exposure  to  extremes  of  weather,  trauma  to 
the  head,  and  the  disorganizing  effect  upon 
the  personality  of  marked  nervous  tension, 
are  all  factors  at  work  in  the  production  of 
the  psychotic  manifestations. 

INFECTIOUS  FACTORS 

Delirium  may  be  associated  with  almost 
any  systemic  infection.  The  development  of 
a delirium  is  dependent  upon  the  severity  of 
the  infection,  the  degree  of  toxemia  and  the 
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individual’s  threshold  to  delirium.  At  times, 
in  addition  to  the  infection,  there  may  be 
dietary  and  circulatory  factors,  or  psycho- 
genic emotional  tensions  that  play  a part. 
The  most  common  infectious  diseases  in 
which  delirium  occurs  are  encephalitis,  pneu- 
monia, puerperal  infections,  typhoid  fever, 
and  infections  which  usually  have  to  be 
classed  as  of  unknown  origin. 

METABOLIC  FACTORS 

Under  this  group  should  be  classed  the 
toxemias  of  pregnancy,  the  clinical  and  sub- 
clinical  pellagrous  group,  the  deliriums  that 
develop  with  hyperthyroidism  and  uremia. 
At  present,  great  interest  is  centered  around 
the  role  played  by  deficiencies  in  the  Vitamin 
B group. 

CIRCULATORY  FACTORS 

The  deliriums  associated  with  circulatory 
disorders  are  chiefly  those  seen  with  cardiac 
decompensation.  There  does  not  seem  to  be 
a special  relationship  of  this  complication  to 
any  special  form  of  heart  disease. 

TRAUMATIC  FACTORS 

Where  delirium  occurs  with  head  injury, 
it  may  be  supposed  that  the  cerebral  dam- 
age has  seriously  interfered  with  the  usual 
supports  to  brain  functioning.  The  delirium 
usually  occurs  as  the  patient  emerges  from 
a state  of  unconsciousness. 

While  the  etiologic  factors  have  been 
placed  in  different  groups,  it  must  be  empha- 
sized that  in  any  case  of  delirium  there  may 
be  a number  of  factors  at  work.  A case  may 
have  a toxic  factor  in  conjunction  with  nutri- 
tional, metabolic  and  circulatory  features, 
plus  a constitutional  predisposition  toward 
delirium,  plus  certain  psychogenic  emotional 
tensions,  all  playing  their  part  in  the  produc- 
tion of  the  psychotic  illness. 

CLINICAL  FEATURES 

The  clinical  features  of  delirium  may  be  di- 
vided into  the  physiologic  and  the  psycho- 
biologic, or  personality  manifestations. 

The  physiologic  signs  are  motor  restless- 
ness, tremors,  poor  sleep,  a temperature  of 
100  F.  or  over,  rapid  pulse,  increased  per- 
spiration, slurred  speech,  bowel  and  bladder 
dysfunction,  a dry,  dirty  tongue,  occasional- 
ly reflex  change  and  difficulty  in  carrying 
out  purposive  movements  of  the  hands.  Not 
all  of  these  signs  are  usual,  and  depend  upon 
the  degree  of  toxicity  and  the  mood  disturb- 
ance of  the  patient.  Instead  of  the  motor 


restlessness,  there  may  be  a stupor  reaction, 
but  such  a state  usually  gives  way  to  a period 
of  excitement  as  the  patient  improves. 

The  personality  or  psychobiological  fea- 
tures may  be  epitomized  as  three  in  type — 
disorder  in  orientation  and  grasp,  an  effec- 
tive reaction  of  fear,  and  hallucinatory  ex- 
periences. Such  a brief  statement  does  not 
adequately  describe  the  main  dysfunctions 
or  their  remarkable  variability,  and  a more 
complete  description  of  the  behavior  in  de- 
lirium is  advisable. 

The  “clouding”  of  consciousness,  disorder 
in  grasp  and  disorientation  may  all  be  of  an 
intermittent  type,  with  the  patient  showing 
periods  of  lucidity  during  the  mid-day,  only 
to  relapse  into  periods  of  deficient  grasp  at 
night.  Questions  are  poorly  answered  and  in 
a rambling,  disconnected  manner.  Season, 
time,  place  and  individuals  are  not  recognized 
or  are  misidentified.  Retentive  memory  for 
recent  events  is  poor  or  vague. 

The  fear  that  is  shown  in  a delirium  prob- 
ably arises  because  of  the  sense  of  insecur- 
ity that  would  develop  because  of  the  poor 
grasp  and  also  because  of  the  content,  parti- 
cularly the  hallucinatory  material.  The  mood 
may  be  very  labile,  varying  from  mild  appre- 
hension through  fear  to  stark  panic. 

The  content  of  the  patient’s  thought  re- 
veals simple  mis-interpretations  of  environ- 
mental happenings  which  may  provide  the 
basis  for  the  elaboration  of  delusional  beliefs. 
These  thoughts  also  have  their  origin  in  the 
poor  grasp  of  the  environment  and  are  also 
in  part  due  to  the  direct  irritative  action  on 
the  brain.  Paresthesias  are  interpreted  as 
electricity  being  shot  through  the  body, 
vague  shadows  or  hospital  noises  as  the 
threatening  actions  of  a hostile  mob.  The 
delusional  ideas  and  paranoid  interpretations 
are  loosely  knit,  spectacular  in  type  and  vari- 
able. The  beliefs  are  unpleasant,  usually  a 
fear  of  an  impending  catastrophe  or  a fear 
of  being  done  bodily  harm.  The  tendency  to 
elaborate  on  imaginary  happenings  is  similar 
to  the  confabulations  heard  in  the  Korsakoff 
psychoses. 

Hallucinations,  which  are  one  of  the  cardi- 
nal features  of  delirium,  are  particularly  of 
the  visual  type.  The  hallucinations  are  un- 
pleasant and  chiefly  of  animals.  This  type  of 
hallucination  is  not  limited  to  the  alcoholic 
delirium,  and  there  may  be  a variety  of  ani- 
mals, although  snakes,  rats  and  bugs  are  per- 
haps most  common.  At  times,  there  are  vivid 
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colored  objects,  and  again  there  may  be 
vague  ghostly  apparitions  that  are  associated 
with  death  or  religious  experiences.  Tactile 
hallucinations  are  common.  Auditory  hallu- 
cinations, when  present,  are  prone  to  express 
painful  threatening,  defamatory  and  obscene 
ideas. 

It  has  been  shown  by  Wolff  and  Curran(1) 
that  the  content  of  the  delirium  does  not  de- 
pend upon  the  toxic  factor.  The  psychobio- 
logic disturbance  is  thought  to  be  dependent 
upon  the  individual  equipment  and  the  life 
experience  of  the  patient.  Such  factors  as 
intelligence,  past  emotional  problems,  domi- 
nant interests,  occupation  and  age,  determine 
and  individualize  the  content  of  thought. 

DIAGNOSIS 

The  diagnosis  of  delirium  is  not  difficult 
when  there  are  clear-cut  clinical  features,  as 
outlined  above.  There  are  certain  diagnostic 
aids  that  may  be  ultilized  in  determining  the 
etiologic  agent.  Most  important  is  the  deter- 
mination of  the  blood  bromide  level  by  the 
Wuth  method.  Such  a procedure  should 
be  carried  out  in  any  delirious  case  that  gives 
a history  of  having  taken  a salty  medicine. 
Acne,  a common  sign  of  bromidism,  is  for 
some  reason  uncommon  in  these  cases.  Like- 
wise, blood  alcohol  levels  of  8 mgm.  are  suf- 
ficient to  cause  delirium.  A leukocytosis  sug- 
gests an  infectious  etiology,  and  anemia  gives 
evidence  of  poor  cerebral  nutrition.  A blood 
urea  nitrogen  is  helpful  when  there  is  a sus- 
picion of  nitrogen  retention.  The  examina- 
tion of  the  cerebrospinal  fluid  should  be  man- 
datory where  the  etiology  is  doubtful.  An 
increase  in  the  cell  count  is  indicative  of  an 
inflammatory  lesion,  and  frequently  there  is 
a rise  in  the  quantitative  protein  in  the  toxic 
disorders. 

From  a psychobiologic  standpoint,  a care- 
ful mental  status  examination  is  of  prime  im- 
portance to  bring  out  clinical  features  of  this 
disorder.  Visual  hallucinations  may  be  eli- 
cited by  asking  the  patient  to  close  his  eyes 
and  to  describe  what,  if  anything,  is  seen. 
Sometimes  by  rubbing  the  closed  lids  hallu- 
cinations may  be  stimulated,  or  by  holding  a 
white  sheet  of  paper  in  front  of  the  eyes 
and  asking  what  is  seen  on  the  paper. 

From  the  standpoint  of  differential  diag- 
nosis, it  is  necessary  to  differentiate  the 
toxic  psychoses  from  the  organic  psychoses 
where  the  behavior  changes  are  dependent 
upon  alteration  in  brain  structure.  The  defi- 
cit reactions  of  the  senile  psychoses,  paresis, 


brain  tumor,  Korsakoff  psychoses  and  trau- 
ma are  often  similar  to  deliria.  The  acute 
schizophrenic  phychoses  and  panic  reactions 
may  present  behavior  reactions  that  are  dif- 
ficult to  distinguish  from  those  occurring  in 
the  toxic-infectious  group.  However,  if  one 
finds  persistent  disorientation,  much  fear, 
vivid  hallucinations  and  variable  fleeting  de- 
lusions, the  diagnosis  of  delirium  is  readily 
made. 

TREATMENT 

The  essential  basis  for  treatment  of  deliria 
is  a thorough  physical,  neurological  and  psy- 
chiatric examination  to  determine  the  toxic 
factors  and  to  evaluate  the  chief  therapeutic 
needs. 

While  it  is  difficult  to  formulate  a plan  of 
treatment  for  all  types  of  deliria,  an  attempt 
will  be  made  to  outline  under  headings  foci 
for  an  attack  upon  the  therapeutic  problem. 

ELIMINATION  OF  THE  TOXIC  FACTOR 

Our  greatest  experience  has  been  with  the 
bromide  deliriums,  and  in  such  cases  the  bro- 
mide excretion  has  been  facilitated  by  forc- 
ing fliuds  and  by  the  administration  of  so- 
dium chloride  by  mouth.  The  usual  dose  of 
salt  is  4-6  grams  a day.  In  cases  with  a high 
bromide  concentration,  it  is  advisable  to  re- 
duce the  initial  dosage  because  the  chloride 
ion  replaces  the  bromide  ion  so  that  a high 
chloride  intake  may  flood  the  blood-stream 
with  bromides,  causing  an  exacerbation  of 
symptoms  and  elevation  of  the  bromide  read- 
ing the  second  or  third  day  after  starting 
treatment.  It  is  our  experience  that  it  takes 
about  ten  days  for  the  bromides  to  fall  to  a 
non-toxic  level,  and  delirious  symptoms 
usually  persist  for  two  to  three  weeks. 

In  the  alcoholic  deliriums  (delirium  tre- 
mens), alcohol  is  withdrawn  at  once.  The 
excretion  and  elimination  of  alcohol  is  facili- 
tated by  gastric  lavage  and  cathartics. 

Treatment  of  the  infectious  group  of  cases 
depends  upon  the  etiologic  factor.  Care  must 
be  taken  in  the  use  of  antipyretics,  so  that 
an  additional  toxic  factor  is  not  introduced. 

CARE  FOR  STATE  OF  NUTRITION 
AND  WATER  BALANCE 

One  of  the  most  important  features  of 
treatment  is  food  and  fluid  intake.  The  ex- 
tremely restless  and  disturbed  patient  may 
refuse  nourishment.  In  such  cases,  there  is 
a tendency  to  resort  to  venocylsis,  a difficult 
procedure  in  the  restless  patient,  and  one 
with  dietary  limitations.  Here  it  is  better 
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to  place  the  patient  in  a sedative  body  pack 
and  with  a small  nasal  tube  give  an  eggnog 
or  fruit  juice  gavage.  Such  a gavage  should 
be  given  slowly  and  not  over  500  cc.  at  the 
most.  At  this  time,  necessary  medication 
can  also  be  administered. 

The  high  caloric  diet  during  the  acute 
stages  is  usually  liquid  or  soft,  and  should  be 
high  in  carbohydrates  and  usually  increased 
in  proteins.  Small  doses  of  insulin  (15  U.) 
helps  to  utilize  the  dextrose. 

Fluids  in  the  acute  stages  are  forced,  par- 
ticularly where  elimination  of  a toxic  factor 
is  wished  (3,000-4,000  cc.  daily).  The  forc- 
ings of  fluids  is  advocated,  even  in  delirium 
tremens. 

Because  the  alkali  reserve  is  frequently 
low,  additional  sodium  chloride  is  given. 

One  of  the  most  important  of  the  meta- 
bolic aspects  is  vitamin  therapy.  This  is  of 
particular  importance  in  the  alcoholic  and 
pellagrous  deliriums.  In  the  past,  thiamin 
chloride  has  received  the  most  attention.  The 
usual  practice  has  been  to  give  thiamin  chlor- 
ide in  at  least  10  mgm.  doses  daily,  with  dos- 
ages up  to  50  mgm.  during  the  early  phases 
of  treatment.  The  recent  work  of  Jollife,  et 
al  has  shown  the  importance  of  nicotinic 
acid  therapy  in  the  alcoholic  encephalopa- 
thies. The  recommended  dose  of  nicotinic 
acid  is  100  mgm.  five  times  a day,  or  sodium 
nicotinate  100  mgm.  given  parenterally  twice 
a day.  Frequently  there  is  a deficiency  of 
other  vitamins  in  the  metabolic  group  of 
cases. 

SEDATION 

One  of  the  chief  problems  in  the  deliriums 
is  that  of  sedation  for  the  restless,  active  pa- 
tient. The  great  danger  is  that  of  over-seda- 
tion and  the  resulting  addition  of  another 
toxic  factor.  It  has  been  our  practice  to  give 
only  one  dose  of  sedative  medication  in  the 
twenty-four  hours,  and  that  at  nine  p.  m. 
Paraldehyde  is  a drug  of  choice,  but  a rather 
prompt  acting  barbiturate  as  sodium  amytal 
given  in  0.6  gm.  dosage  has  been  very  effec- 
tive. If  a delirious  patient  does  not  sleep  on 
one  large  dose,  repeated  administration  will 
not  be  effective  and  will  exert  a toxic  effect. 

Greater  reliance  should  be  placed  on  seda- 
tive hydrotherapeutic  measures.  When  the 
patient  is  not  too  excited,  a continuous  tub 
bath  may  be  utilized  for  two-hour  periods,  or 
longer  if  the  physical  condition  is  adequate. 
Restraining  measures  usually  cause  addition- 
al fear  and  should  be  avoided.  However,  it  is 


at  times  necessary  to  rely  on  cold,  wet  packs 
for  a sedative  effect  when  the  patient  is  too 
active  for  the  continuous  tubs. 

In  the  very  excited  patients  where  there  is 
a danger  of  death  from  exhaustion,  intraven- 
ous sodium  amytal  may  be  employed  to  great 
advantage,  and  as  a life-saving  measure. 

TREATMENT  OF  CIRCULATORY 
EMBARRASSMENT 

Occasionally  a complication  such  as  circu- 
latory embarrassment  arises,  which  calls  for 
the  use  of  stimulants  in  the  form  of  caffeine 
or  coramine.  Some  authors  have  advocated 
the  use  of  digitalis  in  the  early  stages  of 
treatment  in  an  effort  to  avoid  myocardial 
failure.  The  present  consensus  of  opinion  is 
that  digitalis  has  no  use  except  in  cases 
where  there  is  early  evidence  of  decompensa- 
tion. 

In  some  cases  of  delirium,  there  is  an  in- 
adequate circulation  of  the  brain.  Drugs 
that  affect  the  general  circulation  will  also 
have  a beneficial  effect  upon  cerebral  circu- 
lation. Vasodilators  of  the  brain  are  carbon 
dioxide,  alcohol  and  probably  nicotinic  acid. 
In  some,  the  circulation  is  embarrassed  by 
brain  edema,  and  this  may  be  treated  by  hy- 
pertonic solutions  and  at  times  by  lumbar 
puncture  with  a slow  withdrawal  of  the  fluid. 

TREATMENT  OF  THE  PERSONALITY 
ASPECTS 

Because  fear  is  the  dominant  mood  disor- 
der, it  is  important  to  give  reiterated  assur- 
ances and  encouragement.  The  disorienta- 
tion should  be  dealt  with  by  frequent  descrip- 
tion of  their  hospital  environment.  If  the 
number  of  people  seen  by  the  patient  is 
limited,  there  is  less  chance  for  confusion  or 
misidentification.  The  early  detection  and 
adequate  handling  of  early  disorders  in  grasp 
may  avoid  later  difficulties  in  comprehension. 
Doubts  should  be  injected  when  delusional 
content  is  offered,  and  arguments  as  to  the 
validity  of  a belief  avoided.  An  attempt 
should  be  made  to  explain  hallucinatory  ma- 
terial, and  reassurance  given. 

It  is  necessary  to  have  the  patient  under 
constant  observation  because  of  the  danger 
of  self-destruction  during  a panicky  outburst. 
Nursing  supervision  is  particularly  needed  at 
night  when  delirious  manifestations  are  more 
marked.  It  is  important  to  reduce  stimula- 
tion to  a minimum.  In  this  connection,  noise, 
shadows  on  the  walls  and  unnecessary  atten- 
tions to  the  patient  should  be  eliminated  so 


374 


DELIRIUM:  YOUNG  AND  YOUNG 


Nebr.  S.  M.  Jour. 
October,  1940 


there  is  less  opportunity  for  misinterpreta- 
tion. The  insertion  of  a rectal  thermometer 
or  a giving  of  an  enema  may  arouse  sexual 
feelings,  and  at  times  may  precipitate  a 
homosexual  panic. 

The  content  of  the  delirium  may  point  to 
psychogenic  problems,  but  these  should  be 
dealt  with  after  the  delirious  features  have 
passed. 

SUMMARY 

In  this  paper,  an  attempt  has  been  made  to 
point  out  the  chief  features  of  the  delirious 
reaction.  Emphasis  has  been  placed  on  the 


need  for  careful  consideration  of  the  etiolog- 
ic  factors,  the  clinical  features,  a clear-cut  di- 
agnosis and  adequate  treatment. 

Of  all  the  causes  of  delirium,  the  one  need- 
ing special  emphasis  is  the  excessive  use  of 
bromide.  Undoubtedly  this  is  the  most  com- 
mon etiologic  factor  in  cases  seen  in  private 
practice;  and  as  a result,  there  is  a need  for 
control  in  administration  of  the  drug. 

BIBLIOGRAPHY 

1.  Wolff,  H.  G.,  and  Curran,  D.:  Arch  Neurol.  & 
Psych.,  Vol.  33,  1935. 


Medical  Services  are  Necessities 

“In  the  opinion  of  the  appellate  depart- 
ment, superior  court,  Los  Angeles,  Calif.,” 
The  Journal  of  the  American  Medical  Association 
reports,  “medical  services  are  necessities  of 
life  within  the  meaning  of  a California  sta- 
tute (Code  of  Civil  Procedure,  section 
690.11),  which  provides  that  when  a judg- 
ment is  based  on  a necessity  of  life  the  judg- 
ment creditor  may  execute  on  up  to  one-half 
of  all  wages  earned  by  the  judgment  debtor.” 


WHY  A STATE  SOCIETY? 

If  one  reviews  the  early  history  of  Medi- 
cal Societies,  and,  particularly  The  Medical 
Society  of  New  Jersey,  he  will  find  the  pri- 
mary reasons  for  forming  a State  Society 
was  for  the  purpose  of  controlling  the  ad- 
mission of  candidates  into  the  ranks  of  the 
medical  profession. 

Through  the  decades  that  have  passed, 
many  changes  in  medical  organization  have 
taken  place,  and  today  we  are  proud  of  the 
fact  that  our  Society  is  so  well  organized 
that  comments  are  received  from  the  press 
as  well  as  lay  groups  as  to  the  manner  in 
which  we  have  approached  and  fought  to 
protect  the  patient  as  well  as  the  profession. 

I think  this  is  all  reflected  in  the  type  of 
organization  which  we  represent.  Ours  is  a 
democratic  type  of  administration  which  pro- 
motes the  participation  of  every  County  So- 
ciety, and  the  active  interest  of  every  indi- 
vidual member. 


The  State  Society  has  definite  objectives 
which  are  always  for  the  welfare  of  its  mem- 
bers. Probably  the  most  outstanding  is  that 
of  the  passage  of  the  Uniform  Medical  Prac- 
tice Act,  which  protects  the  physician  from 
cults  and  illegal  practice,  and  prohibits  those 
without  full  citizenship  to  practice  in  our 
State. 

None  of  this  would  have  been  possible  if 
our  State  Society  was  not  only  well  organ- 
ized, but  also  forever  on  the  alert  to  protect 
its  members  from  all  proposed  laws  which 
would  vitally  affect  the  economic  structure 
of  the  profession. 

Sometimes  I wonder  how  many  of  the 
members  of  the  component  societies  realize 
the  value  of  a well-organized  State  Medical 
Society?  I am  sure  too  few  realize  their 
responsibilities  as  individuals. 

Making  plans  and  determining  lines  of  ac- 
tion is  the  particular  work  which  the  mem- 
bers assign  to  their  chosen  leaders.  But  car- 
rying out  the  details  of  the  announced  plans 
must  necessarily  be  done  by  the  individual 
member,  each  in  his  home-town  circle  of  in- 
fluence. 

We  are  soon  to  pass  through  the  most  try- 
ing days  in  the  history  of  medicine,  and  if 
ever  your  help  and  support  is  needed  “it  is 
now.” 

Support  your  State  Society.  You  need  it; 
and  it  needs  you. 

Watson  B.  Morris, 

President  of  The  Medical  Society 
of  New  Jersey,  August,  1940. 
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The  study  here  presented  is  based  upon  an 
analysis  of  100  marriages,  in  which  there  ex- 
isted sterility — as  judged  by  one  or  both  of 
the  contracting  members  of  the  marriage 
when  they  presented  themselves  at  the  of- 
fice. In  some  instances  the  sterility  had 
existed  as  long  as  ten  years,  in  a few  cases 
only  six  months.  In  68  cases  the  sterility 
had  been  present  for  two  years  or  over.  These 
cases  are  cases  of  true  sterility,  for  a sterile 
marriage  has  been  defined  as  one  in  which  no 
pregnancy  has  occurred  after  two  years  of 
normal  coitus  and  during  which  time  no  con- 
traceptive methods  or  devices  have  been 
used.  The  remaining  32  cases  do  not  fall 
within  the  technical  definition  but  the  steril- 
ity is  just  as  vital  a problem  to  the  persons 
concerned.  They  deserve  as  much  consider- 
ation and  as  much  careful  and  thoughtful 
work  as  do  the  other  cases.  It  is  conceivable 
that  in  some  of  these  latter  cases  causes  of 
sterility  are  uncovered  early  in  marriage  and 
corrected  but  if  uncorrected  possibly  could 
result  in  permanent  sterility. 

The  details  of  the  technical  study  will  not 
be  given.  The  conditions  disclosed  by  the 
studies  will  be  classified,  the  treatment  di- 
rected toward  the  correction  of  these  condi- 
tions will  be  outlined,  and  the  end  results  will 
be  tabulated. 

Because  of  lack  of  cooperation  not  all  of 
the  men  were  studied.  In  all  instances  an  ef- 
fort was  made  to  have  a physical  examination 
of  the  male  and  complete  semenal  studies 
done  before  the  female  was  subjected  to  more 
than  a routine  history  and  physical  examina- 
tion. Too  much  emphasis  cannot  be  placed 
upon  the  fact  that  the  male  is  responsible  for 
the  sterile  marriage  in  approximately  30% 
of  cases  and  it  is  not  right  to  subject  the  fe- 
male to  the  more  detailed  examinations  until 
the  potential  fertility  of  the  male  has  been 
determined. 

The  one  hundred  cases  studied  are  all  from 
private  practice,  and  were  seen  between  Octo- 
ber 1,  1930,  and  October  1,  1939.  The  num- 
ber of  women  who  became  pregnant  was  44 
(See  Table  No.  1).  Fifty-six  women  failed 
to  become  pregnant. 


Table  No.  I 
STERILITY  STUDIES 

Number  of  marriages  studied 100 

Number  of  women  becoming  pregnant 44 

Number  of  women  not  becoming  pregnant 56 


In  taking  the  history,  it  was  revealed  that 
34  of  the  women  had  had  previous  pregnan- 
cies. (See  Table  No.  2).  Of  the  twenty  wom- 
en who  gave  a history  of  abortions  eight  ad- 
mitted to  criminal  induction  of  the  abortion. 
Two  of  these  women  subsequently  became 
pregnant.  Of  the  twelve  women  who  denied 
criminal  induction  of  abortion  seven  subse- 
quently became  pregnant.  From  these  fig- 
ures, small  as  they  are,  it  would  appear  that 
the  criminally  induced  abortion  has  much 
greater  chance  of  resulting  in  permanent 
sterility  than  does  the  spontaneous  abortion ; 
75%  as  to  41.6%.  * 

Only  13  of  the  34  women  who  had  previous- 
ly conceived  became  pregnant,  9 of  them  had 
had  abortions  in  the  past  and  4 had  had  full 
time  pregnancies. 

Table  No.  II 

Number  of  women  who  had  previous  pregnancies-  34 

Ectopic  3 

Abortions  20 

Full  term  9 

Full  term  and  abortion 2 

Number  of  women  who  became  pregnant 13 

Abortions  9 

Full  term  4 

Number  of  women  not  becoming  pregnant 21 

Ectopic  3 

Abortions  11 

Full  term 5 

Full  term  and  abortion 2 

When  the  physical  examination  of  the  fe- 
male was  done  it  was  found  that  in  thirty- 
nine  instances  some  pathologic  pelvic  condi- 
tion or  congenital  anomaly  was  present  which 
might  be  a factor  in  the  causation  of  the  ster- 
ility. In  the  remaining  61  women  no  pal- 
pable or  visual  pathologic  condition  or  con- 
genital anomaly  was  present.  Additional 
studies  were  done  in  the  thirty-nine  cases. 
(See  Table  No.  3).  Rubin  tests  were  done  in 
29  and  basal  metabolisms  in  8.  The  results 
of  these  studies  with  the  treatment  used  to 
effect  a favorable  result  and  the  results  ob- 
tained are  all  in  table  No.  3.  Seventeen  of 
the  39  women  became  pregnant. 
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Table  No.  Ill 


Pelvic  Findings  Rubin 

BMR 

Treatment 

Result 

Cervical  Lesions, 

Polvp  -+ 

Cautery 

+ 

Cervical  Lesions, 
Erosion 

1 

Cautery 

+ 

2 

Cautery 

0 

3 + 

Cautery 

+ 

4 male  factor + 

Cautery 

0 

5 _ + 

Cautery 

0 

6 4- 

+3 

Cautery 

+ 

7 male  factor + 

Cautery 

0 

8 + 

Cauterv 

0 

9 + 

Cautery 

+ 

10  + 

Cautery 

+ 

11  male  factor 

-15 

Cautery  Thyroid 

0 

Erosion, 

Salpingitis  — 

Erosion,  Dermoid 

Cautery 

Cautery 

0 

cyst  + 

Oophorectomy 

0 

The  signs  + and  0 under  Results  indicate  preg- 
nancy and  sterility,  respectively,  following  treatment. 


RV  and  RF 


1 

Replacement 

+ 

2 

Fertility  Period 

+ 

3 

.+ 

+ 2 

Replacement 

+ 

4 

.+ 

+ 5 

Replacement 

+ 

5 

.+ 

None 

0 

6 

.+ 

None 

+ 

7 

Replacement 

+ 

8 

.+ 

0 

9 

.+ 

+4 

+ 

+ 

RV.  & RF., 
Erosion 
RV.  & RF., 

N 

Cauterization 

+ 

Stenosis  cervix 

1 

.+ 

Replacement, 

dilatation 

0 

2 

.+ 

+ 

Uterine  Prolapse 

0 

Cervical  Stenosis 

1 

Dilatation 

+ 

2 

None 

0 

3 

5 

Dilatation 

0 

4 

.+ 

Dilatation 

0 

5 

.+ 

Dilatation 

+ 

6 

.+ 

—5 

Dilatation 

0 

7 

.+ 

Dilatation 

0 

Cervical  Stenosis, 

Dilatation, 

peritonitis 

Fibromyoma 

.+ 

stem  pessary 

0 

1 

.+ 

—30 

Endocrines, 

X-ray 

0 

2 Male  factor 
Uterus 

.+ 

Myomectomy 

+ 

didelphus 

.+ 

0 

The  Rubin  test,  using  medicinal  carbon 
dioxide  was  done  in  81  patients.  It  was  per- 
sistently negative  in  eleven  and  positive  for 
passage  of  gas  through  the  oviducts  in  70. 
(Table  No.  4)  Lipiodol  injection  was  used 
only  once  and  that  was  done  to  demonstrate 
a uterus  didelphus. 

Table  No.  IV 
Rubin  Test  Studies 


Number  of  cases  81 

Rubin  test  negative 11 

Rubin  test  positive 70 


The  basal  metabolism  was  done  whenever 


a history  of  clinical  or  subclinical  hypothy- 
roidism was  obtained,  or  when  there  were 
physical  stigmata  of  hypothyroidism.  In 
eleven  instances  referring  physicians  re- 
ported the  basal  studies  as  within  normal 


limits,  and  were 

not  repeated. 

Twenty-four 

of  the  patients  were  examined. 

The  results 

are  tabulated  in 

Table  No.  5. 

Table  No.  V 

Basal 

Metabolism  Studies 

Number  of  basal  metabolism  studies  done  35 

Readings 

Number 

Pregnancies 

5 to  10 

2 

1 

0 to  5 

8 

7 

—5  to  0 

6 

i 

—5  to  — 10_ 

3 

i 

—10  to  —20 

4 

2 

—20  to  —30 

1 

Reported  as  normal  1 

Total 

35 

15 

A total  of  eighty  males  were  examined  per- 
sonally or  reported  as  normal  by  referring 
physicians.  In  fifteen  males  conditions  were 
found  which  explained  in  whole  or  in  part  the 
sterile  marriage.  (Table  No.  6) . Four  of  the 
men  were  able  under  therapy  to  impregnate 
their  wives.  One  man  had  an  oligospermia 
of  40,000,000  but  with  otherwise  normal 
spermatozoa.  His  wife  had  a fibroid  which 
was  removed — and  she  subsequently  became 
pregnant.  This  marriage  was  composed  of 
two  people  both  of  whom  were  of  low  fertility 
— and  with  the  removal  of  the  cause  in  the 
female  her  fertility  was  increased  and  preg- 


nancy ensued. 

Table  No.  VI 
Male  Factors 

Total  number  of  male  factors 15 

No  pregnancies  resulting 11 

Bilateral  undescended  testicles 1 

Aspermia — 

Bilateral  atrophic  testicles 1 

Bilateral  epididymitis  (G  C) 1 

Bilat.  atrophy  hypopituitary 1 

Oligospermia  (5,000  to  40,000,000) 7 

Pregnancies  4 

Chronic  prostatitis  (massage) 1 

Hypogonadism  (A.P.L.  substance) 2 

Hypogonadism  1 

(female  factor  - fibromyoma) 


A summary  of  the  therapies  used  in  the 
forty-four  successful  pregnancies  is  shown  in 
Table  No.  7.  The  Rubin  test  alone  frequent- 
ly results  in  conception.  This  may  be  due  to 
the  dilatation  of  the  cervix  which  is  obtained 
on  introduction  of  the  cannula,  with  destruc- 
tion of  small  occluding  valves  or  areas  of 
stenosis,  or  removal  of  the  mucous  plug.  This 
is  especially  advantageous  if  done  just  at  the 
beginning  of  the  estimated  period  of  fertility, 
i.  e.,  just  before  ovulation.  The  migration  of 
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the  sperm  is  greatly  enhanced  for  barriers 
are  removed  from  its  path. 

The  fertility  period  is  calculated,  if  pos- 
sible, in  each  patient  and  more  frequent 
coitus  during  this  time  is  advised.  Only  one 
pregnancy  can  be  definitely  ascribed  to  this 
recommendation  although  it  may  have  played 
a part  in  many  of  the  other  cases. 

In  one  case,  in  which  no  reason  could  be 
found  for  the  sterility  which  had  existed  for 
seven  years,  the  couple  adopted  a child.  With- 
in three  months  of  the  date  of  the  entrance 
of  the  adopted  baby  into  the  home,  there  oc- 
curred conception.  Many  similar  instances 
are  known  and  recorded.  The  psyche  must 
play  a factor  in  some  cases.  The  wish  is  so 
great  that  fulfillment  becomes  impossible  un- 
til the  wish  is  removed  or  otherwise  grati- 
fied. 

Endocrine  therapy  was  ascribed  to  six  suc- 
cesses, vitamin  E therapy  to  one.  No  expla- 
nation for  the  pregnancy  could  be  ascertained 
in  five  cases.  In  every  one  of  these  the  preg- 
nancy had  its  inception  during  the  course  of 
investigation,  before  the  Rubin  test  was  done 
or  therapy  of  any  nature  instituted.  Again 
the  possible  factor  of  the  psyche  must  be  con- 
sidered. 

Table  No.  VII 

Factors  and  Treatment  in  44  Cases 


Female 

RV.  & RF.  Manual  replacement 4 

Rubin  test 12 

Dilatation  of  the  cervix,  stem  pessary 3 

Fertility  period 1 

Cauterization  of  the  cervix 7 

Fibroid  myomectomy 1 

Adoption  (psychic  factor?)  1 

Endocrine  therapy 

1.  Theelin  2 

2.  Emmenin  and  Thyroid 2 

3.  Thyroid  2 

Vitamin  E 1 

Cause  unknown 5 

Male 

Chronic  prostatitis  1 

Hypogonadism  (A.P.L.  substance) 2 

Hypogonadism  (Myomectomy  on  wife) 

(See  above)  1 


There  have  been  to  date  in  the  forty-four 
fertile  marriages,  fifty-eight  known  preg- 
nancies occurring  after  institution  of  study 
or  therapy.  The  termination  of  these  are 
listed  in  Tables  No.  8 and  No.  9.  The  per- 
centage of  miscarriages  is  no  higher  than 
the  present  supposed  percentage  of  sponta- 
neous abortions  in  non-sterile  marriages. 
The  termination  of  the  various  pregnancies 
are  tabulated  and  it  may  be  noted  that  there 
is  little  if  any  difference  in  the  miscarriage 
percentage  of  first  and  second  pregnancies. 


Table  No.  VIII 

Total  number  of  pregnancies 58 

Miscarriages  12 

Full  term  pregnancies 43 

Pregnant  at  present 1 3 

All  children  born  alive,  no  monsters. 

Table  No.  IX 

Termination  of  Pregnancies 
First  Second  Third 

Pregnancy  Pregnancy  Pregnancy  Total 

Abortion  9 2 1 12 

Full  term 33  8 2 43 

Pregnant 2 13 

(at  present) 

Table  No.  X 

Apparently  No  Pregnancy  Possible 

Male  Factor 11 

Aspermia  4 

Oligospermia  7 

Female  Factor 14 

Post  abortal  peritonitis 3 

Chronic  salpingitis 2 

Ectopic  pregnancy  (salpingitis  of  other 

tube)  3 

Tubal  spasm  (Questionable  salpingitis) 3 

Double  Uterus 1 

Second  degree  prolapse  (Operation  refused)  1 

Fibroid,  hyperplasia  endometrium  (Hyster- 
ectomy)   1 

Total  25 


Table  No.  XI 


No  Pregnancies  - Cause  Undetermined  - 30 


Years 

Pelvic 

Sterile 

BMR 

Menses 

Preg. 

Findings 

Treatment 

2 V2 

4 

14-27/3 

Emmenin 

4 

— 17 

Irreg./3 

A 

Thyroid 
gr.  1 tid 

1 

—10 

42/5 

Theelin, 

Thyroid 

3 

N 

28/38/4 

A 

Emmenin 

3 

+5 

60-180/7 

4 

N 

35/5 

Cervical 

D.  & C., 

Stenosis  ? 

Stem 

1 

—1 

60-240/4 

Theelin, 

Thyroid 

5 

+5 

28/3 

Emmenin 

3 

28/4 

4 

28/4 

FT-A 

RV.  & 

Manual 

RF. 

Replace- 

ment 

1 

—5 

28/5 

FT 

Emmenin, 

Gonada- 

gen 

1 

28/4 

A 

3 

28/6 

Erosion 

Cautery 

5 

—5 

27/4 

Stenosis 

Stem, 

Thyroid 

2 

—15 

31/4 

Thyroid, 

Emmenin 

2y2 

N 

28/5 

A 

2 

N 

28/6 

3 

N 

28/6 

2 

27/4 

RV.  & 
RF. 

Emmenin 

% 

26/5 

FT 

6 

28/4 

4 

28/4 

Erosion 

Cautery 

4 

28/3 

A 

Stenosis 

D.  & C„ 
Stem 

8 

28/4 

4 

26/5 

FT 

10 

28/3 

FT 

2 

26/4 

Dermoid 

Oophor- 

ectomy 

3 

28/4 

A 

y2 

20/3 

iy2 

31/5 

FT 

4 

28/3 

FT-A 
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There  are  in  any  series  of  sterility  cases 
some  in  which  one  can  almost  definitely  con- 
clude that  pregnancy  is  impossible.  The 
presence  of  certain  factors  in  male  or  female 
which  do  not  yield  to  treatment  or  cannot  be 
corrected  will  maintain  the  barreness  of 
marriage  in  question,  as  long  as  the  marriage 
exists. 

In  the  present  group  of  100  marriages, 
there  are  25  in  which  the  conclusion  was 
readied  that  a pregnancy  was  impossible.  In 
11  instances  the  fault  was  primarily  male, 
and  in  the  other  14  primarily  female.  The 


conditions  present  are  tabulated  in  Table  No. 

10. 

There  remain  then  31  marriages  in  which 
pregnancy  has  not  occurred.  Careful  investi- 
gation to  date  has  failed  to  reveal  any  cause 
for  the  sterility.  In  only  seven  of  the  in- 
stances was  there  any  menstrual  cycle  ab- 
normality which  might  be  suggestive  of  en- 
docrine unbalance.  The  menstrual  cycles  in 
the  remaining  twenty-four  women  were  of 
normal  pattern  but  endometrial  biopsies  have 
not  been  done.  Eleven  of  the  latter  group 
and  two  of  the  former  gave  histories  of  previ- 
ous pregnancies.  The  important  findings  in 
these  women  are  listed  in  Table  No.  11. 


“Agricultural  economists  may  well  begin 
now  to  give  attention  to  the  amount  of  vita- 
min C produced  in  calculating  the  yield  of 
certain  crops  to  the  acre,”  The  Journal  of  the 
American  Medical  Association  says  in  pointing 
out  that  strawberries  and  cabbages  have 
been  found  to  have  a high  vitamin  C content. 

“Newer  data  on  the  vitamin  C content  of 
fresh  fruits  and  vegetables  reveal  that  many 
of  these  foods  are  even  richer  sources  of  the 
antiscorbutic  factor  than  any  one  had  sup- 
posed. The  luscious  strawberry  and  the 
humble  cabbage  now  are  found  to  rank  with 
citrus  fruits  as  foods  which  can  provide  in  a 
single  serving  enough  vitamin  C to  meet  the 
daily  requirement  for  this  dietary  essential. 
Such  observations  have  been  made  possible 
by  the  perfection  of  chemical  methods  for 
the  rapid  determination  of  vitamin  C in  bio- 
logic materials.  The  use  of  chemical  meth- 
ods for  the  estimation  of  ascorbic  acid  has 
proceeded  from  the  biochemical  research 
laboratories  to  many  other  fields.  Some 
members  of  tire  canning  industries  find  that 
it  is  advantageous  to  check  in  a routine  man- 
ner the  vitamin  C content  of  products  such 
as  canned  tomato  juice,  long  recognized  as  an 
important  source  of  vitamin  C.  A recent 
commendable  trend  has  been  the  investiga- 
tion of  the  vitamin  C content  of  different 
varieties  of  tomatoes,  oranges  and  other  im- 
portant sources  of  vitamin  C.  G.  Howard 
Satterfield  and  Mary  Yarbrough  determined 
the  ascorbic  acid  content  of  several  varieties 
of  strawberries  produced  under  nearly  identi- 
cal conditions.  They  report  considerable 


variation,  but  all  varieties  of  the  strawberry 
may  be  considered  to  be  rich  sources  of  vita- 
min C.  They  found  on  the  average  from  36 
to  65  milligrams  of  ascorbic  acid  to  each  hun- 
dred grams  of  fresh  berries.  R.  C.  Burrell, 
H.  D.  Brown  and  Virginia  R.  Ebright  like- 
wise report  considerable  variation  in  the  as- 
corbic acid  content  of  thirty-one  varieties  of 
cabbage.  The  lowest  average  value  reported 
was  48  milligrams  for  each  hundred  grams 
of  fresh  cabbage  and  the  highest  was  181. 

“From  these  studies  it  may  be  concluded 
that,  to  supply  a fairly  liberal  daily  allowance 
of  vitamin  C,  equivalent  to  1,000  units  or  50 
milligrams  of  ascorbic  acid,  it  would  be  nec- 
essary to  consume  only  from  77  to  138  grams 
of  strawberries  (about  3 to  5 ounces)  or  from 
28  to  104  grams  of  fresh  cabbage  (about  1 to 
4 ounces).  Many  other  foods,  such  as  pota- 
toes, spinach  and  turnips,  contain  large 
amounts  of  vitamin  C,  so  that  it  is  not  sur- 
prising to  note  that  little  evidence  of  vitamin 
C deficiency  has  been  observed  among  the 
adult  population  of  the  United  States.  The 
vitamin  C requirements  of  the  adult  may  be 
supplied  by  a small  portion  of  coleslaw  or  by 
about  thirty  strawberries.  The  time  may 
come  when  foods  will  have  to  be  selected  for 
their  contribution  of  dietary  essentials.  It 
will  be  necessary  to  know  not  only  the  rela- 
tive amounts  of  ascorbic  acid  in  different 
foods  but  also  the  contribution  which  differ- 
ent varieties  of  each  food  may  make  and  the 
effects  of  processing,  storage,  cooking  and 
perhaps  even  environmental  conditions  dur- 
ing the  growing  season.” 


Cancer  of  the  Tonsil 

LEO  P.  COAKLEY,  M.  D. 
Omaha,  Nebr. 


Cancer  of  the  tonsil  has  been  regarded  as 
rather  uncommon  in  the  past.  However,  the 
number  of  cases  reported  is  rapidly  increas- 
ing. It  has  only  been  in  recent  years  that 
the  incidence,  in  a large  series  of  tonsils  ex- 
amined, has  been  reported.  Wilkinson(1)  in 
his  series  of  ten  thousand  cases  examined 
post-operatively,  reported  four  proven  cases 
of  malignant  change  within  the  tonsil.  Oth- 
er authors  report  that  malignant  tumor  oc- 
curred once  in  every  two  thousand  cases  of 
malignancy  in  the  body. 

At  the  onset,  the  malignant  change  is  con- 
fined to  the  tonsil  but  invades  the  surround- 
ing tissue  so  rapidly  that  the  lateral  wall  of 
the  pharynx  and  adjacent  glands  are  usually 
involved  when  first  seen.  Therefore,  any 
discussion  of  cancer  of  the  tonsil  should  also 
include  the  lateral  wall  of  the  pharynx. 

The  exact  etiology  is  unknown.  Due  to  its 
location  the  tonsil  is  subject  to  all  forms  of 
irritations  such  as  tobacco,  hot  and  irritating 
foods,  repeated  attacks  of  tonsillitis,  quin- 
sey,  and  bacteria  lying  deep  in  the  tonsil- 
lar crypts.  Tobacco  is  a great  source  of  irri- 
tation within  the  mouth.  However,  it  is  the 
empyreumatic  oils  produced  in  the  destruc- 
tive distillation  of  the  tobacco  that  is  the  irri- 
tant. 

There  are  many  factors  in  the  etiology  of 
which  chronic  irritation  is  predominent,  but 
there  is  an  unknown  factor  which  produces  a 
large  highly  malignant  tumor  of  the  tonsil  in 
one  individual  and  not  in  another.  Jack- 
son(2)  expresses  this  by  means  of  an  algebra- 
ic equasion. 

The  initial  symptom  of  cancer  of  the  tonsil 
may  be  mistaken  for  an  acute  inflammatory 
process.  Pain,  the  most  common  symptom, 
is  sharp,  intermittant,  stabbing  in  character 
and  frequently  referred  to  the  ear.  At  times, 
however,  it  may  radiate  along  the  mandible 
or  face  simulating  a tri-facial  nueralgia. 
Glandular  involvement  may  occur  almost  as 
soon  as  the  enlargement  of  the  tonsil  and  a 
small  tumor  within  the  tonsil  may  present  a 
large  amount  of  glandular  involvement  as  an 
initial  symptom.  The  upper  anterior  cervi- 
cal glands  are  those  most  commonly  involved 
and  are  not  painful,  firm  and  freely  movable 
under  the  skin,  later  becoming  fixed  to  the 


surrounding  tissues.  This  is  particularly 
true  of  the  higher  types  of  malignancy. 

Ulceration  and  fetid  breath  are  quite 
common  in  the  low  grade  type  of  tumor. 
Emaciation  and  cachaxia  follow  due  to  the 
pain  on  swallowing.  Hemorrhage  as  an  ini- 
tial symptom  is  rare,  however,  it  may  occur 
but  is  usually  slight. 

Grossly  the  highly  malignant  tumor  is 
pale,  quite  regular  in  outline  and  freely  mov- 
able during  the  early  stages,  but  it  rapidly 
becomes  fixed  to  the  surrounding  tissue.  The 
low  grade  malignancy  is  of  the  same  general 
appearance  except  that  it  has  a tendency  to 
ulcerate.  The  border  of  the  ulceration  is 
punched  out,  the  edges  raised  and  surround- 
ed by  an  area  of  induration.  The  high  grade 
type  of  malignancy  lacks  this  area  of  indura- 
tion which  is  frequently  considered  necessary 
for  a diagnosis  of  malignancy. 

Biopsy  should  be  done  on  all  suspicious  ton- 
sils particularly  those  in  which  there  is  a 
non-indurated  ulceration.  Histological  study 
is  of  great  importance:  first,  to  verify  the 
diagnosis  and  second,  to  classify  or  grade  the 
growth  which  may  have  a direct  bearing  on 
the  type  and  intensity  of  treatment.  Posi- 
tive diagnosis  is  made  only  with  the  micro- 
scope. 

In  addition  to  malignant  tumor  there  are 
many  types  of  tumor  formation  and  ulcera- 
tion which  resemble  cancer.  Leutic,  tuber- 
culous and  the  ulceration  of  Vincents  Angina 
are  most  common.  Primary  Hodgkin’s  dis- 
ease is  not  uncommon,  however,  the  cervical 
adenopathy  is  general,  while  the  cervical 
metastesis  of  a cancer  of  the  tonsil  are  uni- 
lateral. The  Wassermann  reaction  and  x-ray 
films  are  of  assistance  in  excluding  the  pres- 
ence or  absence  of  syphilis  and  tuberculosis. 
Direct  smears  from  the  ulcer  will  exclude 
Vincent’s  angina.  It  must  be  borne  in  mind, 
of  course,  that  these  conditions  may  be  co- 
existant  with  cancer  of  the  tonsil. 

The  progress  of  the  disease  is  usually  a 
matter  of  weeks  or  months  if  untreated.  Due 
to  the  rapid  growth  they  are  often  thought 
to  be  inflammatory  and  treated  accordingly 
until  the  surrounding  structures  are  hope- 
lessly involved. 

There  are  several  methods  of  treatment; 
namely,  surgery,  surgical  diathermy,  x-ray 
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and  radium.  These  may  be  used  separately 
or  in  combination.  Dowling  and  Dwyer(3) 
state  that  cancer  of  the  tonsil  is  not  a surgi- 
cal condition  and  is  best  treated  by  radiation. 
McKinney (4)  feels  that  all  malignant  condi- 
tions of  the  tonsil  should  first  be  treated  by 
high  voltage  x-ray  and  radium  to  block  off 
the  lymphatics.  However,  in  selected  cases, 
namely  those  in  which  the  lesion  is  quite 
early  and  confined  to  the  tonsil,  a combina- 
tion of  surgery,  external  and  interstitual 
radiation  seems  to  give  a greater  hope  of 
cure.  Radiation  therapy  in  this  area  is  ren- 


Section  of  tonsil  showing  extensive  replacement  by  tumor  tis- 
sue. (Low  power  photomicrograph). 

dered  difficult  by  the  fact  that  the  mucous 
membrane  of  the  pharynx  is  more  sensitive 
to  x-ray  than  the  skin,  and  any  intensive 
treatment  will  be  followed  by  a permanent 
destruction  of  the  mucous  glands  with  result- 
ing dry  throat.  The  tongue,  periosteum  of 
the  hard  palate  and  mandible  are  very  sensi- 
tive to  x-ray.  Destruction  of  these  areas 
may  follow  intensive  crossfire  radiation. 

Burman(5)  has  found  that  in  condition  of 
low  sensitivity  or  in  which,  the  extent  of  the 
disease  is  such  that  only  moderate  dosage  is 
possible,  better  results  are  obtained  by  slow 
continuous  radiation  over  a period  of  weeks 
than  by  single  intense  exposure.  Undoubt- 
edly continuous  radiation  both  interstitial 
and  external  is  a definite  advance  in  radia- 
tion therapy.  Schall(6)  in  a series  of  230 
cases,  reported  18.4%  definitely  relieved  with 
no  recurrence  following  slow  continuous  radi- 
ation. His  series  also  brings  out  the  fact 
that  if  these  lesions  are  to  recur  following 
this  type  of  treatment  they  usually  follow 
within  the  first  year. 


CASE  REPORT 

Well-nourished,  white  female,  age  56,  unmarried, 
was  examined  April  3,  1933.  Family  and  past  his- 
tory essentially  negative.  Personal  habits  moder- 
ate, does  not  use  alcohol  condiments,  or  tobacco.  No 
history  of  acute  tonsillitis  during  the  past  fifteen 
years.  Wassermann  reaction  negative,  blood  count 
normal.  Two  months  previous  to  admission,  patient 
began  to  have  severe,  sharp,  stabbing  pains  in  the 
left  mandible  and  cheek.  Pain  in  left  ear  on  swal- 
lowing. The  attacks  were  brought  on  and  aggra- 
vated by  palpation  over  the  area  opposite  the  first 
bicuspid  tooth,  on  the  left  side.  About  the  time  of 
onset  of  pain,  the  patient  noticed  a small  non-pain- 
ful  mass  in  the  left  upper,  anterior  cervical  region. 
This  increased  in  size  quite  rapidly.  Repeated  dental 
examinations  were  negative. 

Examination  of  the  tonsils  revealed  a grey-white, 
nodular,  well  defined  mass  involving  the  left  tonsil. 
The  involvement  was  uniform  throughout  the  entire 
tonsil.  There  was  no  induration  but  a fullness  of  the 
posterior  pillar  and  soft  palate.  On  palpation,  the 


FIG.  2 

The  tumor  consists  of  sheets  of  polyhedral  cells  with  large 
vesicular  nuclei  and  many  interspersed  small  lymphocytes.  (High 
power  photomicrograph). 

tonsil  was  firm,  nodular  and  freely  movable.  The  re- 
mainder of  the  nose  and  throat  examination  was  es- 
sentially negative.  Clinical  diagnosis  of  malignancy 
of  the  tonsil  was  made. 

Small  pieces  of  tonsillar  tissue  were  removed  with 
the  punch  forceps  for  biopsy.  These  were  reported 
inflammatory.  However,  due  to  the  clinical  findings, 
we  were  reasonably  sure  that  the  lesion  was  a high- 
ly malignant  tumor  and  a combination  of  surgery 
and  radiation,  both  external  and  interstitial  offered 
the  greatest  hope  of  cure. 

Tonsillectomy  was  done  April  25,  1933,  under  gen- 
eral anesthesia.  Recovery  was  uneventful.  Sections 
made  of  the  tonsil  by  Dr.  A.  C.  Broders  of  the  Mayo 
Clinic  were  diagnosed  a “squamous  cell  carcinoma, 
grade  four,  so-called  lymopho-epithelioma.” 

May  16,  1933,  patient  was  given  external  radiation 
using  200  k.v.,  1 mn.  of  copper  and  1 mn.  of  alumi- 
num filter.  Radiation  was  carried  on  to  saturation. 
May  20,  1933,  five  1 mgm.  radium  needles  with  .5 
mn.  of  platinum  irridium  filter  were  inserted  as  fol- 
lows: one  needle  was  placed  in  the  soft  palate  hori- 
zontally, two  in  the  anterior  pillar  and  two  in  the 
posterior  pillar.  All  needles  were  sewed  in  place 
and  allowed  to  remain  for  a total  of  890  mgm.  hours. 


Volume  25 
Number  10 


CANCER  OF  THE  TONSIL:  C OAKLEY 


381 


External  radiation  was  given  to  maintain  saturation, 
using  200  k.v.,  1 mn.  of  copper  and  1 mn.  of  alumi- 
num filter,  beginning  May  31st  and  discontinued 
June  11,  1933.  The  patient  has  not  been  given  any 
other  treatment  and  at  this  time,  seven  years  after 
treatment,  she  is  in  excellent  health  and  shows  no 
evidence  of  recurrence  of  malignancy. 

CONCLUSION 

1.  Cancer  of  the  tonsil  is  not  strictly 
speaking  a surgical  condition,  but  in  early  se- 
lected cases  surgery  may  be  used. 

2.  The  location  of  the  primary  growth  in 
the  cancer  of  the  tonsil  is  unknown,  there- 
fore we  should  be  guided  by  the  clinical  find- 
ings and  consider  all  tumor  formation  of  the 
tonsil  and  ulceration  potentially  malignant 
until  proven  otherwise. 

3.  Definite  diagnosis  of  malignancy  of 
the  tonsil  is  only  made  by  careful  histologi- 
cal study.  Serial  section  must  be  made  of  all 

❖ * 


Anthraco-Silicosis — Statistics  from  White 
Haven  Sanatorium,  Pennsylvania,  reveal  that 
tuberculosis  of  the  intestine  was  found  in 
only  19%  of  the  cases  where  anthracosilico- 
sis  and  pulmonary  tuberculosis  were  asso- 
ciated as  contrasted  to  51%  where  the  pul- 
monary tuberculosis  was  uncomplicated  by 
silicosis.  This  may  be  due  to  the  extreme 
pulmonary  fibrosis  present  in  these  cases 
preventing  the  spread  of  the  tubercle  bacilli. 
In  early  or  moderately  advanced  cases  of  sili- 
cosis the  rate  of  intestinal  involvement  is  the 
same  as  in  the  cases  which  do  not  have  sili- 
cosis. Charr,  R.  and  Cohen,  A.  C.,  Am.  Jour. 
Med.  Science. 


Routine  Procedure  of  Immunization 
of  Children 

The  first  immunization  procedure  for  a 
child  should  be  vaccination  against  smallpox, 
which  should  be  performed  within  the  first 
three  months  of  life,  The  Journal  of  the  Amer- 
ican Medical  Association  recommends. 

“Next  in  order,”  The  Journal  observes,  “im- 
munization against  whooping  cough  is  advo- 
cated by  many.  Ordinarily  this  procedure  is 
not  advised  prior  to  the  second  half  year  of 
life.  As  a rule,  when  the  child  has  reached  9 
months  of  age  it  should  be  immunized 
against  diphtheria.  At  this  time  the  com- 
bined method  of  establishing  immunity 
against  both  diphtheria  and  tetanus  may  be 


tonsils  that  appear  suspicious.  A small  tu- 
mor within  the  tonsil  may  be  missed  in  re- 
moving the  tissue  for  biopsy  with  the  punch 
forceps. 
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adopted.  Vaccination  against  smallpox 
should  be  repeated  when  the  child  enters 
school  and  again  before  entering  college. 
Schick  and  Dick  tests  should  be  done  when 
school  age  is  reached. 


No  Mother  Lost 

It  is  rather  remarkable  that  in  the  North 
Platte  district  of  the  Nebraska  Medical  So- 
ciety 960  living  babies  were  born  in  1938 
without  the  loss  of  a single  mother.  The 
district  was  awarded  the  Oliver  Wendell 
Holmes  memorial  trophy  recently  for  having 
the  lowest  maternity  death  rate  of  any  dis- 
trict in  the  state.  The  Nebraska  City  dis- 
trict has  won  the  trophy  once,  the  Beatrice 
district  twice  and  the  North  Platte  district 
twice.  Since  1934  the  maternity  death  rate 
has  been  halved  in  Nebraska.  That  year  137 
mothers  died  when  their  babies  were  born; 
the  figure  has  steadily  decreased  until  in 
1938  only  77  died.  The  high  maternity  death 
rate  in  the  United  States  as  a whole  has 
been  a sort  of  a blot  on  our  medical  record  for 
a good  many  years.  Nebraska  medical  men 
and  women  are  to  be  congratulated  upon  the 
vast  improvement  made  in  this  state.  Of 
course,  a literate  population  helps  because  a 
great  part  of  the  battle  is  100  per  cent  co- 
operation between  doctor  and  mother  during 
the  prenatal  period. — From  News-Press,  Ne- 
braska City. 
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DOCTORS  ARE  AGAIN  CALLED 
TO  DUTY 

The  Burke-Wadsworth  Conscription  bill 
has  become  law.  Within  a short  time  men 
between  the  ages  of  21  and  35  years  will  be 
required  to  register  and  by  methods  subse- 
quently elaborated,  report  for  physical  exam- 
ination as  to  qualifications  for  active  military 
service  for  one  year.  What  the  Nebraska 
quota  will  be  has  as  yet  not  been  announced. 
It  is  expected  that  there  will  be  in  the  neigh- 
borhood of  105  Draft  Boards  distributed 
throughout  the  various  counties  of  the  state 
to  which  men  called  up  will  present  them- 
selves for  examination.  It  is  understood  too, 
that  each  one  of  these  Boards  will  require  at 
least  one  physician  to  examine  the  men  thus 
reporting.  These  physicians  will  be  appoint- 
ed by  the  President  of  the  United  States. 

It  is  needless  to  point  out  here  that  each 
physician  called  upon  to  render  service  in 
this  capacity  will  accept  the  assignment  as 
an  honor  of  the  highest  order — the  fulfill- 
ment of  a duty  to  his  country,  a country  de- 
voted to  the  love  for  freedom  and  personal 
liberty  of  its  citizens.  To  many  of  the  mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion, as  indeed  to  so  many  others  throughout 
the  length  and  breadth  of  this  land,  such 


honors  are  but  a repetition  of  an  epoch  about 
to  have  been  forgotten  until  the  European 
continent  a little  over  a year  ago,  like  Vesuvi- 
us of  yore,  erupted  with  fury  and  frenzy, 
and  strong  nations  are  again  attempting  to 
devour  their  weaker  neighbors. 

This  is  not  the  time  nor  is  this  Journal  the 
place  to  philosophize  over,  or  criticize  a world 
in  convulsive  seizure.  Nor  is  it  within  the 
province  of  this  publication  to  make  predic- 
tions as  to  the  ultimate  outcome  of  this  cha- 
otic political,  social  and  economic  syndrome 
in  which  the  human  race  is  so  desperately 
struggling.  We  must  simply  accept  the 
premise  that  it  is  urgently  necessary  for  our 
country  to  acquire  military  strength  to  a de- 
gree that  our  status  will  not  look  too  tempt- 
ing to  any  aggressor  with  evil  designs.  In 
this  mad  era,  when  mere  might  seems  right, 
only  by  preparing  for  the  worst  may  we  con- 
fidently hope  for  the  best. 

The  physicians  of  the  United  States  will 
respond  to  the  call  in  this  national  emergen- 
cy as  they  did  in  former  crises,  and  render 
their  services  to  their  government  and  its 
soldiers  without  regard  to  their  own  personal 
conveniences  or  those  of  their  families.  Serv- 
ing is  the  doctor’s  ideal.  In  peace  or  in  war 
doctors  are  always  on  duty! 


THE  OMAHA  MID-WEST  ANNUAL 
ASSEMBLY 

The  end  of  this  month  will  again  see  hun- 
dreds of  physicians  of  this  entire  region 
gather  in  the  Paxton  Hotel  in  Omaha  for 
the  Annual  Session  of  the  Omaha  Mid-West 
Clinical  Society.  Judging  from  the  an- 
nouncements excellence  of  both  speaker  and 
subject  matter  on  the  program  is  to  be  ex- 
pected. Indeed  the  sound  cultural  and  scien- 
tific menu  which  in  “Mid-West”  has  become 
a tradition  looks  even  more  tempting  than 
in  the  past.  As  in  previous  years  theory  and 
practicability  have  again  been  coordinated 
to  help  the  doctor  improve  his  services  to  his 
patients. 

It  is  interesting  to  observe  that  at  the 
time  when  plans  for  this  Society  were  first 
discussed,  fear  by  some  of  the  charter  mem- 
bers was  expressed  that  the  organization 
would  interfere  with  the  functions  of  the  Ne- 
braska State  Medical  Association.  Specifi- 
cally these  members  were  concerned  with  the 
rivalry  in  attendance  of  the  Annual  Assem- 
bly of  the  State  Association.  Doctors,  these 
gentlemen  erroneously  predicted,  could  hard- 
ly be  expected  to  attend  more  than  one  As- 
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sembly  a year.  The  actual  results  may  be 
gleaned  from  the  registration  of  these  two 
institutions.  Not  only  has  the  Mid-West 
shown  record-breaking  attendances  each 
year  of  its  existence  but  indeed  the  Nebras- 
ka State  Sessions  have  been  marked  by  in- 
creasing numbers  throughout  these  corre- 
sponding years.  Apparently  the  members 
have  cultivated  the  habit  of  continuation 
study. 

The  Nebraska  State  Medical  Journal  again 
commends  the  officers  and  members  of  the 
Omaha  Mid-West  Clinical  Society  for  their 
generous  contribution  to  medical  education  in 
this  area.  May  their  efforts  continue 
through  encouragement  and  cooperation  of 
the  constantly  increasing  number  of  physi- 
cians in  their  never  ending  search  for  knowl- 
ege.  

ASCORBIC  ACID:  ITS  INCREASING 
CLINICAL  IMPORTANCE 

To  most  physicians,  until  recently,  ascor- 
bic acid,  cevitamic  acid,  or  Vitamin  C as  it 
was  first  known,  assumed  clinical  virtues 
merely  as  a preventive  or  cure  for  scurvy. 
With  the  advance  in  our  knowledge  regarding 
its  biochemical  structure  and  the  isolation  of 
this  compound  in  pure  form  there  has  arisen 
a large  mass  of  welcome  literature,  each  new 
paper  adding  significance  to  this  agent  as  one 
of  the  important  advances  in  therapeutics. 
Its  detoxifying  powers  in  connection  with 
certain  infectious  processes  are  now  well  ap- 
preciated. 

The  latest  contribution  to  the  subject  of 
Vitamin  C therapy  is  a report  by  Farmer, 
Abt  and  Aron*  on  the  influence  of  ascorbic 
acid  in  the  toxicity  of  the  heavy  metals, 
utilized  in  the  treatment  of  certain  clinical 
conditions.  It  is  well  known,  of  course,  that 
the  anemic  patient  taking  iron  needs  a high 
Vitamin  C intake  for  the  absorption  and  as- 
similation of  this  mineral  element.  The  au- 
thors in  their  investigation  utilized  syphilitic 
patients  under  treatment  who  showed  intol- 
erance to  the  arsenicals.  The  results  are 
striking.  Charts  presented  show  a steady 
increase  in  tolerance  to  arsenic  as  the  as- 
corbic acid  level  of  the  blood  plasma  rises 
through  the  intake  of  increased  quantities 
of  the  vitamin.  Thus  from  a plebian  tomato 
issues  a substance  whose  virtues,  at  present 
already  great,  are  multiplying  daily  through 
the  efforts  of  investigators  working  in  their 
laboratories  and  clinics. 

♦Proceedings  of  the  Society  for  Experimental  Biology  and 
Medicine,  1940,  44,  495-499. 


ANNOUNCEMENTS 


THE  NEBRASKA  NATIONAL  GUARD 

This  nation  is  committed  to  a defense  program. 
The  medical  profession  is  on  record  in  support  of  de- 
fense. Nebraska  is  one  of  the  states  to  which  a 
medical  regiment  of  the  National  Guard  has  been 
allotted.  It  is  the  110th  Medical  Regiment  of  the 
35th  Division.  There  now  exist  some  vacancies  in 
the  officer  personnel  of  the  regiment  that  offer  op- 
portunity for  young  medical  men.  A year’s  inten- 
sive training  for  National  Guard  is  the  announced 
policy  of  the  government.  Those  desirous  of  taking 
advantage  of  the  opportunity  to  identify  themselves 
with  a Nebraska  group  and  secure  early  training 
should  contact  or  write  the  commanding  officer — Lt. 
Col.  P.  H.  Bartholomew,  Lincoln,  Nebr. 


THE  INTERNATIONAL  ASSEMBLY 

This  year’s  International  Assembly  of  the  Inter- 
State  Postgraduate  Medical  Association  of  North 
America  will  be  held  in  the  Public  Auditorium  of 
Cleveland,  Ohio,  October  14,  15,  16,  17  and  18. 

The  officers  of  the  Association  and  those  of  the 
Academy  of  Medicine  of  Cleveland  and  Cuyahoga 
County  Medical  Society,  extend  a very  cordial  in- 
vitation to  all  members  of  the  profession  in  good 
standing  in  the  State  of  Nebraska  to  attend  the 
Assembly. 

The  registration  fee  of  $5.00  admits  all  members 
of  the  profession  in  good  standing. 

Programs  have  been  mailed  to  all  members  of  the 
medical  profession  in  good  standing  in  the  United 
States  and  Canada,  the  first  of  September.  Any 
member  of  the  profession  in  good  standing  who  did 
not  receive  a program,  please  write  the  Managing- 
Director  and  one  will  be  mailed. 

Dr.  William  B.  Peck,  Managing-Director,  Free- 
port, 111. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
EIGHTH  ANNUAL  ASSEMBLY 
October  28,  29,  30,  31;  November  1,  1940 
Hotel  Paxton  — Omaha,  Nebraska 

PROGRAM 
Monday,  October  28th 

MONDAY  MORNING 

8:30  a.  m. — Registration,  Mezzanine  Floor,  Hotel 
Paxton. 

10:00  a.  m.— Human  Sterility;  Edema — Cardiac  and 
Renal  (Moving  pictures). 

Presiding,  Dr.  Charles  McMartin,  President 
11:15  a.  m. — Dr.  Paul  C.  Colonna,  Oklahoma  City, 
Okla.,  “Amputations  in  the  Lower  Extremities.” 
12:00  m. — Dr.  John  T.  Murphy,  Toledo,  Ohio,  “X- 
Ray  Treatment  in  Cancer  of  the  Skin.” 

1:00  p.  m. — Buffet  Luncheon.  Presiding — Dr.  Her- 
man Johnson.  Round  Table  Discussion — “When 
is  a Fracture  Healed?”  Leader,  Dr.  Paul  C- 
Colonna. 

(Continued  on  page  385) 
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MESSAGE  FROM  YOUR  PRES  ID  EXT 


Nebr.  S.  M.  Jour. 
October,  1940 


?_A  Message  from  Your  President 


In  compliance  with  a request  from  The 
American  Preparedness  Committee,  of  the 
American  Medical  Association,  the  Chairmen 
of  the  State  Preparedness  Organizations  as- 
sembled at  the  Headquarters  in  Chicago,  on 
September  20,  1940.  Our  organization  was 
represented  by  your  President,  substituting 
for  Dr.  A.  A.  Conrad,  Chairman  of  the  Ne- 
braska Preparedness  Committee,  who  was 
unable  to  attend  due  to  illness.  Dr.  Roy  Fouts, 
Omaha,  Chairman  of  the  Seventh  Corps 
Area,  was  also  in  attendance.  Colonels 
Spruett  and  Love,  Captain  Sutton,  and  Sur- 
geon General  Parran,  all  of  Washington,  were 
present,  representing  respectively  the  Army, 
Navy,  and  Public  Health  Services. 

Preparations  for  the  meeting  were  obvi- 
ously thorough  and  each  attendant  was  furn- 
ished with  a list  of  the  subjects  that  were 
to  be  discussed.  These  subjects  dealt  chief- 
ly with  the  return  of  the  questionnaires,  or- 
ganization of  Draft  Boards,  appointments  of 
Medical  Examiners,  and  local  State  and 
County  Medical  Defense  Committees  to  co- 
operate with  the  services  in  the  preparation 
of  lists  of  names  of  physicians,  whose  serv- 
ices are  essential  for  the  civilian  population. 
An  account  of  the  transactions  of  the  meet- 
ing will  appear  in  an  early  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

It  is  evident  that  an  enormous  amount  of 
work  has  already  been  done  by  the  A.  M.  A. 
in  assisting  the  Army  in  its  preparation  for 
conscription.  The  spirit,  with  which  the 
services  have  been  accepted  and  acted  upon 
through  the  suggestions  of  our  Medical  con- 
sultants, met  with  practically  universal  ap- 
proval of  those  in  attendance  at  the  Confer- 
ence. There  seems  to  be  a sincere  desire  on 
the  part  of  the  Government  to  rectify  and 
profit  by  the  mistakes  of  World  War  I,  which 
are  all  too  vivid  in  the  minds  of  all  of  us. 

According  to  the  Government-approved 
plan,  the  examining  physician  for  the  local 
County  Draft  Board  is  to  be  recommended 
by  the  County  Society  to  three  county  offi- 
cials, who  in  turn  will  recommend  to  the 
Governor  for  transmission  to  the  President 
for  appointment.  These  Non-Political  Draft 
Boards  and  the  examining  physicians  serve 
without  pay.  Only  licensed  Doctors  of  Medi- 
cine are  to  be  appointed  for  examining,  ad- 
visory and  appeal  boards,  according  to  a rul- 
ing of  the  War  Department.  The  complete 


cooperation  of  the  Nebraska  State  Medical 
Association  has  been  tendered  our  State  gov- 
ernment in  the  sincere  desire  to  assist  in  ob- 
taining only  well-qualified,  conscientious 
physicians  for  these  important  services, 
which  are  to  be  given  without  compensation. 
The  entire  profession  of  Nebraska  stands 
ready,  as  always,  to  do  its  part  in  national 
defense.  As  this  is  written,  we  await  with 
united  interest,  the  manner  in  which  our 
State  avails  itself  of  our  offer  which  is  in 
entire  accord  with  the  plan  agreed  upon  by 
the  draft  officials  and  the  American  Medical 
Association. 

Each  state  and  local  society  will  have  a 
Medical  Defense  Committee  appointed  by  its 
President.  Its  function  will  be  to  advise  the 
Corps  Commander  of  the  Army  regarding 
the  availability  of  physicians  called  from  the 
Reserve  into  active  service.  In  this  manner 
the  medical  needs  of  civilians  of  each  locality 
and  its  institutions  will  be  protected  and 
maintained. 

Your  President  has  previously  appointed 
Dr.  A.  A.  Conrad,  of  Crete,  as  Chairman  of 
our  State  Defense  Committee.  Additional 
members  recently  appointed  are  Dr.  Lowell 
Dunn,  of  Omaha,  Dr.  Donal  H.  Morgan,  of 
McCook,  Dr.  R.  C.  Gramlich,  of  David  City, 
Dr.  M.  0.  Arnold,  of  St.  Paul,  together  with 
your  Secretary,  Dr.  Roy  Adams,  and  your 
President  as  ex-officio  members. 

The  American  Medical  Association  initial- 
ly mailed  questionnaires  to  179,796  physi- 
cians, and  additional  follow-up  correspond- 
ence has  been  carried  on.  As  of  September 
18,  55.5%  of  the  questionnaires  had  been  re- 
ceived at  the  headquarters  office.  We  are 
happy  and  proud  to  be  able  to  state  that  the 
Seventh  Corps  Area,  under  the  leadership  of 
Dr.  Fouts,  leads  the  United  States  with 
69.8%  returns,  and  Nebraska  under  the  able 
Conrad,  leads  all  other  States  with  88.3%  re- 
turns. A small  amount  of  effort  by  the  few 
physicians,  who  have  not  completed  and 
mailed  their  questionnaires,  will  enable  us 
to  have  our  100%  in  returns.  Do  it  now! 

For  more  complete  details  on  these  mat- 
ters, read  your  Journal  of  the  American 
Medical  Association. 

Fraternally  and  sincerely  yours, 
Clayton  Andrews,  M.  D.,  President. 
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MONDAY  AFTERNOON 
Presiding — Dr.  Frank  Conlin 
2:30  p.  m. — Dr.  Reginald  Fitz,  Boston,  Mass.,  Clinic: 
Nephritis  and  Nephrosis. 

3:30  p.  m. — Dr.  John  T.  Murphy,  Clinic — “Cancer  of 
the  Cervix.” 

4:30  p.  m. — Dr.  Paul  C.  Colonna,  Clinic — “Bone 
Tumors.” 

6:15  p.  m.— Dinner.  Presiding — Dr.  Warren  Thomp- 
son. Round  Table  Discussion — “The  Elderly 
Diabetic.”  Leader,  Dr.  Reginald  Fitz. 

MONDAY  EVENING 
Presiding — Dr.  Roy  W.  Fouts 
8:15  p.  m. — Dr.  John  T.  Murphy,  “Taking  the  ‘X’ 
Out  of  X-Ray  Treatment.” 

8:45  p.  m. — Dr.  Reginald  Fitz,  “The  Changing  Pic- 
ture of  Diabetes  Mellitus.” 

9:15  p.  m. — Dr.  Paul  C.  Colonna,  “The  Relation  of 
Posture  to  Health.” 

Tuesday,  October  29th 
TUESDAY  MORNING 

8:20  a.  m. — Human  Sterility  (Moving  picture). 

Presiding — Dr.  Alfred  Brown 
9:00  a.  m. — Dr.  Verne  C.  Hunt,  Los  Angeles,  Calif., 
“Acute  Conditions  of  the  Abdomen.” 

9:40  a.  m. — Dr.  Samuel  Ayres,  Jr.,  Los  Angeles, 
Calif.,  “The  Problem  of  Acne  and  Seborrheal 
Conditions.” 

10:20  a.  m. — Dr.  Reginald  Fitz,  “The  Management 
of  Hypertension.” 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lec- 
tures to  be  held  in  Lecture  Rooms  A,  B,  C.  D. 
11:15  a.  m. — Dr.  J.  Harry  Murphy,  “Encephalitis — 
Varieties,  Pathology  and  Treatment.” 

Dr.  T.  D.  Bolei,  “Treatment  of  the  Non-Operable 
Prostate.” 

Dr.  B.  M.  Riley,  “Obesity  and  Its  Management. 
Dr.  R.  Russell  Best,  “Gastric  Carcinoma — Preop- 
erative, Operative  and  Postoperative  Manage- 
ment.” 

11:40  a.  m. — Dr.  Floyd  Clarke,  “Whooping  Cough — 
Prevention  and  Treatment.” 

Dr.  W.  J.  McMartin,  “Pathological  Conditions 
Treated  Cystoscopically.” 

Dr.  A.  S.  Rubnitz,  “Cardiographic  Diagnosis  of 
Coronary  Disease.” 

Dr.  J.  W.  Duncan,  “Some  Aspects  of  Perforated 
Peptic  Ulcer.” 

12:05  p.  m. — Dr.  Herman  M.  Jahr,  “Principles  of  Nu- 
trition as  Applied  to  Pediatric  Practice.” 

Dr.  William  H.  Stokes,  “Tear  Duct  Problems.” 

Dr.  Z.  N.  Korth,  “New  Growths  Incident  to  Senile 
Skin.” 

Dr.  Charles  Frandsen,  “Chronic  Glomerular  Ne- 
phritis.” 

12:30  p.  m. — Dr.  A.  C.  Johnson,  “Oxygen — Its  Use 
in  Postoperative  Therapy.” 

Dr.  H.  E.  Kully,  “Earache.” 

Dr.  O.  J.  Cameron,  “Critical  Review  of  the  Five 
Day  Treatment  of  Syphilis.” 

Dr.  M.  W.  Barry,  “The  Clinical  Use  of  Digitalis.” 
1:00  p.  m. — Buffet  Luncheon.  Presiding — Dr.  J.  D. 
Bisgard.  Round  Table  Discussion — “Diagnostic 
Aids  in  the  Different  Types  of  Jaundice.”  Lead- 
er, Dr.  Verne  C.  Hunt. 


TUESDAY  AFTERNOON 
Presiding — Dr.  J.  A.  Borghoff 
2:30  p.  m. — Dr.  Horton  R.  Casparis,  Nashville,  Tenn., 
Clinic — “Early  Tuberculosis  and  Rheumatic 
Fever  Infections.” 

3:30  p.  m. — Dr.  Verne  C.  Hunt,  Surgical  Clinic. 

4:30  p.  m. — Dr.  Samuel  Ayres,  Jr.,  Dermatological 
Clinic. 

6:15  p.  m. — Dinner.  Presiding — Dr.  J.  Harry  Mur- 
phy. Round  Table  Discussion — “Causes  of  Con- 
vulsive Seizures  in  Childhood.”  Leader,  Dr. 
Horton  Casparis. 

TUESDAY  EVENING 
Presiding — Dr.  J.  A.  Henske 
8:15  p.  m. — Dr.  Samuel  Ayres,  Jr.,  “Pyogenic  Der- 
matoses— Diagnosis  and  Treatment.” 

8:45  p.  m. — Dr.  Horton  Casparis,  “Gastro-Intestinal 
Allergy  of  Infants  and  Children.” 

9:15  p.  m. — Dr.  Verne  C.  Hunt,  “Operations  of 
Choice  in  the  Surgical  Treatment  of  Peptic 
Ulcer.” 

Wednesday,  October  30th 
WEDNESDAY  MORNING 
8:20  a.  m. — Edema — Cardiac  and  Renal  (Moving  pic- 
ture). 

Presiding — Dr.  C.  H.  Newell 
9:00  a.  m. — Dr.  William  E.  Ladd,  Boston,  Mass., 
“The  Acute  Abdomen  of  Infancy.” 

9:40  a.  m. — Dr.  Wendell  S.  Muncie,  Baltimore,  Md., 
“The  General  Practitioner’s  Stake  in  Psychia- 
tric Therapy.” 

10:20  a.  m. — Dr.  Horton  Casparis,  “Behavior  Prob- 
lems in  Children.” 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lectures 
to  be  held  in  Lecture  Rooms,  A.  B,  C,  D. 

11:15  a.  m. — Dr.  F.  J.  Murray,  “Acute  Peritonitis — 
Preoperative  Immunization  with  Amfetin.” 

Dr.  J.  Hewitt  Judd,  “Aids  in  Refraction.” 

Dr.  A.  E.  Bennett,  “Diagnosis  and  Management 
of  Infectious  Chorea.” 

Dr.  R.  J.  Stearns,  “The  Neglected  Uterine  Cer- 
vix— Diagnosis  and  Treatment.” 

11:40  a.  m. — Dr.  M.  Margolin,  “Hyperthyroidism  and 
Diabetes.” 

Dr.  S.  Z.  Faier,  “Foreign  Bodies  in  the  Ear,  Nose 
and  Throat.” 

Dr.  Ernest  Kelley,  “Vitamin  B in  Treatment  of 
Nervous  Diseases.” 

Dr.  H.  E.  Anderson,  “The  Use  of  Evipal  in  Ob- 
stetrics.” 

12:05  p.  m. — Dr.  Clyde  Moore,  “Blood  Abnormali- 
ties of  Newborn.” 

Dr.  W.  A.  Cassidy,  “Hoarseness  as  an  Early  Sym- 
tom  of  Virulent  Laryngeal  Disease.” 

Dr.  Richard  Young,  “Evaluation  of  Shock  Thera- 
py Based  Upon  Four  Years  Experience.” 

Dr.  W.  H.  Taylor,  “Indications  for  Cesarean.” 
12:30  p.  m. — Dr.  G.  E.  Robertson,  “Anemia  in  In- 
fancy and  Childhood.” 

Dr.  C.  C.  Hardy,  “Roentgen  Therapy  of  Sinusitis.” 
Dr.  R.  D.  Schrock,  “Malignant  Tumors  in  Bone; 

Patients  Surviving  Five  Years  or  More.” 

Dr.  Edward  Thompson,  “Parenteral  Use  of  Sulfa- 
pyridine;  Intramuscular  Use  of  Sodium  Sulfa- 
pyridine.” 


386 


ANNO  UNCEMENTS 


Nebr.  S.  M.  Jour. 
October.  1940 


1:00  p.  m. — Buffet  Luncheon.  Presiding — Dr.  Ern- 
est Kelley.  Round  Table  Discussion — “Child- 
hood Behavior  Problems.”  Leader,  Dr.  Wendell 
Muncie. 

WEDNESDAY  AFTERNOON 
Presiding — Dr.  Louis  Moon 
2:30  p.  m. — Dr.  Wendell  Muncie,  Clinic — “Schizo- 
phrenia.” 

3:30  p.  m. — Dr.  William  E.  Ladd,  Clinic — “The 
Treatment  of  Empyema  in  Children.” 

4:30  p.  m. — Dr.  Harold  I.  Lillie,  Rochester,  Minn., 
Otorhinological  Clinic. 

6:15  p.  m. — Dinner.  Presiding — Dr.  Herbert  Davis. 
Round  Table  Discussion — “Pyloric  Obstruction.” 
Leader,  Dr.  William  E.  Ladd. 

WEDNESDAY  EVENING 
Presiding — Dr.  G.  B.  Potter 
8:15  p.  m. — Dr.  Harold  I.  Lillie,  “Acute  Infections  of 
the  Upper  Respiratory  Tract.” 

8:45  p.  m. — Dr.  William  E.  Ladd,  “Hernia  in  In- 
fancy and  Childhood.” 

9:15  p.  m. — Dr.  Wendell  Muncie,  “Chronic  Fatigue — 
Differential  Diagnosis  and  Treatment.” 

Thursday,  October  31st 
THURSDAY  MORNING 
8:20  a.  m. — Human  Sterility  (Moving  picture). 

Presiding — Dr.  C.  W.  Mason 
9:00  a.  m. — Dr.  George  R.  Herrmann,  Galveston, 
Tex.,  “The  Clinical  Study  of  Patients.” 

9:40  a.  m. — Dr.  Harold  I.  Lillie,  “Treatment  of 
Acute  Suppurative  Otitis  Media  and  Its  Compli- 
cations.” 

10:20  a.  m. — Dr.  Joseph  L.  Baer,  Chicago,  111.,  “Of- 
fice Gynecological  Practice.” 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lectures 
to  be  held  in  Lecture  Rooms  A,  B,  C,  D. 

11:15  a.  m. — Dr.  S.  J.  Camazzo,  “Treatment  of 
Acute  Intestinal  Obstruction.” 

Dr.  R.  W.  Fouts,  “Common  Errors  in  Interpreta- 
tion of  Roentgenograms.” 

Dr.  R.  W.  Bliss,  “Bronchiogenic  Carcinoma.” 

Dr.  F.  P.  Murphy,  “First  Stage  Dystocia.” 

11:40  a.  m. — Dr.  M.  Grodinsky,  “Treatment  of  Hand 
Infections.” 

Dr.  Howard  B.  Hunt,  “Common  Source  of  Confu- 
sion in  X-Ray  Examination  of  the  Gastrointest- 
inal Tract.” 

Dr.  John  Allen,  “The  Recognition  of  Pulmonary 
Tuberculosis.” 

Dr.  Ralph  Luikart,  “Obstetric  Forceps  Up  to 
Date.” 

12:05  p.  m. — Dr.  C.  W.  McLaughlin,  “The  Surgical 
Treatment  of  Minor  Infections  of  the  Fingers 
and  Toes.” 

Dr.  J.  P.  Tollman,  “Cardiac  Hypertrophy.” 

Dr.  J.  F.  Gardiner,  “The  Recognition  and  Treat- 
ment of  Disorders  of  the  Adrenal  Glands.” 

Dr.  L.  O.  Hoffman,  “Prevention  and  Treatment  of 
Vaginal  Fistula.” 

12:30  p.  m. — Dr.  F.  C.  Hill,  “Acute  Appendicitis  at 
St.  Joseph’s  Hospital,  A Review  of  1,000  Cases.” 
Dr.  B.  C.  Russum,  “Prognosis  in  Carcinoma  of  the 
Breast.” 

Dr.  J.  R.  Kleyla,  “The  Differential  Diagnosis  and 
Treatment  of  Arthritis.” 

Dr.  W.  L.  Sucha,  “Compound  Fractures.” 


1:00  p.  m. — Buffet  Luncheon.  Presiding — Dr.  E.  J. 
Kirk.  Round  Table  Discussion — “Pulmonary  or 
Coronary  Thrombosis??? — Treatment.”  Leader, 
Dr.  George  Herrmann. 

THURSDAY  AFTERNOON 
Presiding — Dr.  M.  E.  Grier 
2:30  p.  m. — Dr.  Joseph  L.  Baer,  Gynecological  Clinic. 
3:30  p.  m. — Dr.  George  Herrmann,  Clinic:  “Peri- 
pheral Circulatory  Disorders.” 

4:30  p.  m. — Dr.  Roy  R.  Kracke,  Decatur,  Ga.,  “The 
Toxic  Effect  of  Drugs  on  the  Blood.” 

6:15  p.  m. — Dinner.  Presiding — Dr.  C.  W.  Pollard. 
Round  Table  Discussion — “Early  Toxemias  of 
Pregnancy.”  Leader,  Dr.  Joseph  L.  Baer. 

THURSDAY  EVENING 

“Omaha-Douglas  County  Medical  Society  Night” 
Presiding — Dr.  Charles  McMartin,  President 
8:15  p.  m. — Dr.  George  Herrmann,  “Common  Cardiac 
Emergencies  and  Their  Management.” 

8:45  p.  m. — Dr.  C.  S.  Boucher,  Ph.  D.,  Chancellor, 
University  of  Nebraska,  “Perspective  in  Profes- 
sional and  General  Education.” 

9:45  p.  m. — Dr.  Joseph  L.  Baer,  “Bleeding  During 
Pregnancy — Diagnosis  and  Treatment.” 

Friday,  November  1st 
FRIDAY  MORNING 

8:20  a.  m. — Edema — Cardiac  and  Renal  (Moving 
picture ) . 

Presiding — Dr.  M.  C.  Howard 
9:00  a.  m. — Dr.  Frank  J.  Heck,  Rochester,  Minn., 
“Clinical  Diagnosis  of  the  Anemias,  Exclusive 
of  Blood  Studies.” 

9:45  a.  m. — Dr.  Roy  R.  Kracke,  Decatur,  Ga.,  “Dif- 
ferential Diagnosis  of  the  Anemias  by  Examin- 
ation of  the  Blood.” 

10:30  a.  m. — Dr.  Willis  M.  Fowler,  Iowa  City,  la., 
“Iron  Deficiency  Anemias.” 

11:30  a.  m. — Dr.  Frank  H.  Bethell,  Ann  Arbor,  Mich., 
“The  Treatment  of  Pernicious  Anemia.” 

12:15  p.  m. — Dr.  George  M.  Curtis,  Columbus,  Ohio, 
“The  Rationale  of  Splenectomy  in  the  Treat- 
ment of  Certain  Anemias.” 

1:00  p.  m. — Adjourn. 


Date  Set  for  1941  A.  M.  A.  Session 

The  Board  of  Trustees  of  the  American  Medical 
Association  has  selected  June  2-6,  1941,  as  the  date 
for  the  Ninety-second  Annual  Session  of  the  Asso- 
ciation to  be  held  at  Cleveland,  The  Journal  of  the 
Association  announces  in  its  Aug.  24  issue. 


Fresh  and  Stored  Blood  Transfusions 

“The  incidence  of  all  types  of  reactions  was 
no  greater  from  the  transfusion  of  preserved 
blood  than  when  fresh  blood  was  employed, 
provided  proper  care  was  taken  in  storing 
and  hadling  it,”  Elmer  L.  DsGowin,  M.  D., 
and  Robert  C.  Hardin,  M.  D.,  Iowa  City,  re- 
port in  The  Journal  of  the  American  Medical 
Association.  Their  findings  are  based  on  a 
study  of  the  results  of  295  fresh  blood  and 
2,128  stored  blood  transfusions. 
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U.  S.  GOVERNMENT 

ANNOUNCEMENTS 


GOVERNMENT  SERVICE 

Government  to  Need  Temporary  and  Part-Time 
Civilian  Medical  Officers 

The  expansion  of  the  Army  creates  a need  for 
about  600  civilian  medical  officers  in  various  grades 
for  temporary  and  part-time  service.  The  duties  of 
full-time  officers  will  be  to  act  as  doctors  of  medi- 
cine in  active  practice  in  hospitals,  in  dispensaries, 
and  in  the  field.  The  duty  of  part-time  officers  will 
be  to  report  for  sick  call  at  a fixed  hour  each  day 
and  to  be  subject  to  emergency  call  at  all  times. 

The  Civil  Service  Commission  in  making  this  an- 
nouncement calls  particular  attention  to  the  fact 
that  part-time  officers  will  be  able  to  continue  their 
regular  practice.  In  order  that  this  may  be  done, 
appointments  to  the  part-time  positions  will  be 
made  of  medical  officers  in  the  vicinity  of  the  place 
of  duty. 

Information  concerning  these  positions  may  be  ob- 
tained from  the  Secretary  of  the  Board  of  U.  S.  Civil 
Service  Examiners  at  any  first  or  second-class  post 
office,  or  from  the  United  States  Civil  Service  Com- 
mission, Washington,  D.  C.  Physicians  are  urged  to 
apply  at  once.  _This  work  is  of  the  greatest  impor- 
tance to  the  success  of  the  National  Defense  pro- 
gram. 


Navy  Department 

The  Surgeon  General  of  the  Navy,  Rear  Admiral 
Ross  T.  Mclntire,  (MC),  U.  S.  N.,  announced  that 
the  Medical  Corps  of  the  Navy  is  being  increased  in 
strength  proportionate  with  the  expanding  Navy 
and  the  Marine  Corps.  Examinations  for  appoint- 
ments as  commissioned  officers  in  the  Medical  De- 
partment of  the  Navy  will  be  held  January  6th  to 
9th,  1941. 

Rear  Admiral  Mclntire  also  announced  that  ap- 
pointments are  being  made  in  the  Medical  Corps, 
United  States  Naval  Reserve,  of  male  citizens  of  the 
United  States,  graduate  of  class  “A”  medical 
schools,  who  are  under  50  years  of  age  and  who  meet 
the  physical  and  professional  requirements. 

The  examination  to  be  held  in  January  will  be  for 
appointment  as  Assistant  Surgeon,  in  the  Medical 
Corps  of  the  regular  Navy,  effective  approximately 
two  months  from  date  of  examination,  and  for  Act- 
ing Assistant  Surgeon  (Intern),  effective  July  1, 
1941.  Requests  for  authorization  to  appear  for 
these  examinations  should  be  submitted  to  the  Bu- 
reau of  Medicine  and  Surgery,  Navy  Department, 
Washington,  D.  C.,  in  sufficient  time  to  permit  the 
authorization  to  reach  the  applicant  prior  to  De- 
cember 30,  1940. 

Applicants  for  appointments  as  Assistant  Sur- 
geon must  be  citizens  of  the  United  States  between 
the  ages  of  21  and  31,  graduates  of  Class  “A”  medi- 
cal schools  and  have  completed  one  year  of  intern 
training  in  a hospital  accredited  for  intern  training 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association. 


Applicants  for  appointment  as  Acting  Assistant 
Surgeon  (Intern)  are  not  required  to  submit  evi- 
dence of  previous  intern  training,  and  are  appointed 
for  a period  of  eighteen  months,  during  which  time 
they  serve  as  interns  in  the  larger  naval  hospitals 
which  are  approved  for  intern  training.  After  com- 
pletion of  one  year  of  service  Acting  Assistant  Sur- 
geons are  eligible  for  examination  for  appointment 
as  Assistant  Surgeons.  Acting  Assistant  Surgeons 
and  Assistant  Surgeons  receive  the  pay  and  allow- 
ances of  a Lieutenant  (junior  grade). 

Naval  medical  officers  are  encouraged  to  develop 
a specialty  after  they  have  completed  their  first 
cruise  at  sea.  Shortly  before  completion  of  his  sea 
duty,  the  Navy  doctor  may  request  special  training 
in  the  Medical  Department  specialty  in  which  he  is 
interested.  Such  requests  are  acted  upon  by  a 
special  board  in  the  Bureau  of  Medicine  and  Sur- 
gery and,  if  approved,  the  Navy  doctor  is  sent  to  a 
hospital  for  training  and  experience  in  that  specialty 
for  one  year.  Upon  completion  of  this  training,  he 
is  assigned  to  post-graduate  instruction  at  one  of 
the  many  medical  centers  in  the  United  States  for  a 
period  up  to  one  year  after  which,  in  so  far  as  is 
practicable,  he  is  retained  in  that  type  of  duty.  Some 
of  the  specialties  in  which  qualifications  may  be  ob- 
tained are:  Surgery,  Medicine,  Otolaryngology, 

X-ray,  Laboratory,  Pathology,  Public  Health,  Psy- 
chiatry, Deep  Sea  Diving,  Aviation  Medicine,  Gas 
Warfare,  and  Tropical  Medicine.  Several  officers 
have  been  trained  in  research  particularly  applying 
to  problems  arising  in  submarine  and  aviation  acti- 
vities. 

The  service  affords  excellent  opportunities  for 
professional  advancement.  Medical  officers  receive 
the  same  pay  and  allowances  as  other  officers  of 
the  Navy  in  corresponding  ranks  and  the  equivalent 
amount  of  service. 

Applicants  for  appointment  in  the  Medical  Corps 
of  the  United  States  Naval  Reserve  should  be  ad- 
dressed to  the  Commandant  of  the  Ninth  Naval  Dis- 
trict, Great  Lakes,  Illinois,  who  will  upon  request 
furnish  complete  information  regarding  vacancies  in 
ranks,  etc.,  of  officers  of  the  Medical  Corps,  United 
States  Naval  Reserve  in  the  district. 


NEWS  and  VIEWS 


The  Gage  County  Medical  Society  and  the 
Gage  County  Dental  Society  have  entered 
into  a contract  with  the  local  school  boards  to 
examine  all  pupils  in  the  junior  and  senior 
high  school.  The  examinations  are  to  be 
done  on  an  individual  basis  in  the  doctors’ 
offices.  The  blanket  fee  is  to  be  paid  by  the 
school  board  into  the  treasury  of  the  two  so- 
cieties. 


The  Wyoming  State  Medical  Society  is 
sponsoring  a bill  to  require  a serological  test 
of  couples  before  marriage.  The  Wyoming 
law  at  present  requires  premarital  physical 
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examinations  and  a blood  test  for  the  man. 
The  proposed  bill  will  make  the  blood  test 
mandatory  for  both  parties. 


The  Colorado  State  Medical  Society  has 
under  consideration  a medical  insurance  plan 
for  low  income  families.  Monthly  payments 
call  for  $2.50  a month  per  family.  Under 
this  tentative  form  the  plan  would  be  open  to 
individuals  with  an  income  of  $1,200  a year 
or  less,  and  to  families  with  children  on  an 
income  not  to  exceed  $2,000  annually. 


This  clipping  is  from  the  Omaha  World 
Herald.  It  came  from  the  Associated  Press 
dated  September  15. 

“A  group  of  seven  doctors,  headed  by  Dr. 
Merrit  Ketcham  of  Kansas  City,  called  on 
Wendell  Willkie  to  determine  his  views  on  so- 
cialized medicine.  The  republican  presiden- 
tial nominee  told  them: 

There  is  no  one  to  whom  socialized  medi- 
cine is  more  repugnant  than  me.  I believe  in 
the  medical  skill  as  derived  from  the  com- 
petitive system.” 


Dr.  Charles  Moon  of  Omaha  was  guest 
speaker  at  the  annual  session  of  the  Wyo- 
ming State  Medical  Society  in  Sheridan 
August  14. 


Dr.  Roy  Fouts  of  Omaha  addressed  the 
Oregon  State  Medical  Association  at  its  an- 
nual assembly  in  Portland  the  latter  part  of 
August. 


This  item  is  taken  from  the  Wahoo  Wasp. 
It  should  be  of  special  interest  to  physicians 
practicing  in  “Northwestern”  territory. 

“Drs.  Chas.  Way  and  Mason  E.  Lathrop  an- 
nounced the  receipt  of  a letter  from  Irving  S. 
Cutter,  M.  D.,  medical  director  for  Chicago 
and  North  Western  Ry.  Co.,  offering  to  Wa- 
hoo a mechanical  respirator  for  use  in  case 
of  poliomyelitis. 

The  letter  reads  as  follows: 

The  C.  and  N.  W.  American  Legion  Post  has 
presented  the  C.  and  N.  W.  Ry.  Co.  with  two  me- 
chanical respirators  fully  equipped  and  ready  to  op- 
erate. 

Should  you  have  a case  of  poliomyelitis,  or  any 
other  emergency  in  which  these  respirators  will  be 
of  value,  one  will  be  shipped  to  you  on  receipt  of 
your  telegraphic  request. 


Preference  will  be  given  to  families  of  the  C.  and 
N.  W.  Ry.  employees,  although  the  communities 
served  by  the  railway  company  will  also  be  ac- 
commodated. 

There  will  be  no  charge  for  the  use  of  these  res- 
pirators other  than  the  requirement  that  they  shall 
be  returned  in  good  order. 

One  respirator  will  probably  be  stationed  in  Green 
Bay,  Wisconsin,  and  one  in  Chicago.” 


According  to  press  reports  there  were  nine 
cases  of  typhoid  fever  the  latter  part  of  Au- 
gust in  Alliance.  The  source  of  contamina- 
tion had  not  been  determined. 


Of  the  284  premature  infants  placed  in  in- 
cubators supplied  by  the  (State)  Health  De- 
partment in  the  various  sections  of  Nebraska 
190  survived,  according  to  Dr.  R.  H.  Loder, 
Director  of  the  MCH  Division.  The  incuba- 
tors have  been  in  service  a little  over  two 
years. 


According  to  the  Lincoln  Star: 

Legislative  enactment  of  a law  enabling  Nebraska 
hospitals  to  work  out  group  hospitalization  plans  on 
their  own  initiative  will  be  sought  by  the  Nebraska 
State  Hospital  association  at  the  coming  session. 

This  was  decided  at  a meeting  of  the  hospital’s 
executive  board  held  at  the  Cornhusker  hotel  Thurs- 
day. The  group  also  discussed  the  question  of  li- 
censing hospitals  but  decided  that  no  action  would 
be  taken  toward  that  end  at  the  impending  legisla- 
tive session. 

Discussion  was  also  given  to  the  shortage  of 
nurses  in  the  smaller  community  hospitals  but  no 
solution  of  the  problem  was  reached.  The  Nebraska 
association  has  decided  to  apply  for  membership  in 
the  midwest  regional  group  of  the  American  Hos- 
pital association. 


DR.  HILTON  RETIRES  FROM 
NATIONAL  GUARD 

After  many  years  of  service  Dr.  David  C. 
Hilton,  Lincoln,  a colonel  in  the  National 
Guard,  was  placed  on  the  inactive  list  fol- 
lowing promotion  to  the  rank  of  Brigadier- 
General.  In  placing  Dr.  Hilton  on  the  inac- 
tive list  the  Adjutant  General’s  office  issued 
the  following  statement : 

“Dr.  David  C.  Hilton  helped  organize  the 
110th  Medical  Regiment  of  the  Nebraska 
National  Guard  in  the  spring  of  1923.  At 
that  time  he  was  commissioned  a Lieutenant 
Colonel  and  later  was  promoted  to  a full 
Colonel  and  given  the  command  of  the  Regi- 
ment. Colonel  Hilton,  instead  of  spending  a 
lot  of  time  playing  golf,  cards  and  fishing, 
made  the  military  his  avocation  and  spent  a 
great  many  hours  a week  in  study  and  en- 
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deavored  to  improve  his  military  proficien- 
cy. He  graduated  from  the  Medical  Field 
Service  School  at  Carlisle  Barracks,  Pennsyl- 
vania, and  later  completed  all  of  the  Army 
Extension  school  work,  including  the  Com- 
mand and  General  Staff  School  Series.  This 
series  was  accomplished  in  a highly  credit- 
able manner  and  fully  demonstrated  Colonel 
Hilton’s  ability  to  command  combat  troops 
in  the  field.  During  his  command  the  110th 
Medical  Regiment  developed  to  the  extent 


Dr.  David  C.  Hilton 


that  it  has  been  recognized  by  the  War  De- 
partment as  one  of  the  very  best  Medical 
Regiments  in  the  National  Guard  of  the 
United  States,  and  it  has  been  a great  source 
of  pleasure  to  this  department  to  refer  to 
the  Medical  Regiment  as  an  exemplary  or- 
ganization. 

Colonel  Hilton  is  nearing  the  retirement 
age  and  has  asked  to  be  placed  on  the  Inac- 
tive List  of  the  National  Guard  officers  and 
by  direction  of  the  Governor  he  has  been  so 
placed  and  in  recognition  of  his  loyalty  and 
devotion  to  the  military  service  of  the  State, 
he  has  been  promoted  to  a Brigadier  General 
of  the  Line  and  continued  on  the  Inactive 
List.” 


MEDICAL  SECRETARIES 

Medical  Secretaries  was  organized  in  Omaha  in 
May,  1940.  The  purposes  are  to  provide  for  the  as- 
sociation of  its  members;  the  exchange  of  ideas  re- 
lating to  their  field  work;  the  furtherance  of  their 
education  in  all  matters  pertaining  to  their  duties 


as  medical  secretaries,  and  the  promotion  and  im- 
provement of  the  efficiency  of  the  physicians’  of- 
fices. 

An  applicant,  to  be  eligible  for  membership,  must 
be  in  the  active  employ  of  a physician  who  is  a 
member  of  his  local  county  medical  society.  Her 
duties  must  be  primarily  secretarial.  However,  said 
duties  need  not  be  limited  entirely  to  secretarial 
work.  Office  managers,  bookkeepers  and  stenog- 
raphers employed  in  doctors’  offices  may  become 
members. 

Medical  Secretaries  have  been  meeting  once  a 
month  for  dinner  at  a downtown  hotel.  An  effi- 
cient Program  Committee  has  secured  speakers  of 
note  who  have  presented  interesting  and  timely  dis- 
cussions on  subjects  pertinent  to  our  group.  The 
girls,  themselves,  have  written  papers  pertaining  to 
matters  of  common  interest  and  spirited  and  lively 
discussions  have  followed  the  presentations  from 
which  we  all  feel  we  have  profited.  The  subject  of 
personality  has  been  stressed  and  a five-minute  talk 
has  been  given  at  each  meeting  regarding  this  im- 
portant trait  and  the  means  of  its  development. 

The  Omaha  group  is  busy,  at  the  present  time,  in 
formulating  plans  to  make  this  organization  state- 
wide. We  have  a message  to  bring  to  each  medical 
secretary.  We  have  an  association  whose  purposes 
and  objectives  should  be  the  personal  concern  of 
every  physician,  and  we  have  formed  a society  in 
which  a secretary  may  better  qualify  herself  for  her 
duties,  improve  the  efficiency  in  her  office  and  sat- 
isfy more  completely  the  patients  whom  she  contacts 
every  day. 

Medical  Secretaries  needs  the  cooperation  and 
enthusiasm  of  the  physicians  of  Nebraska. 

One  secretary  cannot  promote  Medical  Secretaries. 
One  doctor  cannot  champion  it  to  ultimate  success, 
but  the  fellowship  of  doctors  and  secretaries,  im- 
bued with  a spirit  of  vision  can  make  of  this  or- 
ganization a reality  of  which  the  Medical  Profession 
can  be  justly  proud. 

Jeanne  Hunter,  Secretary. 

1007  Medical  Arts,  Omaha. 


Advise  Tests  for  Prenatal  Syphilis  For 
All  Children  in  Dispensaries 

Routine  blood  tests  for  prenatal  or  inheri- 
ted syphilis  are  recommended  for  children’s 
dispensaries  or  hospitals  by  Willie  Mae  Clif- 
ton, M.  D.,  and  Mary  O.  Heinz,  B.  A.,  Chicago, 

in  The  Journal  of  the  American  Medical  Associ- 
ation for  May  4. 

They  report  an  incidence  of  0.46  per  cent 
in  5,625  children  from  1 day  to  13  years  of 
age.  These  5,625  children,  twenty-six  with 
prenatal  syphilis,  were  seen  by  the  authors 
during  a period  of  one  year  at  the  clinic  for 
sick  children  of  the  Children’s  Memorial  Hos- 
pital. 

Separating  the  children  as  to  race,  they 
found  that  only  3.3  per  cent  or  185  of  the 
total  clinic  population  were  Negro  children 
and  of  these  2.7  per  cent  had  prenatal  syphi- 
lis, making  the  incidence  among  white  chil- 
dren 0.4  per  cent. 
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WOMAN'S  AUXILIARY 


President — Mrs.  A.  D.  Brown 
Central  City 

President-Elect — Mrs.  M.  C.  Green 
Omaha 

First  Vice  President — Mrs.  F.  Ferciot 

Lincoln 


Second  Vice  President — Mrs.  G.  Pinney 

Hastings 

Secretary — Mrs.  Howard  Royer 
Grand  Island 

Treasurer — Mrs.  Harley  Anderson 
Omaha 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  H.  R.  Miner,  Falls  City,  is  State 
Chairman  for  the  Bulletin. 


The  Fall  Board  meeting  of  the  Nebraska 
State  Medical  Auxiliary  was  held  on  Septem- 
ber 17th  at  10  a.  m.  at  the  Fontenelle  Hotel, 
in  Omaha.  Mrs.  A.  D.  Brown  of  Central 
City,  State  President,  presiding.  A discus- 
sion of  the  coming  year’s  program  was  fol- 
lowed by  a luncheon  given  bv  Mrs.  Brown. 
The  guest  of  honor,  Mrs.  V.  E.  Holcombe  of 
Charleston,  W.  Va.,  President  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation, gave  a charming  and  inspirational 
address.  The  members  then  attended  a tea 
at  the  home  of  Mrs.  J.  Dewey  Bisgard,  given 
by  the  Auxiliary  to  the  Omaha-Douglas 
County  Medical  Society. 


The  Lancaster  County  Medical  Auxiliary 
will  resume  activities  this  fall  on  Monday, 
Oct.  7th,  with  a coffee-sandwich  luncheon  at 
the  home  of  Mrs.  John  Thompson.  Mrs.  A. 
D.  Brown  will  be  the  speaker.  The  officers 
for  the  coming  year  are  Mrs.  Earl  Brooks, 


Courtesy  Omaha  World  Herald 

Mrs.  V.  E.  Holcombe 


president;  Mrs.  W.  W.  Carveth,  vice  presi- 
dent; Mrs.  Paul  Royal,  secretary,  and  Mrs 
O.  A.  Reinhard,  treasurer. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 


“Syphilis  in  Mother  and  Child” 

A U.S.P.H.S.  publication  with  the  above 
title  has  just  been  mailed  to  each  physician 
in  Nebraska.  It  is  a foregone  conclusion  that 
the  general  practitioner  who  does  both  ob- 
stetrics and  pediatrics  will  read  and  profit 
by  the  information  contained  in  this  brief 
monograph.  It  is  not  too  much  to  hope  that 
all  physicians  who  are  in  a position  to  give 
sound  advice  will  also  become  familiar  with 
the  facts  set  forth. 

Prenatal  syphilis  in  Nebraska  does  not 
constitute  a great  public  health  problem,  yet 
we  have  far  too  many  mothers  being  de- 
livered of  syphilitic  or  dead  babies  because 
the  possibility  of  such  an  infection  had  been 
overlooked  by  the  attending  physician. 

It  is  a proven  fact  that  83  per  cent  of 


pregnancies  in  syphilitic  mothers  terminate 
in  miscarriages,  stillbirths,  or  living  chil- 
dren with  syphilis.  Each  year  these  women 
with  syphilis  transmit  the  disease  to  at  least 
85,000  fetuses  of  w’hich  approximately  25,000 
die  before  birth  and  60,000  are  born  alive 
with  syphilis. 

Dr.  Parran  has  stated  that  prenatal  syphi- 
lis is  one  phase  of  the  syphilis  problem  that 
need  not  take  a generation  to  wipe  out.  By 
instituting  adequate  treatment  at  or  before 
the  fifth  month  of  pregnancy  and  carrying 
through  to  term,  10  of  every  11  babies  born 
of  syphilitic  mothers  will  be  free  from  this 
congenital  scourge. 

Because  the  clinical  manifestations  of 
syphilis  in  pregnancy  are  suppressed,  many 
cases  will  be  missed  entirely  unless  routine 
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serologic  tests  for  syphilis  are  employed.  At 
the  present  time  many  pregnant  women  do 
not  apply  for  medical  care  until  labor  is  im- 
minent or  actually  in  progress.  Every  gen- 
eral man  has  had  the  experience  of  being 
called  by  an  anxious  husband  to  “come  quick 
Doc,  the  missus  is  going  to  have  a baby,” 
this  being  the  first  warning  the  doctor  has 
had  that  a blessed  event  was  in  the  making. 
Then  ,too,  many  of  our  physicians  have  not 
been  convinced  that  routine  serologic  tests 
for  syphilis  are  necessary  upon  all  of  their 
mothers.  These  two  obstacles  to  better  ob- 
stetrics and  fewer  syphilitic  babies  may  be 
met  only  by  education ; in  the  first  instance, 
of  the  public  and  especially  the  potential 
mothers  and  in  the  second,  of  the  physicians. 
Let  us  as  physicians  not  hold  back  this  pro- 
gram because  of  any  preconceived  ideas 
about  the  efficacy  of  the  modern  tests  for 
syphilis  or  by  kidding  ourselves  that  our  pa- 
tients do  not  have  syphilis. 

As  time  goes  on  it  will  be  easier  to  apply 
the  principle  of  routine  serologic  tests  for 
syphilis  because  our  patients  in  ever-increas- 
ing numbers  are  welcoming  this  part  of  every 
complete  physical  and  obstetrical  examina- 
tion. The  challenge  has  been  made.  Ne- 
braska physicians  will  meet  it  by  lowering 
the  prenatal  syphilis  rate  in  our  state. 

R.  A.  Frary,  M.  D., 

Asst.  Epidemiologist,  Division  of 
Venereal  Diseases. 


MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 

1940  Total  1939  Total 

Aug.  July  toDate  Aug.  July  toDate 


Chicken-pox 6 

Diphtheria  3 

Influenza  0 

Measles  8 

Meningitis,  C.  S 2 

Poliomyelitis  19 

Scarlet  Fever 11 

Smallpox 1 

Tuberculosis 16 

Typhoid  Fever 9 

Whooping  Cough 12 

Gonorrhea  36 

Syphilis 55 


6 

679 

6 

7 

824 

2 

53 

10 

6 

84 

0 

33 

0 

0 

140 

31 

913 

4 

30 

3873 

2 

10 

1 

1 

12 

3 

24 

8 

4 

17 

14 

488 

26 

18 

854 

1 

25 

3 

11 

211 

27 

151 

27 

20 

138 

1 

16 

3 

0 

12 

38 

299 

39 

120 

438 

47 

375 

62 

72 

455 

75 

535 

57 

51 

500 

MORBIDITY  BY  COUNTIES— Detailed 
August,  1940 


Chicken-pox 

Douglas  1 

(Omaha  1) 

Kearney  1 

Lancaster 4 

(Lincoln  4) 

Diphtheria 

Franklin 1 


Lancaster 1 

(Lincoln  1) 

Scotts  Bluff 1 

Measles 

Jefferson  1 

Keith 1 

Lancaster  4 

(Lincoln  4) 


Madison  1 

Scotts  Bluff 1 

Meningitis,  C.  S. 

Morrill  2 


Poliomyelitis 

Adams  

(Hastings  2) 


Burt  4 

Douglas  6 

(Omaha  6) 

Lancaster  3 

(Lincoln  3) 

Madison  1 

Scotts  Bluff  2 

Wayne  1 


Scarlet  Fever 

Dawson  

Deuel  

Douglas  

(Omaha  1) 

Hall 

(Grand  Island  1) 

Howard  

Lincoln  

(North  Platte  1) 

Morrill  

Stanton  


2 

1 


1 


1 

1 

1 


Smallpox 

Wayne  

Tuberculosis 

Buffalo 

Cass  

Custer 

Dodge  

Douglas  

Hall 

Holt 

Richardson 

Saline  

Thurston  

Typhoid  Fever 

Box  Butte  

Dawson  

Douglas  

(Omaha  1) 

Madison  

Phelps 

Scotts  Bluff 
Whooping  Cough 

Douglas  

(Omaha  3) 

Lancaster  

(Lincoln  3) 

Saline  

Scotts  Bluff 


1 

1 

1 

1 

1 

3 
1 
1 
1 
2 

4 


2 


1 

T 

1 

4 

O 

O 


4 

1 


New  and  Nonofficial  Remedies,  1940,  containing 
descriptions  of  the  articles  which  stand  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  Jan.  1,  1940.  Cloth. 
Price,  postpaid,  $1.50.  pp.  656-LXVIII.  Chicago: 
American  Medical  Association,  1940. 

Each  year  a revised  list  of  the  articles  which 
stand  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  as 
of  January  first  is  published  in  book  form  under  the 
title  of  “New  and  Nonofficial  Remedies.”  The  book 
contains  the  descriptions  of  acceptable  proprietary 
substances  and  their  preparations,  proprietary  mix- 
tures if  they  have  originality  or  other  important 
qualities,  important  nonproprietary  nonofficial  arti- 
cles, simple  pharmaceutical  preparations,  and  other 
articles  which  require  retention  in  the  book. 

A list  of  articles  and  brands  accepted  by  the 
Council,  but  not  described,  is  included  in  the  book  to 
cover  simple  preparations  or  mixtures  of  official 
articles  (U.  S.  P.  or  N.  F.)  marketed  under  descrip- 
tive, nonproprietary  names  for  which  only  estab- 
lished claims  are  made.  Diagnostic  reagents  which 
are  not  used  in  or  on  the  human  body,  and  protein 
diagnostic  preparations  are  not  included  in  New 
and  Nonofficial  Remedies  unless  the  determination 
of  the  status  of  these  products  by  the  Council  has 
been  requested  by  the  distributor:  If  such  products 
are  found  to  be  marketed  in  accordance  with  the 
Council’s  rules,  they  may  be  included  in  the  list  of 
undescribed,  but  acceptable  articles. 

New  and  Nonofficial  Remedies  is  a practical  and 
condensed  text  of  pharmacology  and  therapeutics;  it 
contains  scientifically  elaborated  standards  for  all 
accepted  nonofficial  drugs;  its  Index  of  Distribu- 
tors is  a list  of  manufacturers,  a large  number  of 
whose  products  have  met  the  Council’s  high  stand- 
ards; its  Bibliographical  Index  is  a storehouse  of 
references  to  reports  which  have  been  made  mainly 
on  unaccepted  and  unacceptable  drugs;  its  prefatory 
material  contains  the  Council’s  “Rules,”  a time- 
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tested  and  reliable  set  of  basic  principles  for  the 
furtherance  of  scientific  and  rational  medicine. 

A supplement  to  the  annual  volume  of  New  and 
Xonofficial  Remedies  is  published  twice  a year  to 
bring  up  to  date  such  current  revisions  and  addi- 
tions as  have  been  necessary  since  its  last  publica- 
tion. Every  product  included  in  the  book  is  sub- 
ject to  the  official  rules  of  the  Council.  The  com- 
ments to  rules  are  changed  occasionally  by  way  of 
clarifying  interpretation  to  insure  fair  consideration 
of  all  submitted  preparations  as  new  standards  are 
recognized.  Such  constant  and  critical  consideration 
of  its  contents  provides  the  physician  with  a valu- 
able reference  list  of  acceptable  new  preparations 
on  which  to  base  his  selection  for  use  in  treatment 
according  to  the  established  current  practices  of  the 
profession. 

The  1940  New  and  Nonofficial  Remedies,  of 
course,  contains  the  revisions  which  appeared  in  the 
supplements  for  the  1939  edition,  and  contains  the 
plan  of  grouping  together  articles  having  similar 
composition  or  action  under  a general  discussion. 
These  discussions  have  undergone  considerable  re- 
vision in  the  1940  edition.  Further  revision  of  state- 
ments regarding  the  actions,  uses,  dosage,  composi- 
tion, purity,  identity,  strength  or  physical  proper- 
ties of  many  of  the  articles  has  also  been  necessary 
in  some  cases.  Noteworthy  revisions  are  those  of 
the  chapter  on  Liver  and  Stomach  Preparations, 
radically  rewritten  and  including  a statement  of  re- 
quirements suggested  by  findings  of  the  Anti- 
Anemia  Preparations  Advisory  Board  of  the  U.  S. 
Pharmacopeia;  the  subsection  Tuberculins,  entirely 
rewritten  to  conform  to  newer  knowledge  in  this 
field;  and  the  chapter  Allergenic  Protein  Prepara- 
tions, the  name  of  which  has  been  changed  to  Aller- 
genic Preparations.  Minor  but  relatively  important 
revisions  are  found  in  the  articles:  Bismuth  Com- 
pounds, Serums  and  Vaccines,  and  Vitamins  and 
Vitamin  Preparations  for  Prophylactic  and  Thera- 
peutic Use. 

The  indices  of  the  new  volume  of  New  and  Non- 
official Remedies  are  of  the  same  order  and  plan 
as  in  previous  editions.  A general  index  lists  ac- 
cepted articles,  induing  those  not  described.  This 
is  followed  by  an  index  to  distributors  in  which  ap- 
pear all  the  Council  accepted  articles  listed  under 
their  respective  manufacturers.  Finally,  a biblio- 
graphical index  is  added  for  listing  proprietary  and 
unofficial  articles  not  included  in  N.  N.  R.  This  in- 
cludes references  to  the  Council  publications  con- 
cerning each  such  article  as  has  appeared  in  The 
Journal  of  the  A.  M.  A.,  Reports  of  the  Council  on 
Pharmacy  and  Chemistry,  Propaganda  for  Reform, 
Vol.  1 and  2,  or  Reports  of  the  A.  M.  A.  Chemical 
Laboratory. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg..  Omaha. 


The  Fourth  Councillor  District  Medical  Society 
met  in  Norfolk,  Tuesday,  Sept.  17,  in  the  Hotel  Nor- 
folk, with  Drs.  H.  W.  Francis  and  C.  A.  Piersen  in 
charge.  Dinner  was  served  at  seven.  Following  the 
dinner  an  address  was  given  by  Dr.  Ederar  A.  Hines, 
Jr.,  of  Rochester,  Minn.,  on  Hypertension. 


The  Elkhorn  alley  Medical  Society  met  at  the 
Country  Club  in  Norfolk,  Aug.  23.  Golf  in  the  morn- 
ing. Following  luncheon  the  meeting  was  opened 
by  President  R.  E.  Johnson  of  Wausa.  The  program 
was  as  follows:  “Hypothyroidism  in  Children,”  by 
Dr.  E.  W.  Hancock  of  Lincoln;  “Treatment  of  Blood 
Stream  Infection,”  by  Dr.  L.  D.  Vaughn,  of  Roches- 
ter, Minn.;  “The  Modem  Conception  of  Disease  of 
the  Liver,”  by  Dr.  Sidney  A.  Portis,  clinical  profes- 
sor of  medicine  Rush  Medical  College,  and  “Diag- 
nosis and  Treatment  of  Tumors  of  the  Breast,”  by 
Dr.  Herbert  Davis  of  Omaha. 

Dr.  G.  L.  Sandritter  of  Norfolk  State  Hospital  was 
elected  president;  Dr.  G.  E.  Peters  of  Randolph,  vice 
president,  and  Dr.  E.  L.  Brush  was  reelected  secre- 
tary-treasurer. 


The  August  meeting  of  the  Cheyenne-Kimball- 
Deuel  Counties  Medical  Society  was  held  in  Kimball 
with  Dr.  Flett  as  host.  After  dinner  at  the  Wheat- 
growers  Hotel  for  the  doctors  and  their  wives  the 
business  was  convened  at  Dr.  Flett’s  office.  Since 
the  F.  S.  A.  Medical  Aid  Plan  was  put  into  operation 
Aug.  15th,  it  was  unanimously  decided  that  the  bill- 
ing period  should  run  from  the  15th  of  one  month  to 
the  15th  of  the  following  month,  with  the  bills  for 
that  period  being  presented  at  the  regular  meeting 
next  convened  on  the  last  Monday  of  the  month. 
The  doctors’  bills,  together  with  all  drug  and  hos- 
pital bills  on  the  respective  patients  to  the  15th  of 
that  month  are  to  be  presented,  regardless  of  any 
additional  work  done  after  the  15th  on  any  one 
patient.  Any  bills  NOT  presented  at  this  time  must 
wait  until  the  end  of  the  fiscal  year,  in  hope  of 
there  being  a surplus  to  pro-rate,  so  that  no  undue 
drain  will  fall  on  the  funds  available  for  any  par- 
ticular month  by  accounts  running  prior  to  the  bill- 
ing month  in  question.  The  meeting  was  then  turned 
over  to  Dr.  Flett,  w’ho  reported  a case  of  anencepha- 
lic  monstrosity  diagnosed  ante-partum  by  x-ray, 
and  a case  of  death  and  mummification  of  one  twTin 
with  normal  delivery  of  the  other  twin.  He  also  re- 
ported on  the  tannic  acid-silver  nitrate  treatment  of 
two  burn  cases.  A general  discussion  followed. 
Meeting  adjourned  10:30  p.  m. 

B.  H.  Grimm,  M.  D. 

Sec.,  C.-K.-D. 


MARRIAGES 

Dr.  Herman  A.  Dickey,  Ingleside,  to  Miss  Elnora 
Dillow',  Beatrice,  September  1,  1940  in  Beatrice. 

Dr.  Chester  K.  Barta,  Ashland,  to  Miss  Mary  Eliz- 
abeth Donovan,  Omaha,  on  September  7,  at  Omaha. 

Dr.  H.  P.  Irwin,  Kearney,  to  Dr.  Ruth  E.  Beckey 
at  Chetopa,  Kansas,  on  August  12,  1940. 


BIRTHS 

To  Dr.  and  Mrs.  F.  T.  Graves,  Scottsbluff,  a son, 
on  August  26,  1940. 

To  Dr.  and  Mrs.  Fred  Watke,  Omaha,  a daughter, 
on  September  7,  1940. 

To  Dr.  and  Mrs.  Fritz  Teal,  Lincoln,  a daughter, 
September  9,  1940. 
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SILVER  PICRATE 


is  indicated  in  the  treatment  of 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 


*^tbolj  ai,i^ 


wmmmrnmr-- 


Complete  information  mailed  on  request 

★JOHN  WYETH  & BROTHER,  INCORPORATED  ★ "4 

[PHILADELPHIA,  PA.^^ 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  and  Mrs.  Hull  A.  Cook,  Sidney,  spent  a week 
end  in  August  in  Estes  Park. 

Dr.  and  Mrs.  Earl  Brooks  vacationed  in  New  Eng- 
land and  the  Gaspe  Peninsula. 

Dr.  and  Mrs.  R.  E.  Roche,  Sidney,  visited  in  Chi- 
cago and  Omaha  during  August. 

Dr.  and  Mrs.  Earle  Farnsworth  have  returned  to 
Grand  Island  after  vacationing  in  Minnesota. 

Dr.  and  Mrs.  G.  J.  Srb  and  children  of  Dodge,  va- 
cationed in  California  the  last  two  weeks  of  August. 

Dr.  and  Mrs.  Adolph  Sachs  and  daughter,  Omaha, 
spent  the  month  of  August  in  Sun  Valley  and  Cali- 
fornia. 

Dr.  A.  E.  Gadbois,  Norfolk,  suffered  slight  bruises 
from  an  accident  in  which  his  car  was  considerably 
damaged. 

Dr.  L.  N.  Kunkel  has  returned  to  Weeping  Water 
from  Little  Falls,  Minn.,  where  he  spent  three  weeks 
in  an  army  camp. 

Dr.  and  Mrs.  Warren  Thompson  and  son,  Warren, 
have  returned  to  Omaha  after  a month’s  vacation 
in  Estes  Park,  Colo. 

Dr.  F.  A.  Brewster  left  Holdrege  by  plane  Sept. 
10  for  a visit  with  his  brother,  Dr.  Fred  Brewster 
at  Long  Beach,  Calif. 

Dr.  F.  W.  Buckley  addressed  the  Rotary  Club  of 
Beatrice  on  August  22  on  the  physician’s  role  in  the 
national  defense  plan. 


Dr.  and  Mrs.  Harry  Flansburg  and  their  family 
spent  the  month  of  August  at  their  summer  home 
at  Cass  Lake,  Minnesota. 

Dr.  John  A.  Rosenau  formerly  of  Lincoln  has  be- 
come connected  with  the  Scottsbluff  clinic,  taking 
the  place  of  Dr.  H.  D.  Frazier. 

Dr.  and  Mrs.  0.  A.  Reinhard  and  family  returned 
recently  from  a vacation  spent  at  the  Wisconsin 
Lakes  and  Vincennes,  Indiana. 

Dr.  and  Mrs.  I.  C.  Munger  returned  to  their  home 
in  Lincoln  August  31  from  a five  weeks  sojourn  at 
Brookside  cottage  at  Meeker  Park. 

Dr.  Frank  H.  Tanner,  former  resident  in  pathology 
at  University  Hospital,  Omaha,  is  now  connected 
with  the  Mayo  Foundation,  Rochester,  Minn. 


(Continued  on  page  xvii) 
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CLEAN,  PLEASANT  ODOR 
NON-IRRITATING 
RAPIDLY  EFFECTIVE 

If  you  would  like  to  give  it  a 
test,  send  20c  to  cover  hand- 
ling and  we  will  mail  enough 
for  one  adult  treatment. 

*Reprint  on  request. 
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CAPUT  APPLICATOR 

For  effective  application  of  Short  Wave  Therapy  to  the  Sinus, 
Antrums,  Eyes,  Throat  and  Neck  WITH  ANY  MAKE  OF 
SHORT-WAVE  APPARATUS. 


★ 

TEN  OUTSTANDING 
ADVANTAGES 


1.  Puts  the  heat  where 
it  is  wanted,  and 
ONLY  where  wanted. 

2.  Does  not  need  to  be 
tied  or  strapped  in 
place. 

3.  Permits  of  treatment 
with  patient  in  posi- 
tion for  best  drainage. 

4.  Easily  adjusted  to  fit 
irregular  contours. 

5.  Sanitary  spacing  cov- 
ers absorb  perspira- 
tion and  afford  sani- 
tary application. 


6.  Quickly  fitted  to  any 
type  of  face. 

7.  Sanitary  spacing  cov- 
ers may  be  quickly 
replaced'  after  each 
treatment. 

S.  Indispensable  in  the 
treatment  of  many 
conditions  in  addition 
to  sinusitis. 

9.  Effective  for  painless 
treatment  of  especial- 
ly sensitive  sinus  and 
antra. 

10.  Efficient  opera- 
tion from  any  make  of 
Short-Wave  Diatherm. 
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Cook  County 

Graduate  School  of  Medicine 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit. 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical 
Technique  with  practice  on  living  tissue,  starting 
every  two  weeks.  General  Courses  One,  Two,  Three 
and  Six  Months  ; Clinical  Courses ; Special  Courses. 
Personal  Course  Thyroid  Surgery  October  28th.  Rectal 
Surgery  every  week. 

MEDICINE — Two  Weeks  Course  in  Gastro-Enterology 
starting  October  21st.  One  Month  Course  in  Electro- 
cardiography and  Heart  Disease  every  month,  except 
August  and  December. 

FRACTURES  AND  TRAUMATIC  SURGERY— Informal 
Course  every  week.  Special  Courses  may  be  arranged. 

GYNECOLOGY — Clinical  Diagnostic  and  Didactic  Course 
every  week. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
October  21st.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Informal  and  Personal  Courses 
every  week. 

OPHTHALMOLOGY — Informal  Course  every  week.  Re- 
fraction Course  starting  October  14th. 

ROENTGENOLOGY — Courses  in  X-Ray  Interpretation, 
Fluoroscopy,  Deep  X-Ray  Therapy  every  week. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine,  Surgery  and  the  Specialties. 

TEACHING  FACULTY 
Attending  Staff  of  Cook  County  Hospital 

Address 

REGISTRAR 

427  South  Honore  Street,  Chicago,  Illinois 

V ^ 


86c  out  of  each  $1.  00  gross  income  used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


Hospital,  Accident,  Sickness 

INSURANCE 

For  ethical  practitioners  exclusively 

(52,000  POLICIES  IN  FORCE) 


Liberal  Hospital  Expense 
Coverage 

For 

$10.00 
per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$33.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$66.00 
per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$99.00 

per  year 

38  pears  under  the  same  management 

$1,850,000  INVESTED  ASSETS 
$9,500,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the- beginning  day  of  disability. 

Send  for  applications.  Doctor , to 
4C0  First  National  Bank  Bldg.,  Omaha,  Nebraska 
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(Continued  from  page  xv) 

Dr.  Marshall  Neely,  Lincoln,  spent  two  weeks  in 
August  with  his  family,  at  Shell  Lake,  Wis. 

Dr.  Lloyd  L.  Thompson  of  West  Point  took  a five 
weeks  post-graduate  course  in  obstetrics  at  the  Chi- 
cago Lying  In  Hospital  in  July. 

Dr.  Paul  Read,  Omaha,  has  been  appointed  team 
physician  for  Omaha  Municipal  University’s  foot- 
ball squad,  succeeding  Dr.  Edward  Thompson. 

Dr.  W.  H.  Saylor  of  Bruning,  who  has  been  ill 
with  acute  sciatica,  returned  from  the  Blue  Valley 
Hospital  at  Hebron  recently,  to  resume  his  practice. 

Dr.  F.  W.  Buckley,  Beatrice,  and  Dr.  H.  D.  Runty, 
Dewitt,  spent  several  days  in  September  attending 
a meeting  of  the  American  Association  of  Railway 
Surgeons  in  Chicago. 

A lone  bandit,  under  cover  of  darkness,  entered  St. 
John’s  hospital  in  Hartington  recently  and  forced 
Dr.  J.  M.  Johnson  and  Nurse  Anna  Lubely  to  part 
with  approximately  $56.00  in  cash. 

The  sympathy  of  the  Journal  goes  to  Dr.  Claude 
W.  Mason,  Omaha,  on  the  death  of  his  beloved  wife 
on  September  9,  and  to  Dr.  Robert  Taylor  of  Be- 
atrice upon  the  death  of  his  wife  on  August  16. 

Changes  in  location:  Dr.  R.  H.  Sawyer  from  Lin- 
coln to  Bennett;  Dr.  F.  E.  Gordon  from  Allen  to 
Cody,  and  Dr.  Roy  M.  Matson,  who  recently  complet- 
ed his  internship  in  Milwaukee,  is  practicing  in 
Holdrege. 

Dr.  C.  M.  Pierce,  Chadron,  was  elected  Kiwanis 
Rocky  Mountain  district  governor,  and  Dr.  C.  R. 
Watson,  Mitchell,  was  named  lieutenant  governor 
for  the  western  Nebraska  division,  at  a recent  con- 
vention held  in  Scottsbluff. 


DEATHS 

Nelson,  Hugo  Emil,  Sharon  Springs,  Kan.,  formerly 
of  Oakland,  born  in  1871,  graduated  from  Creighton 
School  of  Medicine  in  1902,  practiced  for  some  years 
at  Tilden,  Nebr.,  and  Excelsior  Springs,  Mo.  Died 
September  2,  1940,  in  Kansas.  There  are  no  imme- 
diate survivors. 


Stech,  Joseph  Lawrence,  Council  Bluffs,  born  in 
1896,  graduated  from  Creighton  School  of  Medicine 
in  1921,  practiced  in  Council  Bluffs  shortly  after 
graduation.  At  the  time  of  death  the  doctor  was 
president  of  the  Pottawattamie  County  Medical  So- 
ciety and  instructor  in  clinical  surgery  at  Creighton 
University.  He  died  suddenly  on  September  13,  1940 
of  coronary  disease.  Surviving  are  his  widow,  two 
daughters  and  a son. 


Spicer,  Charles  Ralph,  Hastings,  born  in  Illinois  in 
1870,  attended  Valparaiso  University  in  Indiana  and 
graduated  from  Rush  Medical  College  in  1896.  Fol- 
lowing his  internship  he  studied  in  Dublin,  London 
and  Vienna.  On  his  return  to  this  country  he  prac- 
ticed for  a time  in  Aurora  and  Springfield,  111.  The 
doctor  located  in  Hastings  in  1915  where  he  imme- 
diately became  active  in  medical  society  affairs.  He 
was  past  president  of  the  Adams  County  Medical  So- 
ciety, past  president  to  the  Councillor  District,  and 
for  many  years  was  a member  of  the  board  of  cen- 
sors of  the  Adams  County  Medical  Society.  Death 
occurred  on  August  21,  1940,  from  coronary  disease. 
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Diaphragms  for 

EVERY  Condition 


HOLLAND -RANTOS  offers  a most  com- 
plete line  of  diaphragms.  We  invite 
inquiries  concerning  specific  conditions. 

• • • 

The  H-R  Koromex  diaphragm  (coil 
spring  type)  is  available  in  sizes  from 
No.  50  to  No.  105  mm.,  and  is  indicated 
for  use  in  all  normal  anatomies. 

The  H-R  Mens  in ga  diaphragm  (watch 
or  flat  spring)  is  available  in  sizes  from 
No.  50  to  No.  90  mm.  including  half 
sizes,  and  is  indicated  where  there  is  a 
slight  redundancy  of  the  mucosa  of  the 
retro  pubic  space,  or  a slight  relaxation 
of  the  anterior  vaginal  wall. 

The  H-R  Matrisalus  diaphragm  is 
available  in  sizes— No.  1 to  No.  6 cor- 
responding to  65,  70,  75,  80,  85  and  90 
mm.  This  special  shaped  diaphragm  is 
indicated  in  cases  of  cystocele  or  pro- 
lapse where,  owing  to  relaxed  vaginal 
walls,  the  ordinary  diaphragm  cannot 
be  retained  in  position. 


Send  for  copy  of  "Physician's  Diaphragm  Chart 
and  Fitting  Technique" 


551  FIFTH  AVENUE  • NEW  YORK 
308  WEST  WASHINGTON  ST.  • CHICAGO 
520  WEST  7th  STREET  • LOS  ANGELES 
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Present  Social  Trends  and  the  Future  of 
Medicine" 

DR.  EDWARD  J.  McCORMICK,  A.M.,  M.D., 

F.A.C.S.,  F.I.C.S.  (Geneva) 

Toledo,  Ohio 


The  United  States  of  America  is,  beyond 
all  question  of  doubt,  the  greatest  country  in 
the  world  and  the  greatest  country  in  the 
history  of  the  world!  Its  future  possibili- 
ties, if  the  course  outlined  by  its  founders  is 
pursued,  challenge  the  imagination  of  a mod- 
ern Jules  Verne!  And  why,  we  may  ask, 
are  these  facts  now  beyond  dispute?  The 
answer  is  in  the  Declaration  of  Indepen- 
dence ! 

“We  hold  these  truths  to  be  self  evident : 

1.  That  all  men  are  created  equal; 

2.  That  they  are  endowed  by  their  Crea- 
tor with  certain  inalienable  rights; 

3.  That  among  these  are  life,  liberty  and 
the  pursuit  of  happiness; 

4.  That  to  secure  these  rights,  Govern- 
ments are  instituted  among  men,  deriving 
their  just  powers  from  the  consent  of  the 
governed.” 

Those  who  first  dared  the  threats  of  ocean 
and  the  wildness  of  North  American  shores, 
came  willing  to  sacrifice  and  give  ‘their  all’ 
that  their  children  might  have  outlet  for  in- 
itiative, opportunity,  dignity,  equality,  free- 
dom of  speech,  freedom  of  worship,  freedom 
of  thought,  that  they  might  escape  persecu- 
tion, serfdom,  and  regimentation.  As  a mat- 
ater  of  fact,  they  were  actually  fleeing  from 
the  totalitarian  philosophy  of  their  day  as 
many  Europeans  are  trying  to  escape  it  in 
our  times.  They  realized  that  there  could  be 
no  progress  and  no  enduring  success,  collec- 
tively or  individually,  in  lands  where  class 
hatred  and  discrimination  existed,  where  the 


mentally  and  physically  weak  were  frequent- 
ly born  to  the  sceptre  and  purple  and  where 
man  was  stripped  of  his  likeness  to  God  and 
relegated  to  the  plane  of  the  beast  of  burden. 
They  sought  a government  which  existed  for 
them,  the  people,  they  were  tired  of  existing 
as  pawns  for  a government,  without  right  or 
privilege.  History  is  replete  with  man’s  ef- 
forts to  break  the  chains  of  slavery  and  the 
advance  of  civilization  to  its  present  status  is 
evidence  of  his  success. 

We  Americans  owe  a great  debt  to  those 
pioneer  forefathers  who  recognized  the  ‘in- 
alienable rights’  given  to  man  by  the  Creator 
and  not  by  form  of  government  and  who 
realized  that  men  are  created  equal.  Be- 
cause of  them  and  through  their  efforts,  we 
in  America  have  gained  a higher  degree  of 
social  and  political  equality  than  the  people 
of  any  other  country.  We  are  constantly 
striving  for  equality  of  dignity  and  oppor- 
tunity and  economic  equality  remembering, 
of  course,  that  as  Doctor  Butler  has  said, 
“We  cannot  hope  to  shackle  the  more  effi- 
cient that  they  may  not  outrun  the  less  effi- 
cient.” 

So  Democracy,  a government  ‘by  and  for 
the  people’  was  born  in  America,  fathered 
and  mothered  by  sturdy,  God-loving  men  and 
women  who  then  turned  their  hopeful  faces 
and  strong  bodies  in  the  direction  of  the  set- 
ting sun  to  conquer  the  forests,  the  hills,  the 
swamps,  the  rivers,  the  lakes  and  the  plains. 
They  advanced  from  the  Atlantic  to  the  Pa- 
cific and  ear-marked  for  their  posterity  the 
United  States  of  America!  A free  country 
for  free,  unshackled  people. 
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Because  of  their  desire  for  freedom  and  op- 
portunity, because  they  suffered  untold 
hardships,  because  they  remembered  God 
and  His  law  and  man’s  relationship  to  God, 
because  they  died  on  many  battlefields  to 
gain  their  and  our  ‘inalienable  rights,’  be- 
cause the  Creator  had  fashioned  for  them  a 
rich  country,  we,  of  America,  control  a large 
share  of  the  world’s  gold ; we  use  a great  pro- 
portion of  the  world’s  telephone  and  tele- 
graph facilities,  more  people  in  America  own 
their  own  homes,  possess  stocks  and  bonds 
and  buy  more  insurance  policies  than  the 
people  in  any  other  country  or  group  of  coun- 
tries. Likewise,  we  Americans  operate  the 
greater  percentage  of  the  world’s  motor  cars 
and  it  has  been  said  that  the  housewives  of 
the  State  of  California  own  and  operate  more 
modern  household  equipment  than  any  coun- 
try outside  of  the  United  States.  So  have 
our  schools  and  colleges  come  to  represent 
millions  and  millions  of  dollars  and  our  edu- 
cational systems,  public  and  private,  to  be 
superior  to  those  of  any  other  land  and  some 
of  our  states  to  have  more  and  better  elemen- 
tary schools  and  high  schools  and  colleges 
than  are  possessed  in  some  instances  by  en- 
tire nations.  Our  universities  and  profes- 
sional schools  now  lead  the  world.  Ameri- 
ca’s Cathedrals  and  Art  Museums  can  fear- 
lessly challenge  those  of  the  old  world.  The 
sky  line  of  New  York  City  is  a source  of 
amazement  to  the  educated  European  visitor. 
“See  America  First”  is  good  advice,  for  no- 
where under  Heaven’s  canopy  can  its  won- 
ders, its  advances  be  remotely  approximated. 
We  are  ahead  of  any  country  or  group  of 
countries  in  any  department  of  necessity  or 
luxury  which  one  can  care  to  mention.  God 
has  blessed  us  with  fertile  lands,  with  hills 
that  are  filled  with  gold  and  silver,  with  a 
great  supply  of  timber,  with  coal  and  oil  and 
gas.  The  climate  in  the  United  States  is 
varied  and  one  can  pick  his  or  her  own 
weather  conditions.  These  things,  and  free- 
dom of  speech,  of  the  press,  of  worship  and 
social  and  political  equality,  are  yours  and 
mine,  because  we  live  in  a Democracy!  Our 
engineers,  our  jurists,  our  writers,  our  finan- 
ciers, our  statesmen  and  our  medical  and  sur- 
gical men— though  young  as  groups,  have  in 
every  instance  walked  as  World’s  Masters 
in  their  various  vocations. 

Medicine  in  America  has  been  in  the  van- 
guard of  advance  under  Democracy.  Our 
medical  schools,  our  medical  centers,  our 
great  clinics,  our  hospitals,  are  now  the  envy 


of  the  civilized  world.  Those  who  have  trav- 
eled in  foreign  lands  in  search  of  medical 
lore,  know  this  to  be  true.  The  greatest  ad- 
vances in  medicine  in  the  last  half  century 
have  been  made  here  by  our  physicians  and 
research  workers.  They  have  written  the 
most  brilliant  chapters  in  disease  prevention 
and  therapy  in  the  history  of  medicine. 

In  spite  of  these  facts  and  with  American 
Medicine  at  the  head  of  the  medical  world, 
there  are  those  who  feel  that  the  Doctor’s 
rights  should  be  taken  from  him — medical 
men  regimented,  and  the  treatment  of  the 
sick  taken  over  by  the  government,  the  first 
step  in  Democracy’s  downfall  and  the  begin- 
ning of  the  end  of  initiative  and  progress. 
This  idea  is  based  largely  on  the  fallacious 
thought  that  medical  service  is  not  available 
and  within  the  means  of  a large  percentage 
of  the  people  and  the  idea  is  constantly  em- 
phasized by  self  seeking  politicians,  job  hunt- 
ers and  others  who  are  in  some  instances, 
selfish,  in  others,  uninformed,  and  in  still 
other  instances,  desirous  of  promoting  basic 
changes  which  would  eventually  bring  us  to 
dictatorship  or  to  say  the  least,  wreck  De- 
mocracy! It  is  safe  to  say  that  these  indi- 
viduals will  not  stop  when  medicine  has  been 
socialized. 

Those  who  have  studied  the  medical  situa- 
tion know,  however,  that  “the  number  of 
physicians  in  the  United  States  is  greater  by 
approximately  19,000  than  the  combined 
number  of  physicians  in  Great  Britain,  Ger- 
many, Austria,  France,  Poland,  Belgium  and 
Holland,  despite  the  fact  that  the  combined 
population  in  these  eleven  countries  exceeds 
the  population  of  the  United  States  by  90,- 
000,000.”  In  1886  there  was  one  physician 
for  every  662  persons  in  the  United  States,  in 
1938  there  was  one  physician  for  every  786 
individuals.  In  addition,  there  have  been 
great  improvements  in  transportation  and 
means  of  communication.  In  physician’s 
and  nurse’s  training  and  in  auxiliary  person- 
nel and  equipment,  we  Americans  occupy  a 
position  of  leadership  in  the  medical  world. 
We  have  recognized  quality  rather  than 
quantity  and  medical  standards  and  require- 
ments in  our  country  are  exceptionally  high 
by  comparison  and  well  trained  medical  men 
have  been  distributed  over  our  great  land  to 
the  extent  that  in  1936  there  were  only  241 
counties  in  the  United  States  that  had  more 
than  2000  persons  per  physician,  which  is 
a more  equitable  distribution  than  is  to  be 
found  in  the  older  and  more  thickly  settled 
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countries  of  Europe.  This  has  been  accom- 
plished with  an  elevation  of  medical  educa- 
tion standards  for  the  protection  of  the  pub- 
lic of  our  country  against  treatment  by  phy- 
sicians who  are  inadequately  prepared  and 
gives  assurance  to  all,  throughout  the  land, 
of  the  highest  type  of  medical  training  avail- 
able in  the  world.  It  has  been  pointed  out 
that  trains,  automobiles  and  airplanes  today 
can  bring  patients  a hundred  or  even  a thou- 
sand miles  for  treatment  more  easily  than 
the  patient  of  a generation  ago  could  be 
transported  over  dirt  roads  to  a Doctor  ten 
miles  away  and  yet  the  supply  of  physicians 
in  rural  districts  is  far  better  in  the  United 
States  than  in  any  country  which  boasts 
“State  Medicine”  or  Government  control. 
The  survey  made  by  The  American  Medical 
Association,  with  the  aid  of  State  and  Coun- 
ty Medical  groups,  though  incomplete  on  Au- 
gust 1,  1939,  showed  that  25%  of  physicians 
gave  free  care  to  3,000,000  individuals  and 
rendered  2,000,000  hours  of  free  care  to  hos- 
pitals and  clinics.  It  has  been  estimated 
that  each  day  the  physicians  of  this  country 
contribute  more  than  1,000,000  dollars  in 
medical  service  or  the  staggering  sum  of 
365,000,000  dollars  a year  in  voluntary  free 
service  to  those  unable  to  pay.  Every  Doc- 
tor in  the  country  has  a part  pay  and  a free 
clientele. 

The  elevation  of  standards  in  medicine  in 
our  country  have  progressed  to  a point  where 
a physician  must  meet  certain  requirements 
before  he  can  become  a specialist  in  any  field 
of  medicine  or  surgery.  There  are  now  thir- 
teen boards  which  examine  prospective  spe- 
cialists and  if  found  sufficient  in  all  require- 
ments, certify  him  as  proficient  in  his  spe- 
cialty. The  so-called  general  practitioner  to- 
day is  a man  who  has  completed  high  school, 
college,  medical  school  and  one  or  two  years 
internship  and  taken  post-graduate  work  at 
intervals.  If  he  desires  to  specialize,  several 
additional  years  of  apprenticeship  and  study 
are  necessary.  The  medical  man  of  today 
has  spent  more  time  and  money  learning  his 
profession  than  any  man  in  any  other  profes- 
sion or  business.  The  system  of  private 
practice  in  the  United  States  has  offered  a 
desirable  field,  to  a larger  number  of  indi- 
viduals in  relation  to  the  population,  to  enter 
than  any  country  in  which  State  Medicine 
prevails  and  consequently  we  have  more  and 
better  trained  physicians  per  small  popula- 
tion quota.  Free  choice  of  physicians  makes 
it  possible  for  the  Doctor  to  be  judged  by  his 


patients  and  to  increase  his  practice  accord- 
ing to  his  ability  and  his  willingness  to  serve 
and  this  system  has  gone  further  in  the  con- 
quest of  disease  and  the  postponement  of 
death,  as  shown  by  actual  statistics,  than  the 
systems  in  any  country  that  have  abandoned 
private  practice. 

From  1928  to  1938  there  was  an  increase 
of  61,987  hospital  beds  in  the  United  States. 
During  this  period  the  number  of  unoccupied 
beds  increased  by  8,919.  In  1938,  there  was 
an  average  daily  census  of  132,454  empty 
beds  in  general  hospitals.  A study  of  the 
distribution  of  hospitals  shows  that  less  than 
3,000,000  persons  throughout  the  vast  area 
of  the  United  States  are  further  than  thirty 
miles  from  a hospital  registered  by  the 
American  Medical  Association.  We  can 
rightfully  ask,  therefore,  why  the  proposed 
unwarranted  expenditure  of  your  monies  and 
mine  for  additional  hospital  beds  when  no 
real  need  has  been  shown  ? And  why  should 
the  government  be  expected  to  become  the 
competitor  of  the  private  hospitals  which 
have  been  serving  and  struggling  and  sacri- 
ficing through  the  years?  In  1938  there 
were  132,454  empty  beds  each  day  in  our  gen- 
eral hospital — if  present  construction  trends 
continue,  there  would  be  147,000  vacancies  in 
1942,  but  if  the  proposed  construction  pro- 
gram, now  before  our  country’s  law  makers, 
comes  to  pass,  we  would  have  526,000  general 
hospital  beds  with  a probable  corresponding 
increase  in  vacancies. 

Much  has  been  said  about  morbidity  and 
morality  in  states  where  the  population  has 
lower  incomes,  and  this  has  been  advanced 
as  an  argument  in  favor  of  government  medi- 
cine. But  no  amount  of  physicians  and 
building  of  additional  hospitals  will  substi- 
tute for  lack  of  food,  clothing  and  housing. 
Give  the  people  of  these  localities  health  edu- 
cation, proper  and  decent  food,  clean  homes, 
toilet  facilities  and  shoes  and  decent  wages, 
and  the  incidence  of  malaria,  hookworm  and 
pellagra  and  other  diseases  will  decline,  Sen- 
ator Wagner  to  the  contrary  notwithstand 
ing!  Recent  death  rate  statistics  prove  that 
despite  our  large  Negro  population,  which  in 
some  localities  has  a death  rate  of  twice  the 
white  population,  we  in  America  have  accom- 
plished more  than  any  other  large  nation  and 
it  is  pertinent  to  observe  that  in  Australia 
and  New  Zealand,  which  countries  have  for 
years  had  the  lowest  mortality  rates  in  the 
world  for  the  entire  population  and  also  for 
mothers  and  infants,  that  those  who  have 
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sought  political  and  financial  advantage  from 
sickness  insurance  and  government  medical 
control  have  never  ceased  to  fight  to  obtain 
it  and  Australia  having  spent  $5,000,000  in 
preparation  for  its  introduction  became  con- 
vinced of  its  undesirability  and  early  in  1939 
the  Government  withdrew  its  support. 

I tell  you  of  America’s  Supremacy  and 
Greatness  and  of  Medicine’s  development  to 
focus  your  attention  upon  the  fact  that  under 
Democracy  a free  people  have  captured  world 
leadership  in  all  phases  of  human  endeavor. 
To  the  shores  of  this  land  of  ours  have  come 
men  and  women  who  have  realized  that  here 
the  rail  splitter  would  be  given  equal  oppor- 
tunity to  prove  himself  worthy  of  the  high- 
est office  in  the  land.  Initiative  of  the  indi- 
vidual has  not  been  curtailed  and  America  is 
today  the  youngest,  yet  the  greatest  of  coun- 
tries. 

Despite  legion  evidence  of  development, 
prosperity  and  world  leadership,  we  now  find 
Democracy  and  all  that  it  represents  threat- 
ened in  many  and  devious  ways  and  there  is 
danger,  unless  we  become  less  complacent, 
that  the  very  medium  which  made  us  great 
in  art,  in  °c!e^c3  in  finance  and  in  medicine, 
will  be  taken  from  us. 

I have  but  to  remind  you  that  in  our  public 
school  systems  and  in  our  great  colleges  and 
universities  there  are  men  and  women  who 
have  cast  God  out  of  their  hearts,  who  have 
turned  their  backs  upon  ‘Government  by  and 
for  the  people,’  and  who  are  openly  advocat- 
ing changes  in  our  form  of  government,  that 
to  say  the  least,  would  bring  us  to  the  brink 
of  Communism  and  Totalitarianism.  Like 
individuals  have  made  their  ways  into  City, 
State  and  Governmental  agencies,  they  are 
holding  offices  in  labor  unions,  stirring  up 
strife  and  discord  and  doing  everything  pos- 
sible to  interfere  with  Economic  progress  to 
the  end  that  Democracy  may  be  discredited. 
I have  said  many  times  that  labor  is  the 
backbone  of  Democracy.  We  know  that  un- 
der Democracy,  labor  has  made  great  strides 
and  that  the  laboring  man  occupies  a position 
in  this  country  far  above  the  plane  on  which 
he  is  placed  in  any  other  land,  but  you  know 
and  I know  that  unless  labor  relieves  itself 
of  the  services  of  Communistic  racketeers, 
that  the  failure  of  labor  is  inevitable. 

Recent  investigations  point  to  the  so-called 
Worker’s  Alliance,  an  organization  composed 
largely  of  WPA  workers,  as  being  dominated 
by  Communistic  individuals  who  are  sowing 


seeds  of  discord,  stirring  up  class  hatred  and 
planning  interference  with  all  the  orderly 
principles  of  government,  preaching  Commu- 
nism to  its  members,  opposing  all  the  ideals 
of  Americanism,  and  encouraging  the  work- 
ers to  scuttle  the  very  ship  that  has  saved 
them.  I can  but  remind  you  this  evening 
that  one  of  the  leaders  of  this  sort  of  thing 
in  America  has  written  in  his  book,  “the  rev- 
olution does  not  simply  happen,  it  must  be 
made.”  Documentary  evidence  of  the  Dies’ 
Committee  indicates  that  “Communist  lead- 
ers assumed  great  credit  for  the  organiza- 
tion of  steel,  automobile,  and  other  industries 
and  the  direction  of  the  strikes  which  fol- 
lowed.” “This  Committee  has  established,” 
one  reads  in  its  report,  “on  the  basis  of  the 
Communist  Party’s  own  literature,  that 
Communists  are  actively  boring  from  within 
churches,  schools,  youth  organizations  and 
every  other  organization  and  institution  into 
which  they  can  find  entrance.”  I feel  that 
they  are  boring  from  within  as  far  as  medi- 
cine is  concerned.  All  reports  indicate  that 
the  largest  of  Communist  front  movements 
in  the  United  States  is  the  American  League 
for  Peace  and  Democracy,  formerly  known  as 
the  League  Against  War  and  Fascism.  Sec- 
ond only  to  this  organization  is  the  Worker’s 
Alliance.  Communism  is  definitely  on  the 
march  in  America.  Likewise,  I would  warn 
you  that  the  godless  philosophy  which  has 
worked  its  reign  of  terror  in  Germany,  is 
rapidly  penetrating  the  United  States  and 
that  many  Fascists  organizations,  disguised 
as  patriotic  and  Christian  groups,  are  spread- 
ing a type  of  hatred  and  intolerance  which  is 
incubated  on  foreign  soil  and  brought  here  to 
grow  and  foreign  Dictators  are  using  and  will 
use  every  possible  method  to  cause  disinte- 
gration of  Democracy  in  the  United  States  of 
America.  The  future  of  Dictators  is  in  dan- 
ger so  long  as  a free  nation  exists  marching 
on  to  greater  triumphs ! The  German  Amer- 
ican Bund  and  the  Italian  Black  Shirts  have 
no  place  in  the  United  States  but  they  are 
here. 

Can  any  sane  American  question  the  ad- 
vance of  Paternalism,  of  Socialistic  tenden- 
cies and  Communistic  teachings?  And  who 
is  there  with  the  courage  to  state  that  so- 
cialized medicine  is  not  a part  of  this  type  of 
philosophy?  When  Government  takes  over 
medical  facilities  and  personnel,  it  is  only  a 
step  to  similar  control  of  Dentistry,  Law  and 
Business.  Socialized  Medicine  forms  the 
opening  wedge,  not  only  for  the  loss  of  in- 
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itiative  and  progress  in  medicine,  but  the  loss 
of  initiative  and  progress  in  other  fields.  It 
is  sponsored  largely  by  job  seekers  and  poli- 
ticians who  know  little  or  nothing  of  medi- 
cine but  who  desire  to  create  another  politi- 
cal football  and  build  a greater  stadium  for 
the  massacre  of  the  hapless  tax  payer. 

We  voters,  whether  Republicans  or  Demo- 
crats, must  soon  realize  that  genuine  pros- 
perity must  come  from  the  productive  indus- 
try of  the  citizens  of  our  Republic.  The 
Twentieth  Century  Fund  has  said,  “That  in 
the  long  run  no  Government  can  continue 
year  after  year  to  incur  substantial  deficits 
and  to  increase  its  debts  steadily  if  it  wishes 
to  maintain  its  credit.”  It  likewise  states 
that  the  total  government  debts,  of  all  gov- 
ernments. in  the  United  States,  “are  the  larg- 
est that  any  nation  has  ever  had.”  It  is  fal- 
lacious indeed  to  believe,  as  The  Honorable 
Harry  Byrd  has  said,  “that  a national  debt 
is  a national  blessing  and  that  recovery  is 
born  of  debts  and  deficits.”  The  proponents 
of  the  Wagner  Bill  have  the  courage  to  pro- 
pose to  appropriate  over  $600,000,000  for  its 
purposes  and  it  is  likely  that  the  cost  will  ex- 
ceed even  the  report  of  the  Technical  Com- 
mittee on  Medical  care  of  the  Inter-depart- 
mental Committee  on  Coordination  of  Health 
and  Welfare  Activities  of  the  Federal  Gov- 
ernment, which  estimates  that  the  Wagner 
Bill,  for  the  period  of  1939-1942,  would  re- 
quire $1,700,000,000.  It  is  entirely  in  the 
realm  of  possibility  that  the  Wagner  Bill  pro- 
gram could  double  the  present  federal  budget 
within  the  next  decade.  “Serious  depression 
occurred  in  the  summer  of  1937”  according 
to  a bulletin  of  The  Ohio  State  Chamber  of 
Commerce,  “and  in  the  opinion  of  business 
and  tax  students,  this  depression  was  chiefly 
caused  by  excessive  tax  burden  imposed  by 
the  Social  Security  Act,  together  with  other 
high  federal  taxes  imposed  upon  business.” 
Can  the  United  States  stand  the  shock  of  the 
Wagner  program  without  another  depres- 
sion? The  school  child  could  answer  that 
question ! 

Knowing  that  local  medical  facilities  are 
adequate  in  the  vast  majority  of  all  of  our 
subdivisions,  that  local  administration  of 
health  matters  in  the  various  states  is  to  be 
preferred  and  feeling  that  Federal  interfer- 
ence is  not  needed  and  that  all  states  can  in- 
telligently look  after  the  medical  needs  of 
their  indigent  and  realizing  that  no  adequate 
survey  of  supposed  needs  has  been  made, 
feeling  that  thousands  of  private  institutions 


should  not  be  forced  to  compete  with  govern- 
ment institutions,  recognizing  the  fact  that 
the  great  structure  of  Medicine  in  our  nation 
would  be  destroyed  and  inferior  service  giv- 
en to  all  the  people,  and  resenting  political 
domination  and  useless  expenditure  of  gov- 
ernment’s funds,  our  money,  and  gigantic  in- 
crease in  the  nation’s  debt — believing  that 
socialization  of  medicine  is  the  first  blow  at 
the  foundation  of  Democracy,  we,  as  citizens 
and  physicians,  are  in  duty  bound  to  condemn 
State  Bill  1620,  known  as  the  Wagner  Bill, 
or  any  other  similar  bill  designed  to  under- 
mine medicine  and  eventually  destroy  our 
Democracy.  Our  system  of  Free  Enterprise 
is  at  stake. 

Every  man  and  woman  should  give  a part 
of  his  or  her  time  each  day  to  an  interest  in 
City,  County,  State  and  National  Govern- 
ment. Democracy  has  and  will  continue  to 
function  if  each  one  of  us  will  take  the  time 
and  trouble  to  do  his  duty.  Phys:cians  must 
come  to  realize  that  while  they  were  born  to 
heal,  that  they  must  likewise  do  their  share 
in  the  preservation,  not  only  of  the  sacred 
traditions  of  medicine,  but  in  the  preserva- 
tion of  the  rights  of  man.  Democracy  in 
America  is  at  the  Crossroads!  Shall  you 
and  I permit  the  selfish,  the  unthinking  and 
the  un-American  to  guide  her  onto  the  road 
of  Socialized  Medicine  in  the  direction  of  To- 
talitarianism and  Communism  or  shall  we 
take  our  places  in  the  political  picture  and 
fight  for  Democracy,  the  very  soul  of  Ameri- 
can greatness  and  leadership? 
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Late  in  September  President  Roosevelt  ap- 
pointed a committee  to  cooperate  with  the 
defense  commission  on  all  phases  of  public 
health  as  an  additional  means  of  strengthen- 
ing the  nation  for  any  emergency.  Dr.  Irvin 
Abell  of  Louisville,  Ivy.,  is  chairman  of  this 
board.  Serving  with  Dr.  Abell  are  Dr.  Lewis 
H.  Weed  of  the  National  Research  council; 
Rear  Admiral  Ross  T.  Mclntire,  Maj.  Gen. 
James  C.  Magee,  and  Dr.  Thomas  Parran. 
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Sulfapyridine  has  been  given  orally  and 
intravenously  since  it  was  made  available  for 
use  in  1939.  There  have  been  no  reports  of 
the  intramuscular  use  of  the  drug  in  the 
American  literature.  Gaisford  of  England, 
however,  has  reported  his  preference  for  this 
route.  Because  of  lack  of  experience  in  the 
United  States,  at  least,  concerning  this  route 
of  administration  and  fear  that  it  would  not 
be  a safe  means  of  giving  the  drug,  directions 
have  been  given  by  manufacturers  to  physi- 
cians warning  against  the  intramuscular 
route. 

The  authors  have  been  studying  the  clini- 
cal and  toxic  effects  of  this  drug  since  it 
became  available.!  Various  means  of  ad- 
ministration have  been  employed ; namely : 
orally,  intravenously,  subcutaneously  in  weak 
salt  solution,  and  intramuscularly.  It  was 
noted  by  us  after  many  administrations  of 
the  drug  deep  into  the  muscle,  that  no  local 
irritation  or  tumefaction  resulted  and  that 
the  clinical  effects  were  equal  to  those  ob- 
tained under  other  regimes.  The  detailed 
report  of  this  work  will  soon  be  published 
elsewhere. 

If  it  can  be  shown  that  the  intramuscular 
administration  of  sodium  sulfapyridine  is  a 
safe  procedure,  the  technical  advantages  are 
many.  It  has  been  noted  that  adequate 
blood  levels  (3  to  10  mg.  per  cent)  of  the 
drug  in  the  blood  may  be  obtained  promptly 
by  this  method.  Also,  once  the  level  is 
reached,  it  can  be  maintained  for  more  pro- 
longed periods  than  when  given  intravenous- 
ly. Gastro-intestinal  reactions  are  almost 
entirely  avoided.  Nausea,  normally  a con- 
stant symptom  when  the  drug  is  given  oral- 
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ly,  does  not  occur.  Vomiting  likewise  seldom 
is  noted.  The  treatment  of  comatose  patients 
is  made  easier,  since  it  is  difficult  and  un- 
wise to  introduce  drugs  into  the  stomach  by 
tube,  because  of  the  danger  of  aspiration  into 
the  lungs.  Old  persons  with  tortuous  and 
sclerotic  vessels,  infants,  children,  and  wom- 
en with  inconspicuous  veins,  or  persons  with 
fat  arms  are  poor  subjects  for  intravenous 
therapy.  A safe  alternative  route  may  be 
found  in  the  intramusclar  method  without 
losing  any  of  the  advantages  obtained  by 
other  means  of  giving  the  drug. 

A 33Vs  per  cent  solution  of  sulfapyridine 
in  sterile  water  was  prepared  with  each  dose 
of  the  drug.  This  preparation  was  injected 
deeply  into  the  gluteal  or  thigh  muscles.  Care 
must  be  taken  to  prevent  any  of  the  material 
being  deposited  in  the  subcutaneous  tissue 
through  the  needle  tract  either  upon  injec- 
tion or  withdrawal  of  the  needle.  Each  cubic 
centimeter  of  the  solution  contains  0.33  gm. 
At  the  first  injection  6 to  10  cc.  were  given 
followed  by  3 cc.  every  four  hours  until  the 
temperature  was  normal  for  twenty-four 
hours.  Thereafter  the  dose  was  reduced  one- 
half  and  continued  for  the  next  five  or  six 
days.  This  treatment  has  been  emploved  in 
the  management  of  pneumonia,  undulant 
fever,  appendicitis  with  peritonitis,  ab- 
scesses, pyelitis,  typhoid  fever,  gonorrhea, 
sinusitis,  and  many  other  diseases. 

CONCLUSIONS 

1.  There  are  many  technical  advantages  in 
this  route  of  administration. 

2.  Intramuscular  injections  of  sulfapyri- 
dine are  safe,  if  given  deep  into  the  muscles. 

3.  Clinical  results  are  parallel  to  those  ob- 
tained by  orally  administered  sulfapyridine. 


Among  Nebraskans  attending  the  Ameri- 
can Association  of  Railway  Surgeons  in  Chi- 
cago in  September  were:  Drs.  J.  S.  Broz,  W. 


J.  Arrasmith,  Earle  Johnson,  Ted  Riddell, 
Theo  A.  Peterson,  P.  A.  De  Ogny,  W.  S.  Wig- 
gins. 
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Impalement  of  the  Rectum  With 
Intra-abdominal  Rupture 

A Report  of  Three  Cases 

M.  C.  JAMES,  M.  D. 

Columbus,  Nebr. 


A great  number  of  isolated  cases  of  rectal 
injury  by  impalement  have  been  reported  in 
recent  years.  Apparently  there  has  been  no 
critical  compilation  since  that  of  Habhegger’s 
in  1912(1L  Clagett(2)  recently  stated  that 
probably  more  than  two  hundred  cases  have 
been  reported  since  that  date.  Yet  in  spite  of 
the  apparent  frequency,  the  actual  incidence 
is  low  enough  to  class  the  injury  as  uncom- 
mon. 

Males  are  more  prone  to  the  accident  than 
females.  Of  all  occupations,  farming  seems 
to  take  first  place.  Many  of  the  injuries  have 
occurred  during  haymaking;  the  handles  of 
handforks  and  hayrakes,  common  tools  used 
at  that  time,  are  often  mentioned  in  reports. 
Fencepickets,  iron  rods,  stakes,  chair  legs,  a 
broom  handle ( 3 4),  a mop  handle (5),  and  the 
tripod  of  a flag  standard (6>  used  by  linemen 
have  been  characteristic  offending  objects. 

The  extent  and  character  of  injury  are  in- 
fluenced by  such  factors  as  the  height  of  the 
fall,  the  weight  of  the  patient,  the  shape  and 
length  of  the  impaling  object. 

Such  injuries  are  classified  as  (1)  intra- 
peritoneal  and  (2)  extraperitoneal,  depending 
upon  whether  or  not  the  abdominal  cavity  is 
entered.  It  is  to  the  more  serious  group  of 
intraperitoneal  ruptures  by  impalement  that 
the  author  wishes  to  add  a report  of  three 
cases. 

In  the  intraperitoneal  group,  if  the  im- 
palement is  directly  through  the  anal  canal 
the  most  common  site  of  rectal  rupture 
is  on  the  anterior  wall,  about  2 V2  to  31/2  inches 
from  the  anus,  although  other  regions  may 
suffer.  The  funnel-like  contour  between  the 
tuberosities,  the  direction  of  the  anal  canal 
and,  principally,  the  rather  sharp  lower  curve 
of  the  rectum  are  influencing  mechanical  fac- 
tors in  determining  this  site.  In  each  one  of 
the  three  cases  herein  mentioned,  the  rupture 
was  at  this  point.  If  impalement  is  on  a sharp 
object,  the  perineum  may  first  be  pierced  and 
one  or  more  wounds  be  made  in  the  rectum 
itself,  as  in  the  case  of  Ravenel’s  patient  who 
fell  backward  upon  the  sharp  end  of  a pick- 
axe(7). 


The  immediate  symptoms  are  often  quite 
mild.  If  there  is  severe  intra-abdominal  in- 
jury, there  may  be  shock.  Two  of  the  pa- 
tients of  this  series  did  not  feel  any  severe 
pain  immediately  but  walked  quite  a distance 
after  the  injury.  The  third,  having  intra-ab- 
dominal trauma  in  addition  to  the  rectal  rup- 
ture, had  an  immediate  feeling  of  faintness, 
severe  pain,  was  pale,  and  in  mild  shock. 
There  is  usually  perineal  soreness  and  burn- 
ing, perhaps  a feeling  of  rectal  pressure  and 
desire  to  defecate,  and  later  the  develop- 
ment of  symptoms  of  peritonitis — pain,  nau- 
sea, and  vomiting. 

The  diagnosis  may  be  suspected  on  the  his- 
tory. There  is  usually  present  evidence  of 
perineal  or  anoperineal  injury;  a wound,  if 
the  object  was  sharp;  relaxed  sphincters, 
perianal  ecchymosis  and  discoloration,  if  the 
object  has  entered  the  anal  canal.  There  is 
blood  at  the  anal  orifice.  The  gloved  finger 
should  be  introduced  and  one  may  feel  the 
lower  margin  of  a rectal  tear,  and  during 
this  examination  palpation  for  any  foreign 
body  should  be  made.  Low  abdominal  ten- 
derness and  rigidity  are  present.  Laboratory 
aids  are  blood  counts  and  urinalysis,  the 
blood  counts  showing  a leukocytosis  in  the 
presence  of  a developing  peritonitis.  As  the 
bladder  is  the  most  common  intra-abdominal 
organ  wounded  in  such  cases,  one  should  in- 
quire into  the  history  of  micturition  after 
the  injury.  The  passage  of  gross  blood  is 
strong  evidence  for  bladder  rupture.  The 
passage  of  clear  urine  is  evidence  against  it. 
It  is  conceivable  that  in  cases  with  a few 
red  blood  cells  in  the  urine,  which  may  have 
been  caused  by  a minute  puncture  or  bruise 
of  the  bladder  wall,  cystoscopic  examination 
should  be  carried  out.  As  to  the  necessity 
for  the  use  of  the  proctoscope  routinely,  we 
feel  considerable  doubt.  If  it  is  used,  it  should 
be  done  with  the  greatest  of  care.  In  two  of 
these  patients,  it  was  used  in  an  attempt  to 
outline  the  exact  extent  of  the  injury  but 
without  complete  satisfaction.  The  process 
was  extremely  painful.  One  is  dealing  with 
a blood-smeared  mucous  membrane,  and 
without  the  use  of  dilitation  by  air,  which  we 
feel  is  contraindicated,  visualization  is  not 
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the  clearest.  Moreover,  the  beak  of  the  in- 
strument may  enter  through  the  rectal 
wound  into  the  peritoneal  cavity.  In  the 
third  case  instead  of  using  a proctoscope,  the 
bivalve  speculum  with  reflected  light  was 
used,  and  by  gentle  sponging  with  moist  pled- 
gets the  wound  of  the  anterior  wall  was  clear- 
ly outlined.  Obviously  all  wounds  could  not 
be  so  easily  located  by  the  bivalve  speculum 
and  a proctoscope  may  be  of  extreme  value. 

The  treatment  of  intra-abdominal  injury 
of  the  rectum  is  surgical  and  consists  in  the 
treatment  of  the  perineal  wound,  if  any,  with 
removal  of  any  foreign  body  and  prompt 
laporotomy  with  repair  of  the  rent  in  the 
peritoneum,  search  for  and  repair  of  any  as- 
sociated intra-abdominal  injury,  and  ade- 
quate drainage  of  the  pelvic  cavity.  Spinal 
anesthesia  is  indicated  because  of  its  material 
aid  to  the  operator  in  working  deep  in  the  pel- 
vis. A deep  Trendelenburg  position  should 
be  mentioned  as  an  additional  practical  aid. 
Common  logical  practice  is  the  immediate  ad- 
ministration of  a prophylactic  dose  of  Tetan- 
us-gas gangrene  antitoxin  combined.  As  to 
the  temporary  colostomy,  it  should  be  done 
to  short  circuit  the  fecal  current  in  cases  of 
extensive  rectal  damage.  It  was  not  done  in 
any  of  the  present  series.  Tube  cecostomy, 
however,  was  done  in  one  case  as  an  addi- 
tional treatment  for  the  already-existing, 
widespread  peritonitis.  As  to  the  suture  of 
the  rectal  wound,  it  seems  contraindicated. 
It  was  not  done  in  any  of  these  cases.  There 
was  extreme  relaxation  of  the  anal  sphincters 
in  all,  which  condition  apparently  insured 
adequate  drainage  without  the  necessity  of 
incision  of  the  sphincters. 

Case  I.  O.  H.  E.,  farmer,  46  years  old,  entered 
St.  Mary’s  hospital  at  6:00  p.  m.,  August  15,  1935, 
about  one  hour  after  his  accident.  While  making  hay 
and  descending  the  ladder  on  the  side  of  his  wagon, 
he  swung  himself  free  to  jump  to  the  ground  and  im- 
paled himself  upon  the  handle  of  a pitchfork  which 
was  sticking  upright.  He  immediately  fell  to  the 
ground,  was  extremely  faint,  and  had  severe  low  ab- 
dominal pain.  He  was  lifted  into  a car  and  taken 
home.  A companion  stated  that  the  handle  of  the 
fork  was  bloody  a distance  of  about  eight  inches. 
When  he  reached  the  hospital,  he  was  quite  pale  and 
complained  of  severe  low  abdominal  and  perineal 
pain.  Temperature  was  99.8,  pulse  70,  respiration 
24,  Wbc  7,000,  Hgb.  80. 

There  was  extreme  tenderness  in  the  low 
abdomen  with  muscular  rigidity.  There  was 
ecchymosis  around  the  anus  with  several 
superficial  radiating  fractures  in  the  muco- 
cutaneous line.  Extreme  laxity  of  the  sphinc- 
ters was  noted,  and  a slight  oozing  of  blood 


from  the  anus.  Proctoscopic  showed  a rent 
in  the  anterior  wall,  probably  three  inches 
from  the  anus.  By  palpation,  no  foreign 
body  could  be  felt.  He  passed  clear  urine 
without  difficulty.  Shock  was  combatted  by 
the  administration  of  morphine  and  intra- 
venous solutions.  Four  hours  after  admis- 
sion under  spinal  anesthesia,  suprapubic  in- 
cision was  made.  There  was  some  free  blood 
in  the  abdominal  cavity,  throughout  the 
omentum,  and  over  the  coils  of  small  intes- 
tine. Being  placed  in  a deep  Trendelenburg 
position,  the  culdesac  was  cleared  and  a rent 
in  the  peritoneum,  l1/?  inches  in  length,  was 
discovered  over  the  anterior  rectal  wall.  Rais- 
ing the  edges  of  this  rent,  the  left  lobe  of  the 
prostate  and  the  left  seminal  vesicle  were  vis- 
ible in  the  wound  but  apparently  uninjured. 
The  rent  in  the  peritoneum  was  closed  with 
No.  0 plain  catgut.  No  attempt  was  made  to 
suture  the  underlying  rectal  wall.  Further 
inspection  showed  an  irregular  tear  four 
inches  in  length  in  the  mesentery  of  the  sig- 
moid, bleeding  rather  profusely.  Individual 
vessels  in  the  edges  of  the  rent  were  tied  and 
the  opening  closed.  No  further  intra-abdom- 
inal injury  could  be  found.  A large  piece  of 
rubber  dam  was  placed  across  the  pelvis,  and 
below  this  into  the  culdesac  were  placed  two 
Penrose  drains,  a No.  18  catheter,  and  many 
pieces  of  selvedged  gauze  loosely  packed.  The 
abdomen  was  closed  in  layers  about  the 
drains  in  the  lower  angle  of  the  wound.  A 
rectal  pack  of  vaseline  gauze  was  placed. 
Cololysate  20  cc.,  was  introduced  into  the 
catheter  on  the  table,  this  to  be  repeated  on 
succeeding  days  for  six  doses.  Patient  re- 
ceived a prophylactic  dose  of  Tetanus-gas 
gangrene  antitoxin  combined. 

The  convalescence  was  satisfactory  — no 
general  peritonitis  developed.  He  was  taking 
water  after  48  hours.  The  rectal  pack  was 
removed  on  the  4th  day.  He  had  a large  stool 
on  the  6th  day.  All  of  the  abdominal  drains 
were  out  by  the  10th  day  at  which  time  he 
was  fever  free.  The  highest  evening  temp- 
erature was  102  on  the  second  postoperative 
day.  There  was  prolonged  drainage  from  the 
abdominal  sinus,  at  first  quite  profuse.  The 
wound  was  not  healed  until  the  44th  day.  He 
was  discharged  on  September  29th  — 6*4 
weeks  in  the  hospital.  When  last  examined, 
December  28,  1936,  he  was  in  excellent  con- 
dition and  had  no  complaint.  He  has  re- 
mained well  since. 

Case  II.  V.  K.,  17  year  old  farm  boy  was  admitted 
to  St.  Mary’s  hospital  August  17,  1935,  at  11:00 
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p.  m. — seven  hours  after  his  accident.  He  was  re- 
ferred by  Dr.  Homer  Davis.  He  had  slid  from  a 
haystack  about  10  feet  high  and  had  impaled  him- 
self on  the  handle  of  a pitchfork  which  had  been 
leaning  against  the  stack.  He  had  moderate  pain. 
Some  fellow  workers  pulled  the  handle  of  the  fork 
from  his  rectum  and  thought  it  had  entered  from 
6 to  8 inches.  He  walked  some  distance  across  the 
field  to  the  house,  and  then  was  taken  to  the  doctor’s 
office.  By  that  time  he  had  severe  pain  in  his  ab- 
domen. It  required  one-half  grain  of  morphine  to 
quiet  him.  On  admission,  the  patient  was  in  severe 
pain  and  was  vomiting.  His  temperature  was  101.5, 
pulse  90,  respiration  26.  He  gave  a history  of  hav- 
ing voided  without  difficulty  but  a catheterized  spec- 
imen was  obtained  and  examined.  It  was  free  of 
blood.  His  lower  abdomen  was  extremely  tender 
and  rigid.  Perianal  ecchymosis  was  evident  and 
there  was  slight  sanguinous  discharge  from  the  anus. 
The  anal  sphincters  were  extremely  relaxed  and 
radiating  small  fresh  fissures  were  seen  at  the  anal 
margin.  No  foreign  body  could  be  felt.  Proctos- 
copic showed,  imperfectly,  a tear  in  the  anterior 
wall,  its  lower  margin  being  about  three  inches  from 
the  anus. 

He  was  operated  at  12:00  midnight  — 8 
hours  after  the  injury.  Under  spinal  anes- 
thesia, a suprapubic  incision  was  made.  A 
small  amount  of  gas  escaped  from  the  inci- 
sion. The  peritoneum  and  small  intestinal 
coils  were  intensely  red.  In  the  deep  Tren- 
delenburg position  the  culdesac  was  cleared 
of  intestinal  coils — the  pelvis  was  full  of 
cloudy,  blood-tinged  fluid,  and  a two-inch 
transverse  rent  in  the  peritoneum  was  found 
over  the  anterior  rectal  wall.  There  were 
small  particles  of  fecal  matter  over  the  coils 
of  intestine  and  pelvic  peritoneum.  Separa- 
tion of  the  edges  of  the  culdesac  tear  showed 
plainly  the  wound  in  the  rectal  wall.  The 
peritoneum  was  sutured  with  No.  0 plain  gut, 
no  attempt  being  made  to  include  the  rectum. 
No  other  intra-abdominal  injury  was  found. 
Because  of  the  widespread  peritonitis  already 
developing,  a cecostomy  with  a large  Pezzer 
catheter  was  done  through  a separate  small 
McBurney  wound.  A rubber  dam  was  placed 
across  the  pelvis,  three  Penrose  drains  and 
several  loose  pieces  of  selvedged  gauze  and  a 
No.  18  catheter  were  placed  deep  into  the  cul- 
desac. The  wound  was  sutured  in  layers 
about  the  drains  in  the  lower  angle  of  the 
wound.  20  cc.  of  Cololysate  was  introduced 
on  the  table  to  be  followed  by  a like  amount 
each  day  for  a total  of  six  days.  A prophy- 
lactic dose  of  Tetanus-gas  gangrene  antitox- 
in combined  was  given  immediately. 

The  patient  did  very  well.  There  was 
prompt  subsidence  of  peritonitis.  He  took 
water  by  mouth  after  48  hours.  He  had 
his  first  stool  on  the  5th  day  and  regular 


bowel  movements  after  that.  The  colostomy 
tube  was  removed  on  the  10th  day.  The  rest 
of  the  abdominal  drains  were  out  in  two 
weeks.  About  this  time,  however,  the  pa- 
tient began  to  have  an  evening  rise  of  temp- 
erature, some  abdominal  pain  and  tenderness, 
and  a localized  abscess  among  the  coils  of 
the  small  intestine  had  to  be  opened  on  the 
24th  postoperative  day.  There  was  no  further 
complication.  He  was  discharged  with  the 
abdominal  wound  healed  after  8 weeks  in  the 
hospital. 

At  examination,  January  29,  1986,  the  pa- 
tient had  no  complaint.  Proctoscopic  exami- 
nation showed  faint  evidence  of  the  tear  in 
the  rectum  and  no  irregularity  or  stricture. 
The  sphincters  were  of  normal  tone  and  the 
abdominal  wounds  were  well  healed.  He  has 
remained  well  since. 

Case  III.  M.  B.,  age  13,  was  admitted  to  the 
Lutheran  Good  Samaritan  hospital  April  8,  1939, 
at  9:30  p.  m.  He  was  referred  by  Dr.  E.  G.  Brill- 
hart  of  Shelby,  Nebraska.  His  injury  had  occurred 
at  10:00  a.  m.  While  in  the  field  he  was  loosening 
his  clothing  for  evacuation  of  the  bowels  when  he 
slipped — impaling  himself  upon  the  sharp  branch  of 
a nearby  felled  tree.  He  did  not  suffer  much  pain 
at  the  time.  There  was  slight  bleeding  and  he  went 
to  the  house  and  lay  down  complaining  of  not  feel- 
ing well,  hiding  the  source  of  his  distress.  By  eve- 
ning he  had  begun  to  have  quite  severe  low  abdomi- 
nal pain  and  he  confessed  to  his  mother  the  cause 
of  the  trouble.  He  was  taken  immediately  to  the 
doctor  and  then  brought  into  the  hospital. 

He  was  a well-nourished  boy  in  excellent 
color  and  muscle  tone.  There  was  marked 
low  abdominal  tenderness  and  rigidity.  Ano- 
rectal examination  was  carried  out  in  the  left 
lateral  Sims’  position  and  no  proctoscope 
used.  There  was  a slight  tear  in  the  right 
margin  of  the  anus  exposing  some  fibers  of 
the  sphincter.  There  was  marked  perianal 
ecchymosis.  The  sphincters  were  extremely 
lax.  A bivalve  speculum  was  used  and  a 
small  punctured  wound  2l/£  inches  from  the 
anus  was  noted  in  the  anterior  wall  of  the 
rectum.  Very  superficial  probing  of  this 
wound  caused  exquisite  low  abdominal  pain. 
Temperature  was  99.6,  pulse  98,  respiration 
20,  Wbc.  22,800,  Hgb.  89%.  He  gave  the 
history  of  having  passed  his  urine  without 
difficulty  but  an  additional  fresh  voided 
specimen  was  examined.  It  was  perfectly  nor- 
mal. 

The  patient  was  operated  on  at  11 :00  p.  m., 
13  hours  after  his  injury,  under  spinal  anes- 
thesia, a left  paramedian  incision  being  made. 
There  was  a great  deal  of  sticky  exudate  on 
the  presenting  omentum  and  coils  of  small 
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intestine.  This  increased  in  amount  lower  in 
the  abdomen.  The  spinal  anesthesia  had  to 
be  supplemented  by  ether.  After  full  relaxa- 
tion, the  patient  was  put  in  the  deep  Trendel- 
enburg position  and  the  pelvis  cleared  of  in- 
testinal coils.  Inspection  of  the  culdesac 
showed  several  ounces  of  thick  exudate,  very 
cloudy,  with  no  odor.  This  was  removed  by 
suction  and  the  perforation  searched  for.  It 
was  with  some  difficulty  that  the  rent  was 
discovered.  It  was  just  to  the  left  of  the  mid- 
line at  the  peritoneal  reflection  to  the  bladder 
and  that  organ  had  to  be  retracted  sharply 
forward  to  expose  it.  It  was  about  1/2  inch 
long.  There  was  a traumatic  raw  oozing  sur- 
face of  iy2  inches  in  diameter  on  the  neigh- 
boring peritoneum.  The  wound  of  the  perito- 
neum was  closed  with  No.  1 plain  interrupted 
sutures,  the  initial  closure  being  buried  by 
another  layer  of  sutures.  The  rectal  wall 
was  not  sutured.  No  other  abdominal  injury 
could  be  found.  A sheet  of  rubber  dam  was 
placed  across  the  pelvis.  Two  cigarette  drains 
with  gauze,  a No.  18  catheter,  and  several 
pieces  of  selvedged  gauze  were  loosely  packed 
into  the  culdesac.  The  omentum  was  placed 
over  the  coils  of  intestine  and  the  drains 
made  their  exit  in  the  lower  angle  of  the 
wound.  The  abdomen  was  closed  with 
through  and  through  heavy  Equisetene  su- 
tures— 1 cm.  apart.  10  cc.  of  Cololysate  was 
injected  through  the  catheter  to  be  repeated 
each  day  for  6 doses.  A prophylactic  dose  of 
Tetanus-gas  gangrene  antitoxin  combined 
was  given. 

The  patient  did  very  well.  The  highest 
temperature  was  102  on  the  second  postoper- 
ative day.  This  gradually  subsided  until  he 
was  fever  free  on  the  10th  day.  He  had  his 
first  stool  on  the  6th  day.  All  of  the  ab- 
dominal drains  were  out  on  the  16th  day.  He 


was  discharged  with  the  wound  completely 
healed  on  the  25th  day. 

Rectal  examination  on  June  13,  two 
months  after  his  operation,  showed  the  ab- 
dominal wound  in  excellent  condition.  Sphinc- 
ters seemed  a little  tighter  than  normal  but 
were  easily  dilated.  There  was  a small  area 
of  redness  at  the  site  of  the  wound  in  the 
rectum.  He  has  remained  free  of  symptoms. 
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Appendicitis  cannot  be  prevented,  but 
within  certain  definite  limitations  few 
deaths,  if  any,  need  result  from  this  disease, 
according  to  the  Surgeon  General  Thomas 
Parran.  Nearly  14,00  people  died  from  ap- 
pendicitis in  1939.  Appendicitis  will  disap- 
pear from  the  list  of  “killer”  if  the  public 
will  cooperate  with  the  medical  profession 
and  follow  these  four  simple  rules:  (1)  Con- 


sider any  abdominal  pain  as  a dangerous 
sign.  (2)  When  there  is  abdominal  pain,  do 
not  take  a laxative,  drug,  or  enema.  (3)  If 
pain  lasts  more  than  2 or  3 hours,  call  a phy- 
sician. If  pain  is  severe,  call  a doctor  at 
once.  (4)  Until  the  physician  arrives,  apply 
an  ice  bag  or  other  cold  application  over  the 
painful  area  in  the  abdomen. 


Treatment  Facilities  in  the  State  Mental 
Hospitals  in  Nebraska* 

JUUL  C.  NIELSEN,  M.  D. 

Ingleside 


As  a rule  if  we  want  something  worthwhile 
we  must  pay  the  price,  and  for  that  reason 
we  are  frequently  forced  to  choose  the  things 
that  our  money  can  buy.  I shall  attempt  to 
discuss  the  extent  to  which  the  money  avail- 
able for  the  state  hospitals  has  been  able  to 
buy  facilities  for  the  treatment  of  mental  pa- 
tients, and  in  some  instances  compare  the 
situations  existing  in  Nebraska  with  those  of 
other  states  as  well  as  with  the  standards 
laid  down  by  the  American  Psychiatric  As- 
sociation. It  involves  discussion  of  finances 
and  how  obtained,  of  the  type  of  patients 
treated,  of  hospital  construction  and  bed  ca- 
pacity, of  personnel  and  of  the  functional  in- 
tegration of  state  hospital  activities  in  the 
treatment  and  in  the  prevention  of  mental 
disorders. 

The  three  state  hospitals  in  Nebraska  are 
operated  under  the  Board  of  Control  consist- 
ing of  three  members  appointed  by  the  Gov- 
ernor for  a term  of  six  years.  The  financial 
support  is  obtained  through  taxation  and 
from  the  pay  of  private  patients  and  indus- 
tries conducted  by  these  hospitals.  By  far 
the  greater  support  is  from  taxation.  The 
politician  frequently  complains  that  adequate 
support  cannot  be  given  to  the  state  hospitals 
because  the  state  is  unable  to  pay  more  taxes. 
In  my  eleven  years  of  hospital  experience,  I 
have  never  heard  a taxpayer  complain  con- 
cerning the  taxes  he  has  paid  for  the  support 
and  operation  of  the  state  hospitals ; and  that 
stand  is  well  taken  because  if  the  mental  pa- 
tient were  treated  elsewhere  than  in  the  state 
hospital,  it  would  cost  the  taxpayer  consider- 
ably more  even  if  he  was  given  no  treatment 
but  only  detained  in  the  county  jail.  Conse- 
quently the  adequate  support  of  the  state 
hospitals  helps  to  keen  the  tax  load  at  a mini- 
mum. Our  first  slide  will  show  the  small 
amount  of  tax  money  that  is  actually  spent 
for  the  state  hospitals. 

IN  1938  OUT  OF  EVERY  TAX  DOLLAR 
State  Locally 

13.8  86.2' 

Of  the  13.8c  the  Board  of  Control  spent  40%  or  5.5c. 
Of  the  5.5c  Mental  Hospitals  received  47%  or  2.6c,  or 
a total  of  $1,351,122.30  for  an  average  daily 
population  of  3,849  mental  patients. 

Tax  money,  income  of  private  patients,  income 

’Read  before  the  Seventy-second  Annual  Session  of  the  Ne- 
braska State  Medical  Association  in  Omaha.  April  25.  1940. 


from  industries  gives  a per  capita  cost  of  $244.- 
69,  which  is  more  than  23  other  states  and  less 
than  the  26  remaining  states  and  districts. 

In  1938 (1)  out  of  every  tax  dollar  13.8% 
was  spent  by  the  state  and  86.2%  was  spent 
locally.  Of  the  13.8%  the  Board  of  Control 
spent  40%  or  5.5c.  Of  the  5.5c  mental  hos- 
pitals received  47%  or  2.6c  or  a total  of  $1,- 
351,122.30  for  an  average  daily  population  of 
3,849  mental  patients.  In  other  words,  out 
of  every  dollar  that  you  and  I paid  in  taxes 
during  the  year  of  1938,  2.6c  went  to  the 
maintenance  of  the  state  hospitals.  This 
tax  money(2)  in  addition  to  the  private  in- 
come and  income  from  industries  enables  us 
to  expend  a per  capita  cost  of  $244.69  per  pa- 
tient per  year,  which  is  more  than  twenty- 
three  other  states(3)  were  able  to  do,  but  is 
less  than  the  twenty-six  remaining  states  and 
districts  expended,  and  is  considerably  below 
that  of  the  standard  set  by  the  American 
Psychiatric  Association  which  is  demonstrat- 
ed by  Slide  II. 

Now,  the  fact  that  our  cost  of  maintenance 
is  far  below  that  of  the  minimum  standard  of 
the  American  Psychiatric  Association  un- 
doubtedly means  that  we  are  unable  to  pur- 
chase for  our  patients  some  of  the  things 
which  are  conducive  to  their  recovery ; name- 
ly such  items  as  competent  and  adequate 
number  of  personnel,  food,  clothing,  medicine 
and  treatment  facilities  and  all  those  things 
that  go  to  make  up  the  psychiatric  treatment 
center,  but  it  also  means  this,  that  it  is 
cheaper  for  the  community  to  send  their  pa- 
tients to  the  state  hospital  than  to  keep  them 
in  jail  where  at  the  rate  of  75c  per  day,  the 
per  capita  cost  of  maintenance  per  year 
would  be  $273.75  not  including  any  medical 
care,  or  cost  of  construction,  or  maintenance 
of  quarters,  or  salaries  of  personnel. 

The  patients  that  are  received  for  treat- 
ment in  the  state  hospitals  of  Nebraska  are 
such  as  have  been  declared  “insane”  by  the 
County  Board  of  Insanity (4),  which,  as  you 
know,  consists  of  a doctor  and  a lawyer  ap- 
pointed by  the  District  Judge  with  the  Clerk 
of  the  District  Court  as  a third  member.  This 
Board  expends  approximately  $20.00  in  the 
actual  process  of  finding  the  patient  “in- 
sane.” I am  not  saying  that  the  actions  of 
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PEP.  CAPITA  MAINTENANCE  EXPENDITURES  IN  STATE  HOSPITALS  FCF  KEKTAL  DISEASE,  1938 
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(American  Psychiatric  Association  Standard  $365 
per  year). 

the  County  Board  of  Insanity  are  not  neces- 
sary. On  the  contrary,  it  is  a very  necessary 
body,  but  I am  saying  that  only  such  cases 
usually  pass  the  insanity  examination  as  are 
definitely  psychotic  and  most  frequently  of 
many  years  standing  and  it  practically  ex- 
cludes from  treatment  the  mental  patient 
who  is  approaching  psychosis  through  the 
mild  routes  of  personality  difficulties,  anxie- 
ties and  neuroses.  Since  our  money  then  is 
expended  in  the  treatment  of  more  or  less 
chronic  cases,  we  therefore  cannot  expect  a 
high  percentage  of  recovery.  Slide  III  will 
show  you  a comparison  of  recoveries  in  Ne- 
braska(5)  with  that  of  the  state  of  Massachu- 
setts(6),  a state  which  measures  up  to  the 
standards  of  the  American  Psychiatric  As- 
sociation and  has  a per  capita  cost  of  $423.00 
per  year. 

COMPARISON  OF  DISCHARGE  RATES 
REGULAR  COMMITMENT 


Massachusetts  1938 

First  and  Readmissions 4626 

Discharged  2336 

About 50% 

Nebraska  1935  - 1937 

First  and  Readmissions 993 

Discharged  540 

About 55% 

MASS.  TOTAL  DISCHARGE  RATES 
OF  ALL  ADMISSIONS 

Total  Admissions  9580 

Discharged  6389 

About 66% 


It  shows  that  of  the  regularly  committed 
cases  in  the  state  of  Massachusetts,  about 
50%  made  a recovery  while  the  regularly 
committed  cases  in  Nebraska  made  a re- 
covery of  about  55%,  and  by  recovery,  of 
course,  is  not  meant  a freedom  from  psycho- 
sis but  an  ability  of  the  patient  to  adjust  in 
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the  community  outside  of  the  institution. 
But,  Massachusetts  has  long  been  considered 
a leader  in  psychiatric  treatment  and  has  in 
addition  to  the  regular  method  of  commit- 
ment two  other  forms  of  admission  for  treat- 
ment in  the  hospital.  It  is  possible  for  any- 
one who  feels  that  they  are  in  need  of  help 
and  advice  along  psychiatric  lines  to  volun- 
tarily commit  themselves  to  the  state  hos- 
pital, and  also  if  the  doctor  finds  that  his 
patient  is  in  need  of  psychiatric  assistance, 
which  he  himself  is  unable  to  give,  that  he 
by  certifying  that  the  patient  is  in  need  of 
such  treatment  can  have  the  patient  ad- 
mitted to  the  hospital  upon  his  recommenda- 
tions. And,  we  find  that  of  all  of  the  pa- 
tients admitted  to  the  state  hospital  in  Mas- 
sachusetts by  regular  commitment,  by  volun- 
tary admission,  and  by  physicians’  recom- 


LINCOLN,  NORFOLK,  AND  HASTINGS 
STATE  HOSPITALS’  REPORTS 
COMBINED 

Psychoses  of  Those  Admitted  for  First  Time 


Dementia  Praecox  (Schizophrenia) 235  28% 

Manic  Depressive  Psychoses 95  11% 

Undiagnosed  Psychoses 94  11% 

Senile  Psychoses 84  10% 

General  Paresis  49  6% 

Psychoses  with  Mental  Deficiency 39  5% 

Psychoses  with  Arteriosclerosis 43  5% 

Psychoneuroses  35  4% 

Psychoses  with  Convulsive  Disorder 30  4% 

Psychoses  with  Psychopathic  Person- 
ality   15  2% 

Mental  Deficiency  Without  Psychoses 15  2% 

All  Others 97  12% 


831  100% 

BED  CAPACITY— OVERCROWDING 
In  regard  to  bed  capacity,  I would  like  to 
show  you  Slide  V,  which  will  show  that  in 
1935  the  Norfolk  State  Hospital(8)  was  over- 


ifOBFOLK 

HASTINGS 

LINCOLN 

AVERAGE 

NORFOLK 

HASTINGS 

LINCOLN 


BED  CAPACITY 


1933 


NONE 


mendations,  that  66%  are  again  returned  to 
the  community  socially  adjusted.  This  clear- 
ly shows  in  the  state  of  Nebraska  the  need 
for  these  two  additional  forms  of  admission 
procedure. 

Slide  IV  shows  the  relative  per  cent  of  ad- 
mission of  the  various  psychoses  in  Nebras- 
ka for  the  years  1935-1937 (7).  It  shows  a 
high  per  cent  of  admission  from  chronic  func- 
tional psychoses  and  a rather  low  admission 
for  early  functional  manifestations  such  as 
psychoneuroses,  but  it  does  show  admission 
of  seniles  and  arteriosclerotics  in  steadily  in- 
creasing numbers  in  these  years,  probably 
because  people  live  longer  than  they  used  to 
and  because  less  facilities  are  available  for 
their  care  in  the  counties  and  in  their  homes. 


crowded  to  the  degree  of  28%,  the  Hastings 
State  Hospital  to  a degree  of  66%  and  the 
Lincoln  State  Hospital  to  a degree  of  24% 
which  makes  an  average  of  39%  overcrowd- 
ing. This  situation  has  been  greatly  helped 
so  that  the  buildings  now  under  construc- 
tionf;l)  when  completed,  will  leave  the  Nor- 
folk State  Hospital  overcrowded  to  a degree 
of  20%,  the  Hastings  State  Hospital,  figur- 
ing replacement  of  falling-down  structures, 
which  are  now  housing  patients,  30%  ; and 
the  Lincoln  State  Hospital  filled  to  capacity 
and  able  to  receive  a limited  number  of  pa- 
tients. 

Slide  VI  will  show  the  population,  gi'owth 
and  capacities  of  the  Nebraska  state  hospi- 
tals as  worked  out  by  the  Nebraska  State 
Planning  Board(10).  It  shows  from  the  year 


406 


FACILITIES  IN  STATE  MENTAL  HOSPITALS:  NIELSEN 


Nebr.  S.  M.  Jour. 
November.  1940 


1885  to  1920  quite  parallel  lines  between  in- 
stitution population  and  capacity.  In  the 
early  ’20’s  the  lines  began  to  deviate  and 
overcrowding  increased  so  that  it  reaches  a 
maximum  in  1935-1937.  It  also  shows  the 
purpose  of  the  building  program  in  the  next 
ten  years,  which,  according  to  the  graph, 
should  be  able  to  take  care  of  the  patient 
population  providing  the  two  Milford  insti- 
tutions are  utilized  for  mental  patients 
which,  as  you  know,  our  last  Legislature  did 
not  approve  of. 

Slide  VII  shows  an  aerial  view  of  the  Nor- 
folk State  Hospital. 

Slide  VIII  shows  an  aerial  view  of  the  Lin- 
coln State  Hospital. 

Slide  IX  shows  an  aerial  view  of  the  Hast- 
ings State  Hospital. 

POPULATION  GROWTHS  AND  CAPACITIES 

Nebraska  State  Mental  Hospitals  1885  - 1936 
With  Capacities  at  End  of  Proposed  10-Yr.  Program 

HOSPITALS  FOR  MENTALLY  DISEASED 
Lincoln  - Hastings  - Norfolk 
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Even  though  it  has  always  been  hard  to  ob- 
tain buildings,  it  has  been  still  more  difficult 
to  obtain  equipment  for  these  buildings. 
However,  in  the  last  few  years  we  have  fared 
much  better  than  formerly. 

The  matter  of  competent  and  adequate 
personnel  is  one  which  is  also  much  depend- 
ent upon  the  financial  remuneration.  Slide 
X will  show  a comparison  of  states*1 * 1 11  ac- 
cording to  the  salaries  being  paid  the  super- 
intendents and  assistant  physicians.  It  will 
be  noticed  that  there  is  a wide  variation,  and 
that  also  in  this  graph  the  District  of  Colum- 
bia leads.  Here,  Nebraska  is  not  faring  so 
well  in  that  it  is  the  state  that  pays  the  low- 
est salaries  of  any  state  in  the  Union  with 
the  exception  of  Tennessee. 


SUPERINTENDENTS’  SALARIES 

D.  C.,  Penn. $7  - 8,000 

Conn.,  S.  C.,  La.  6 - 7,000 

Okla.,  Del.,  N.  J.,  N.  Y.,  Mass.,  R.  I.,  N.  C., 

Wis.,  Miss.,  N.  H.,  Colo.,  Calif 5 - 6,000 

Mich.,  111.,  Ind.,  Va.,  Md.,  Wash.,  Ore., 

Utah,  Ala.,  Ga.,  W.  Va.,  Minn.,  S. 

Dak.,  Ohio,  Vt.,  Me. 4 - 5,000 

Mo.,  Fla.,  Ariz.,  Nev.,  Kan.,  Ky.,  Wyo., 

Texas,  N.  Dak.,  Ia.,  Idaho,  Ark., 

Mont.,  N.  Mex. 3 - 4,000 

Nebr.,  Tenn. 2,500 


Slide  XI  shows  that  also  in  the  ratio  of  pa- 
tients to  each  physician,  Nebraska  has  im- 
proved in  the  last  few  years  but  still  does 
not  meet  the  minimum  standards  of  the 
American  Psychiatric  Association*12)  in  re- 
gard to  physicians  or  nurses  and  attendants. 
In  1933  there  was  one  physician  to  480  pa- 
tients; in  1935  one  to  260  patients;  in  1940 
one  to  192  patients,  while  the  minimum 
standard  of  the  American  Psychiatric  Asso- 
ciation is  one  physician  to  150  patients.  In 
regard  to  nurses  and  attendants,  in  1935 
there  wras  one  ward  worker  to  12.5  patients; 
in  1940  there  is  one  to  9.9,  while  the  mini- 
mum standard  of  the  American  Psychiatric 
Association  is  one  to  8 patients. 


NUMBER  OF  PATIENTS  TO  EACH  PHYSICIAN 

NUMBER  OF  PATIENTS  TO  EACH  NURSE 
OR  ATTENDANT 


NUMBER  OF  PATIENTS  TO  EACH  PHYSICIAN 
200  300  400  500 
— W33 
1935 
1940 

1 AMERICAN  PSICHIATRIC  ASSOCIATION  STANDARD 

NUMBER  OF  PATIENT  TO  EACH  NURSE  OR  ATTENDANT 


8 


10  11  12  13 


1935 


AMERICAN  PSYCHIATRIC  ASSOCIATION  STANDARD 


With  the  low  salaries  that  are  paid  it  is 
impossible  to  obtain  personnel  other  than 
that  which  is  untrained  and  consequently  the 
training  of  personnel  is  a large  problem  with- 
in our  hospitals.  All  three  hospitals  are  ac- 
credited by  the  American  Medical  Associa- 
tion for  training  residents  in  psychiatry. 
One  of  the  hospitals  gives  four-months’  af- 
filiation in  psychiatry  to  six  of  the  accredited 
schools  of  nursing  in  the  state  and  also  gives 
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a graduate  course  one  year  in  duration.  Only 
through  such  courses  is  it  possible  to  obtain 
qualified  personnel  to  fill  the  medical  and 
nursing  staff.  Instruction  for  attendants  is 
given  in  all  of  the  hospitals,  but,  of  course,  we 
frequently  learn  that  after  this  instruction 
and  training  has  been  given  that  the  indi- 
vidual who  has  received  it  has  qualified  him- 
self or  herself  for  positions  which  pay,  in 
other  states,  twice  the  salary  they  can  re- 
ceive in  Nebraska.  Consequently  the  turn- 
over in  personnel  among  physicians,  nurses 
and  attendants  is  very  high. 

The  function  of  the  state  hospital  may  be 
illustrated  by  Slide  XII  which  is  an  organiza- 
tion chart  of  one  of  the  state  hospitals.  The 
aim  of  the  state  hospital  is  to  treat  and  re- 
turn to  society  a socially  adjusted  individual 
at  the  least  expense.  There  are,  however, 


tion,  each  with  its  various  departments.  The 
medical  department  has  its  receiving  ward 
for  new  patients,  its  hydrotherapeutic  wards 
for  those  more  or  less  disturbed  and  in  need 
of  sedative  hydrotherapy,  pharmacologic 
wards  where  various  forms  of  shock  and 
sleep  therapy  can  be  carried  out,  wards  for 
convalescent  patients  as  well  as  wards  for 
continued  treatment  of  patients  that  are 
chronically  disturbed,  others  deteriorated 
and  untidy,  others  that  are  workers  and  can 
be  on  open  wards  and  others  that  are  work- 
ers and  must  be  on  closed  wards.  Lastly,  a 
medical-surgical  service  which  also  includes 
a separate  set-up  for  tuberculosis.  As  ther- 
apeutic agents  we  employ  such  facilities  as 
medicine  and  surgery  placed  at  our  disposal 
and  particularly  occupational  therapy  for  the 
new  and  more  or  less  acutely  ill  patients  in 


many  problems  that  confront  the  state  hos- 
pitals in  Nebraska  which  are  outgrowths 
from  the  fact  that  we  have  so  few  county 
hospitals,  homes  for  the  aged,  homes  for  in- 
valids and  we  have  no  colonies  for  epileptics 
and  no  institutions  for  alcoholics.  Conse- 
quently we  find  ourselves  doing  the  tasks  of 
homes  for  the  aged,  homes  for  the  invalids, 
homes  for  the  epileptics,  homes  for  the  alco- 
holics in  addition  to  being  a hospital  for  the 
psychotics.  The  organization  chart  will  show 
the  administrative  body  divided  into  a busi- 
ness administration  and  medical  administra- 


shops  for  that  purpose  and  for  the  better  ad- 
justed and  more  advanced  patients  on  the 
various  wards,  but  still  under  the  supervision 
of  the  Occupational  Therapy  Department. 

Physiotherapy  is  utilized  in  all  its  forms. 
Music  and  recreation  functions  in  connection 
with  the  Occupational  Therapy  Department. 
Psychotherapy  is  naturally  utilized  through- 
out to  the  best  of  our  ability. 

Our  research  program  has  not  been  formu- 
lated and  only  scattered  research  has  been 
dealt  with,  such  as  the  relationship  of  vita- 
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min  C to  the  ageing  eye  and  artificial  fever 
in  the  treatment  of  paresis.  If  one  per  cent 
of  our  total  expenditures  could  be  devoted  to 
this  purpose,  much  could  be  accomplished. 

Last,  but  not  least,  I wish  to  mention  the 
preventative  psychiatry  as  it  manifests  itself 
in  mental  clinics  or  out-patient  departments. 
Slide  XIII  will  show  that  with  the  two  hos- 
pitals where  this  has  been  begun  that  in  the 
year  1939,  1,353  visits  were  made  at  the  in- 
stitutions for  the  purpose  of  examination  or 
treatment  of  non-committed  patients.  The 
total  number  of  new  patients  during  that 
year  was  236  and  of  these  142  were  over  the 
age  of  eighteen  and  94  were  children. 

HASTINGS  AND  NORFOLK 

Out-Patient  Department  and  Child  Psychiatry 


Total  Number  of  Out-Patient  Visits  in  1939 1353 

Total  Number  of  New  Patients  in  1939 236 

Total  Adults  (over  18) 142 

Total  Children 94 
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ACTIONS  OF  PREPAREDNESS 
COMMITTEE 

The  Committee  on  Medical  Preparedness 
of  the  American  Medical  Association  has 
recommended  to  the  Selective  Service  draft 
boards  that  registrants  rejected  on  account 
of  physical  defects  be  given  a statement  on 
request  as  to  the  nature  of  the  defects  for 


11.  Personal  Communication  United  States  Public 
Health  Service. 

12.  American  Journal  of  Psychiatry,  Volume  4, 
October,  1924,  page  400. 

DISCUSSION 

DR.  G.  ALEXANDER  YOUNG  (Omaha):  My 

discussion  must  be  largely  in  the  way  of  retro- 
spect in  comparison  with  our  present  State  Hospital 
situation.  Some  34  years  ago,  I was  called  to  as- 
sume the  Superintendency  of  the  Norfolk  State  Hos- 
pital. During  my  3 years  there,  it  was  my  privilege 
to  initiate  the  policy  of  providing  the  hospital  with 
an  adequate  nursing  force  in  charge  of  a competent 
Superintendent  of  Nurses.  A specially  designed  hos- 
pital building  for  acute  cases  was  also  constructed. 
However,  that  was  just  a beginning  in  the  develop- 
ment of  our  present  modern  State  Hospitals  with 
full  clinical  and  building  equipment  and  much  en- 
larged medical  staffs. 

I might  say  parenthetically  that  Dr.  Singer  was 
associated  with  me  for  one  year  in  the  management 
of  the  Norfolk  State  Hospital  at  that  time.  He  went 
from  there  to  the  Illinois  State  Hospital  at  Kanka- 
kee, and  subsequently  assumed  the  Chair  of  Psy- 
chiatry in  the  University  of  Illinois. 

When  I read  the  paper  of  Dr.  Nielsen  a few  days 
ago,  in  which  he  pointed  out  the  various  difficulties, 
mainly  financial,  with  which  the  State  Hospital  Ad- 
ministration had  been  confronted  during  the  past 
25  years,  I felt  he  had  not  adequately  emphasized 
the  therapeutic  progress  in  State  Hospitals  that  had 
taken  place,  both  from  the  standpoint  of  better 
equipment  and  from  that  of  pharmacologic  shock 
herapy.  However,  after  seeing  the  excellent  moving 
pictures  of  the  new  hospital  building  at  Hastings 
and  of  the  occupational  and  medical  treatment  given 
to  the  acutely  psychotic,  my  first  impression  was 
corrected,  and  I can  most  sincerely  commend  and 
appreciate  the  work  that  has  been  done  at  this  time 
in  all  of  our  State  Hospitals. 

As  the  public  at  large  comes  to  realize  the  excel- 
lence of  these  institutions  and  the  high  recovery 
rate  that  results  from  adequate  treatment,  I am 
sure  that  much  of  the  prejudice  in  the  lay  mind 
against  commitment  to  the  State  Hospitals  will  dis- 
appear. 

I wish  to  congratulate  Dr.  Nielsen  on  an  excellent 
presentation. 


which  they  were  rejected,  The  Journal  of  the 
Association  reports  in  its  Oct.  5 issue. 

The  Committee  also  recommended,  The 
Journal  says,  that  members  of  the  army  medi- 
ical  induction  boards  be  appointed  by  nomi- 
nation from  the  state  chairmen  to  the  head- 
quarters of  the  Committee  on  Medical  Pre- 
paredness, which  would  then  supply  accepta- 
ble lists  to  the  corps  area  commanders. 


Traumatic  Surgery  as  a Specialty* 

TED  E.  RIDDELL,  M.  D.,  F.  A.  C.  S. 
Scottsbluff,  Nebr. 


There  has  been  created  within  the  past 
twenty  years  a need  for  specialists  who  can 
treat  the  injured  part  as  well  as  any  special- 
ist might,  and  still  treat  the  rest  of  the  body 
at  the  same  time.  It  has  often  been  said  that 
too  many  cooks  spoil  the  broth.  If  you  have 
ever  been  ill,  with  a combination  of  patho- 
logical conditions  and  had  one  specialist  treat 
your  throat,  another  your  stomach,  and  still 
another  your  broken  leg,  you  have  probably 
found  that  one’s  treatment  was  conflicting 
with  the  others’,  adding  confusion  to  discom- 
fort, not  to  mention  delay  in  recovery. 

In  cases  of  trauma,  the  surgeon  must  com- 
bine his  knowledge  of  general  surgery,  diag- 
nosis, internal  medicine,  radiology,  ortho- 
pedics, psychology  and  the  practice  of  law  so 
that  he  may  reconstruct  the  injured,  allay 
the  insurance  company,  the  employer,  pro- 
tect himself  from  malpractice  suits,  and  col- 
lect his  fee. 

Such  a complexity  of  personalities,  abili- 
ties, and  characters,  has  created  another  spe- 
cialist in  the  practice  of  the  healing  art, 
known  as  the  traumatic  surgeon.  He  must 
have  and  preserve  that  art  of  healing  the 
part  of  the  body  other  than  the  injured  mem- 
ber. so  that  traumatic  neuroses  are  not  de- 
veloped, and  so  justice  and  equity  can  be  giv- 
en all  parties  interested. 

The  traumatic  surgeon  receives  his  pa- 
tients mainly  from  two  sources:  First,  from 
industrial  plants,  and  of  these  nearly  all  are 
compensation  cases,  and  second,  from  his  pri- 
vate practice  which  include  individuals  in- 
jured by,  or  in  automobiles,  in  stores,  or 
other  liability  cases. 

The  traumatic  surgeon  in  my  part  of  the 
country  must  be  thoroughly  familiar  with 
the  Compensation  Acts  of  Nebraska,  Colo- 
rado and  Wyoming,  and  their  respective  legal 
procedures  in  dealing  with  such  cases. 

Recently  while  attending  a symposium  on 
traumatic  surgery  at  a Mountain  States  Med- 
ical meeting  in  Denver,  I was  most  impressed 
with  Dr.  Joseph  Brenamann,  of  Chicago,  who 
said,  “Don’t  forget  when  you  go  to  care  for 
a fractured  joint,  that  there  is  a body  at- 
tached to  it.  Care  for  it  also,  or  to  what 
advantage  will  you  be  when  you  have  the 

♦Read  before  the  Seventy-second  Annual  Session  of  the  Ne- 
braska State  Medical  Association  in  Omaha.  April  24,  1940. 


joint  taken  care  of,  and  you  have  no  body 
left.” 

The  specialty  of  caring  for  persons  injured 
by  trauma  has  become  such  a large  field  that 
within  the  last  few  years  an  American  Asso- 
ciation of  Surgery  for  Trauma  has  been 
created. 

This  comparatively  new  field  has  to  do 
mainly  with  the  diagnosis  and  treatment  of 
injured  patients;  and  I believe  I can  make 
myself  better  understood  when  I say  trauma 
is  an  irresistible  force  which,  when  it  comes 
in  contact  with  the  human  body  causes  a 
pathological  injury. 

During  the  past  year  alone  the  automobile 
deaths  in  the  United  States  surpassed  the 
United  States  casualties  in  the  World  War. 
Besides,  many  more  were  left  maimed  and 
deformed  for  life. 

As  well  as  taking  care  of  people  injured  in 
automobile  accidents,  traumatic  surgery 
takes  in  the  field  of  industrial  medicine;  in 
fact,  it  incorporates  preventive  surgery  with 
reconstructive  surgery.  In  the  former  re- 
spect, preventive  surgery  is  practiced,  by  de- 
vising and  advising  toward  the  paraphernalia 
used  to  prevent  injuries,  lung  pathology,  and 
infections  in  various  occupations,  or  indus- 
tries or  localities. 

In  my  own  case,  traumatic  surgery  is  part- 
ly seasonal  in  some  lines,  and  in  other  lines 
annual.  In  the  summer  our  canning  factory 
employs  several  hundred  untrained  men  and 
women.  Each  person  is  examined  physical- 
ly before  he  is  put  to  work,  and  records  are 
kept  partly  as  protection  for  the  employer, 
and  partly  for  the  protection  of  the  surgeon. 
If  and  when  one  of  these  people  is  injured, 
the  record  is  readily  accessible,  the  pre-exist- 
ing deformities,  and  permanent  disabilities 
are  easily  excluded. 

This  helps  materially  to  cut  down  the  days 
lost  for  the  employee,  as  well  as  valuable 
time  lost  for  the  employer.  Most  of  the  in- 
juries connected  with  summer  season  con- 
sist of  back  injuries,  and  hand  injuries.  In 
my  opinion,  these  are  caused  by  seasonable 
vegetable  diets,  which  are  insufficient  for  the 
heavy  work,  and  the  hand  injuries,  on  ac- 
count of  inexperienced  workers,  and  soft 
hands. 
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In  some  22,000  cases  that  we  have  kept  a 
record  on,  we  have  noted  that  right  handed 
individuals  are  injured  63%  on  the  left  side 
to  37%  on  the  right  side.  In  cases  of  left 
handedness  the  reverse  proportion  obtains. 

Following  the  summer  season,  our  western 
Nebraska  sugar  factories  start  to  work,  and 
each  of  our  seven  factories  employ  from  300 
to  400  men.  These  men  work  for  the  main 
part  within  a scope  of  a few  feet  from  high 
speed  and  chemical  machinery. 

We  see  many  cases  of  steel  in  the  eye,  lum- 
bo-sacral  disease,  hot  water,  steam  and  juice 
bums,  and  of  course  numerous  infections, 
since  the  presence  of  the  sugar  juice  is  a 
wonderful  medium  for  bacteria.  Continuing 
throughout  the  year,  our  iron  mine,  packing 
house,  oil  refinery,  railroad  and  wholesale 
houses,  contribute  steadily  with  badly 
crushed  fractures  and  intra-abdominal  cases. 
Multiple  lacerations  and  severed  tendons 
from  the  packing  house,  burns  and  fractures 
from  the  oil  refinery,  and  sprained  backs, 
and  infection  from  the  railroad,  wholesale 
houses  and  contractors,  respectively. 

During  the  year  my  office  sees,  approxi- 
mately 2,000  cases  of  injury  by  trauma. 
These  may  be  divided  as  follows: 


Back  Injury 23% 

Head  Injury 5% 

Injured  Hands  20% 

Fractures  and  Bone  Injuries 11% 

Lacerations  19% 

Arthritis  Traumatic 4% 

Hernias  3% 

Perforated  Viscus 0.5% 

Foreign  Bodies 5% 

Severed  Tendons 5% 

Chest  Injuries 3% 

Kidney  Injuries 1.5% 


Taking  each  division,  I might  discuss  brief- 
ly different  injuries  from  the  standpoint  of 
disabling  pathology. 

First  every  back  injury  should  be  x-rayed, 
and  I find  after  a careful  radiological  exam- 
ination that  42%  of  all  backs  examined  have 
some  congenital  defect.  These  are  most  ap- 
parent of  course  by  the  prevalence  of  spina 
bifida  at  the  first  sacral  segment,  by  acces- 
sory ribs;  by  absence  of  transverse  proces- 
ses; or  by  absence  of  a portion  of  the  body 
of  the  vertebrae.  I recently  discussed  this 
condition  with  Dr.  Goin  of  Los  Angeles,  and 
he  had  even  a higher  percentage  of  ano- 
malies. 

Of  all  back  injuries,  sacro-iliac  and  lumbo- 
sacral diseases  are  the  most  prevalent,  and 


most  of  these  cases  are  the  results  of  lacer- 
ated supporting  ligaments.  I have  seen  only- 
one  true  case  of  spondylolisthesis,  and  that 
one  case  had  a fractured  articulating  facet 
of  the  sacrum.  I believe  that  this  term  is 
often  used,  but  I do  not  believe  such  a condi- 
tion possible  unless  there  is  an  accompanying 
fracture  of  the  articulating  facet. 

Next  among  the  back  injuries  are  the  com- 
pression fractures,  most  prevalent  at  the  6th 
and  7th  cervical,  the  4th,  5th  and  6th  dorsals, 
and  the  first  lumbar  vertebrae. 

Second,  head  injuries  are  quite  common, 
and  are  always  serious.  Fractures  through 
the  basal  region  are  probably  most  common; 
and  through  the  anterior  fossae,  complicat- 
ing the  lower  jaw;  and  facial  injuries  next, 
with  the  middle  fossae  fractures  the  least 
common.  I have  found  that  the  tendency  of 
the  first  surgeon  has  always  been  to  do  too 
much  in  these  cases.  I believe  that  if  a se- 
vere head  injury  is  treated  merely  by  con- 
stitutional support;  that  is,  for  the  resulting 
shock ; and  provided  there  is  no  compounding 
of  the  wound,  by  merely  raising  a depressed 
bone,  and  with  as  little  moving  or  handling- 
as  possible  that  the  chances  for  recovery  are 
greatly  enhanced.  Don’t  be  in  too  big  a 
hurry  to  x-ray  the  skull.  Do  not  add  insult 
to  injury  by  handling  the  patient  too  much. 

Third:  Injured  hands.  We  see  in  our 
clinic,  on  an  average  of  five  new  hand  in- 
juries every  day.  The  majority  are  con- 
tusions involving  one  or  more  fingers,  but  a 
good  many  have  accompanying  tendon  or  ten- 
don sheath  injury. 

The  laborer  makes  his  living  with  his 
strong  back  and  his  hands,  consequently  it  is 
with  utmost  patience  that  we  must  deal  with 
a hand.  Too  often  we  feel  that  a crushed 
digit  will  never  be  worth  anything  again, 
and  perhaps  it  should  be  amputated,  only  to 
find  after  a few  days,  that  it  has  sufficient 
circulation  so  that  eventually  it  can  be  use- 
ful. Such  conservative  reconstruction  sur- 
gery, saves  money  for  insurance  companies, 
employers,  and  above  all,  saves  a man’s  hand. 
Conscientious  reconstruction  surgery  makes 
the  surgeon  in  demand  by  large  companies, 
that  pay  well  for  his  services. 

Fourth:  Fractures  and  bone  injuries  are 
handled  by  the  methods  of  which  everyone 
is  familiar;  forms  of  traction,  fixation  by 
pins,  screws ; non-rustable  metals,  piano  wire, 
etc.  These  contrivances  make  fractures 
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much  easier  to  handle  than  they  were  15 
years  ago. 

In  handling  compound  fractures,  we  merely 
wash  out  the  wound  with  sterile  normal  sa- 
line, and  after  reduction  has  been  perfected, 
drain  the  wound  with  Penrose  drains.  I be- 
lieve diathermy  is  an  adjunct  to  the  healing, 
but  I feel  that  tissue  resistance  is  severely 
lowered  by  the  application  of  strong  chem- 
icals into  the  wound. 

Fifth,  most  of  our  laceration  cases  are  put 
to  rest,  the  wound  douched  out  and  closed 
tight.  There  are  exceptions  of  dirty  road 
cases  of  course.  These  are  drained. 

Sixth:  Traumatic  Arthritis.  This  condi- 
tion in  my  opinion  is  not  as  common  as  gen- 
erally supposed,  and  in  my  series  I have  not- 
ed it  only  to  the  extent  of  4%.  Among  these 
cases  are  shoulder,  hip,  ankle  and  wrist  joint 
injury  caused  by  a direct  blow. 

Hemiae  are  more  frequently  seen  as  in- 
direct, inguinal  types,  which  in  my  opinion 
are  aggravations  of  congenital  defects.  The 
percentage  of  other  types  is  very  small. 

I feel  there  is  no  other  successful  method 
of  treating  a herniation  so  that  the  man  will 
stand  up  under  heavy  work  than  by  surgical 
repair.  I give  hernoplastic  cases  10  days  in 
bed,  and  put  them  back  to  hard  work  at  the 
end  of  six  weeks.  In  312  cases  I have  seen 
2 recurrences. 

Seventh:  Recently  I have  had  four  cases 
of  perforated  gastric  and  duodenal  ulcer 
while  the  men  were  working.  These  cases 
must  be  recognized  at  once,  and  the  longer 
the  delay  in  operation  the  greater  the  mor- 
tality. When  operated  within  12  hours  the 
chances  are  excellent.  My  method  is  to  close 
the  ulcer;  cover  with  omentum,  drain,  and 
get  out.  I start  food  on  the  third  day,  and 
most  cases  are  better  off  after  operation  than 
they  were  before.  A majority  of  them 
need  no  more  surgery. 

Foreign  bodies  in  the  eye ; steel,  emery  fil- 
ings and  hot  chemicals  are  most  commonly 
seen. 

Severed  tendons  are  most  common  among 
our  packing  house  employees,  and  are  im- 
mediately sutured  and  placed  at  rest  by  im- 
mobilization of  the  part. 

Our  chest  injuries  are  mostly  from  the  iron 
mines,  the  railroad,  and  from  auto  accidents. 
The  causes  are  falling  rocks;  timbers  in  the 
mine;  and  wrecks  by  train  and  car.  These 


cases,  like  head  injuries,  do  best  when  not 
handled  too  often.  I always  try  to  get  them 
in  a comfortable  position,  then  maintain  it, 
and  help  with  oxygen  and  fresh  warm  air  to 
cut  down  respiratoins.  Supportive  treatment 
must  be  kept  up,  and  all  broken  ribs  taken 
care  of.  If  lung  embarrassment  exists,  they 
must  be  promptly  relieved. 

We  have  recently  had  several  chest  in- 
juries of  a very  severe  type.  One  case  had 
sixteen  fractured  ribs,  and  a perforated  right 
lung.  They  were  all  handled  as  I have  de- 
scribed, and  all  recovered.  Only  one  case  had 
to  be  drained. 

About  1.5%  of  the  injuries  seen  are  kidney 
injuries,  the  most  common  of  which  is  a rup- 
tured capsule,  with  subsequent  ptosis.  These 
cases  are  best  treated  by  a competent  urolo- 
gist. 

In  treating  traumatic  cases,  I believe  it 
good  common  sense  to  stop  and  consider  that 
all  injuries  are  inflammatory  and  that  in- 
flammation is  caused  by  bacteria,  trauma, 
chemicals,  and  the  elements  heat  and  cold. 

Consequently  if  we  deal  with  an  injury 
caused  by  trauma,  we  should  guard  against 
infection  by  the  use  of  antitoxin,  and  drain- 
age, but  not  to  the  point  of  producing  a 
chemical  irritation  on  top  of  the  trauma.  We 
should  not  under  any  circumstances  add  in- 
sult to  an  already  traumatized  wound,  by  ex- 
cessive or  rough  handling  of  the  tissues. 
Every  effort  should  be  made  to  assist  na- 
ture by  putting  the  part  (and  all  of  the  body) 
to  rest  with  sufficient  supportive  treatment 
to  maintain  a rapid  and  steady  recovery. 

The  motto  of  every  traumatic  surgeon 
should  be:  “Relieve  the  shock,  relieve  the 
pain,  prevent  infection,  and  restore  the  func- 
tion of  the  injured  member  to  normal  as 
readily  and  as  easily  as  possible.” 

If  the  traumatic  surgeon  adheres  to  this 
creed,  he  need  never  fear  economic  or  legal 
embarrassment. 

DISCUSSION 

DR.  W.  L.  SUCHA  (Omaha):  T would  like  to  say 
a few  words  because  I enjoyed  the  paper  immensely. 
There  were  several  things  Dr.  Riddell  mentioned 
that  I think  can  very  well  stand  emphasis.  First, 
keep  your  feet  on  the  ground  and,  second,  think  of 
the  patient  as  a whole  and  take  care  of  his  shock 
first.  That  is  particularly  true  of  head  injuries.  I 
think  there  is  no  doubt  but  what  there  are  more 
cases  of  head  injury  that  are  over-treated  from  the 
beginning  rather  than  under-treated. 
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I was  glad  to  hear  him  say  what  he  did  about 
x-rays.  After  all,  an  x-ray  doesn’t  add  any  particu- 
lar immediate  information  as  to  what  the  patient’s 
condition  is,  in  a head  injury.  The  skull  fracture,  of 
course,  is  of  minor  importance  and  that  is  all  the 
x-ray  does  for  you.  On  the  other  hand  the  handling 
of  the  patient  to  get  a good  x-ray  picture,  particular- 
ly turning  him  to  a Watter’s  position  and  all  that 
sort  of  thing,  might  be  seriously  injurious,  if  it 
didn’t  do  anything  else  than  waste  time  that  could 
well  be  used  in  treating  this  patient  for  his  shock. 

Of  course,  I was  pleased  to  her  Dr.  Riddelll  say 
that  he  treats  his  compound  fractures  with  water  and 
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no  chemicals  and  no  antiseptics.  This  has  been  a hob- 
by with  me  for  some  time.  However,  I am  a little 
braver  or  a little  bolder  than  he  is,  I close  compound 
fractures  that  I can  clean  of  debris  within  four 
hours,  close  them  tightly,  and  only  in  the  older  ones 
do  I drain. 

So,  I think  that  all  of  these  things  that  Dr.  Riddell 
said,  chiefly  about  keeping  your  feet  on  the  ground 
and  remembering  to  treat  the  shock  first  and  the  in- 
jury later,  if  necessary,  are  all  important  things. 
The  sacroiliac  and  the  lumbosacral  traumas,  of 
course,  are  the  bane  of  every  man’s  life  who  treats 
traumatic  injuries. 
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THOSE  who  heard  Dr.  Edward  McCormick 
at  the  banquet  of  the  last  Annual  Session 
will  enjoy  reading  about  “Present  Social 
Trends  and  the  Future  of  Medicine”  on 
page  - 393 

SULFANILAMIDE  and  its  derivatives 
frequently  offer  a problem  in  administration. 
From  the  Department  of  Medicine,  Univer- 
sity of  Nebraska,  Dr.  Hall  and  his  associates 
present  a technique  for  intramuscular  injec- 
tion of  sulfapyridine,  which  is  worthy  of 
attention.  See  page  .....398 

INTERESTING  case  reports  on  “Impale- 
ment of  the  Rectum  with  Intra-abdominal 
Rupture,”  are  presented  by  Dr.  M.  C.  James 
on  page  - . ..399 

EVERY  physician  should  be  interested  in 
the  treatment  facilities  of  the  state  hospitals 
in  Nebraska.  Dr.  Nielsen’s  discussion  of  this 
problem  is  presented  on  page 403 


TRAUMATIC  surgery  as  a specialty  is  ably 
discussed  by  Dr.  Ted  Riddell  of  Scottsbluff. 
It  is  practical  and  to  the  point.  See  page  ...409 


ANTIANEMIC  therapy,  its  uses  and 
abuses,  is  discussed  by  Dr.  John  C.  Sharpe 
of  Omaha,  on  page  413 


AN  interesting  case  report  of  rupture  of 
the  left  kidney  and  spleen  is  presented  by 
Drs.  Adams  and  Bowers  of  the  University 
Hospital,  Omaha,  on  page  417 


LAST  spring,  Dr.  Sage,  then  president  of 
the  Omaha-  Douglas  County  Medical  Society, 
was  asked  to  participate  in  a Professional  In- 
stitute held  at  the  Municipal  University  of 
Omaha.  The  topic  assigned  to  him  was 
“Standards  of  Judging  a Physician.”  Since 
many  doctors  are  called  upon  in  a similar 
capacity  under  various  circumstances,  this 
paper  constitutes  good  reading.  See  page  .419 
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One  of  the  most  striking  paradoxes  in 
hematology  has  to  do  with  the  treatment  of 
the  anemias.  On  the  one  hand  we  have  many 
eminent  authorities  patiently  and  repeatedly 
advising  the  simple  iron  preparations  for  the 
treatment  of  the  hypochromic  anemias,  and 
liver  or  its  fractions  for  those  suffering  from 
pernicious  anemia.  On  the  other  hand,  we 
have  been  swamped  with  brightly  colored  bul- 
letins and  blotters  of  the  pharmaceutical 
houses  lustily  advertising  their  numerous 
and,  at  time,  wierd  combinations  of  iron  and 
extracts  of  liver,  stomach,  spleen  and  bone 
marrow,  with  or  without  vitamins  and  cop- 
per for  use  in  all  types  of  anemia.  Our  pres- 
ent knowledge  of  the  various  types  of  ane- 
mia has  provided  a sound  and  scientific  basis 
for  their  intelligent  and  efficient  treatment. 
We  should,  therefore,  adhere  strictly  to  prov- 
en, clinical  facts  and  not  be  guided  by  the 
promotional  sales  talk  of  the  importance  of  a 
variety  of  substances  contained  in  one  anti- 
anemic, specially  sealed,  highly  colored  tablet 
or  capsule. 

On  every  side  we  hear  of  the  economic 
problems  of  the  day.  Let  us  then  for  a min- 
ute focus  our  attention  on  the  economic 
plight  of  the  unfortunate  patient  with  ane- 
mia. From  this  we  may  come  to  realize  why 
some  of  them  can  not  promptly  pay  their 
doctor’s  fee  at  the  end  of  the  month.  The  ap- 
preciation of  these  differences  in  the  cost  of 
antianemic  therapy  will  help  in  a small  way 
to  reduce  the  “high  cost  of  medical  care.” 

IRON 

First  we  must  realize  before  using  any  one 
specific  antianemic  procedure  that  success- 
ful treatment  depends  upon  finding  and 
eliminating  the  cause  of  the  anemia.  Un- 
less this  fact  is  appreciated,  we  may  have  a 
poor  or  incomplete  response  to  treatment,  or 
a prompt  relapse  after  cessation  of  iron  or 
liver  therapy.  We  should  always  consider 
anemia  a symptom  and  not  a disease  in  it- 
self. 

The  therapeutic  use  of  iron  is  far  older 
than  any  rationale  explanation  of  its  action. 
The  mode  of  action  of  iron  in  hemoglobin 

♦Presented  before  the  meeting  of  the  Nebraska  State  Medical 
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synthesis  has  not  yet  been  satisfactorily  ex- 
plained. A review  of  the  literature  shows 
that  the  style  of  usage  of  iron  changes  rap- 
idly. At  one  time,  organic  iron  was  pre- 
ferred to  inorganic  iron.  At  another  period, 
the  ferric  preparations  were  advised  instead 
of  the  ferrous  salts.  In  addition,  there  has 
been  considerable  controversy  as  to  whether 
insoluble  or  soluble  forms  of  iron  were  su- 
perior. Even  the  use  of  active  magnetic  iron 
has  been  advanced  instead  of  inactive  non- 
magnetic iron.  With  so  many  preparations 
available,  naturally  every  one  has  their  own 
favorite  prescription.  It  has  been  repeated- 
ly shown,  however,  that  the  form  in  which 
iron  is  to  be  administered  is  of  minor  signifi- 
cance, providing  one  gives  adequate  dosage. 
Adequate  dosage  does  not  necessarily  mean 
the  standard  doses  usually  advised  by  our 
text  books.  Adequate  dosage  is  an  individual 
problem  with  each  patient.  The  rule  that 
hemoglobin  should  rise  at  a faster  rate  than 
one  per  cent  per  day  when  the  hemoglobin  is 
below  70  per  cent  of  normal,  may  serve  as  a 
rough  guide  for  judging  the  adequacy  of  a 
given  quantity  of  irona>. 

The  effectiveness  of  an  iron  preparation 
does  not  depend  on  the  amount  of  metallic 
iron  present,  but  the  amount  of  iron  utilized 
by  the  body  (2)  <3>.  An  average  of  0.55  grains 
of  utilized  iron  daily  is  necessary  to  insure 
optimal  hemoglobin  response (1).  The  amount 
of  iron  utilized  varies  considerably  with  dif- 
ferent preparations.  For  example,  reduced 
iron  given  in  doses  of  30  to  40  grains  a day, 
has  a very  high  metallic  iron  content,  but  less 
than  0.25  grains  (1  per  cent)  is  converted  in- 
to the  soluble,  ferrous  form  and  utilized.  A 
daily  dose  of  90  grains  of  ferric  and  am- 
monium citrate  contains  only  16  grains  of 
metallic  iron,  yet  0.56  grains  (3.5  per  cent) 
is  utilized.  Ferrous  iron  is  in  the  preformed 
state,  ready  for  immediate  assimiliation.  In 
a total  daily  dose  of  15  grains  of  ferrous  sul- 
phate, only  4 grains  are  metallic  iron,  yet 
0.56  grains  is  utilized  (14.0  per  cent).  The 
high  degree  of  iron  utlization  of  ferrous  sul- 
phate is  reflected  by  the  more  satisfactory 
clinical  response  with  less  side  effects  and 
with  smaller  dosage  than  do  many  com- 
pounds which  have  long  been  in  common  use. 
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It  has  been  clearly  shown  that  ferrous  salts 
are  more  efficiently  absorbed  than  the  ferric 
salts(4).  Fullerton(3)  has  shown  that  grain 
for  grain  ferrous  sulphate  is  ten  times  more 
effective  in  hemoglobin  regeneration  than 
iron  and  ammounium  citrate  and  some  five 
times  as  effective  as  Blaud’s  pills.  Dosages 
of  iron  spread  over  the  day  have  been  shown 
to  be  more  efficacious  than  a single  daily 
dose(5).  Iron  in  liquid  form  (Elixer)  is  espe- 
cially suitable  for  children  and  in  patients 
with  peptic  ulcer  and  anemia.  Iron  should 
be  taken  after  meals  not  only  to  avoid  the 
astringent,  irritating  effect  on  the  membrane 
of  the  gastro-intestinal  tract,  but  because  of 
the  higher  degree  of  acidity  present  in  the 
gastric  content  that  helps  to  promote  the  ab- 
sorbability of  the  drug.  In  the  presence  of 
anacidity  or  hypochlorhydria,  hydrochloric 
acid  must  be  given  to  the  patient  if  he  is 
taking  one  of  the  ferric  compounds  of  iron<6>. 

The  daily  iron  requirement  of  the  body  is 
small  10  milligrams  (1/6  grain)  is  probably 
sufficient.  The  average  daily  intake  of  an 
adult  is  about  15  milligrams.  It  should  be  re- 
membered that  even  slight  departures  from 
a suitable  diet  can  produce  ill  health  if  al- 
lowed to  operate  over  a long  period  of  time. 
The  iron  requirements  for  females  is  about 
four  times  that  of  males.  In  addition,  at 
different  stages  of  life  such  as  the  growing 
child,  the  menstruating  woman,  the  pregnant 
mother,  or  any  individual  with  chronic  blood 
loss,  considerable  more  iron  is  required  than 
is  supplied  by  the  average  diet. 

Hypochromic  anemias  are  due  to  the  lack 
of  iron,  whether  it  be  due  to  such  factors  as 
deficient  intake  of  food  containing  iron, 
faulty  absorption,  increased  loss  of  blood  or 
excessive  demands  for  iron(7>.  Such  an  ane- 
mia responds  in  a spectacular  and  character- 
istic manner  to  the  administration  of  iron 
when  it  is  given  in  the  proper  dosage.  Let 
us  compare  the  average  retail  price  for  a 
month’s  medication  for  such  a case.  If  iron 
and  ammonium  citrate  is  prescribed  in  cap- 
sule form,  90  grains  a day,  the  patient  at 
the  end  of  30  days  has  swallowed  360  cap- 
sules at  an  average  price  to  him  of  $4.50.  If 
the  same  daily  dose  had  been  put  up  in  a 25 
per  cent  solution  to  be  taken  2 teaspoonsful 
three  times  a day,  at  the  end  of  a month  he 
will  have  used  24  ounces  at  a cost  of  $2.00. 
If,  instead  he  had  been  given  6 ounces  of 
the  plain  granules  and  told  to  take  approxi- 
mately one-half  teaspoonful  to  dissolve  in  a 
wine  glass  of  water  three  times  a day,  he  will 


have  paid  $.90  for  his  month’s  supply.  Dur- 
this  time  he  probably  would  have  had  some 
mild  to  severe  gastrointestinal  complaints, 
and  if  he  had  not  taken  the  solution  through 
a drinking  tube,  his  teeth  and  tongue  may 
have  become  somewhat  stained. 

There  are  many  preparations  of  ferrous 
sulphate  on  the  market.  It  is  usually  put  up 
in  tablet  form  with  a plain,  enteric  or  special 
coating,  alone  or  in  combination  with  either 
vitamin  B,  bile  salts,  glutamic  acid,  “secon- 
dary anemia”  liver  fraction,  plain  liver  ex- 
tract, or  stomach  concentrate.  That  the 
combination  therapy  is  entirely  useless  and 
an  unnecessary  expense  to  the  patient  will  be 
taken  up  in  a moment.  Suffice  to  say  for  the 
present  that  a plain  5 grain  tablet  of  ferrous 
sulphate,  given  three  times  a day,  costs  the 
patient  less  than  a dollar  a month.  If  the 
physician  thoughtlessly  prescribes  a special 
coated  tablet  or  capsule,  the  price  will  jump 
20  to  50  per  cent.  With  some  of  the  more 
popular  “shot-gun”  combinations,  the  patient 
will  have  to  pay  from  $2.00  to  $10.00  addi- 
tional for  each  month  of  treatment.  That 
this  extra  expense  is  entirely  unnecessary  in 
the  great  majority  of  iron-deficiency  ane- 
mias is  well  substantiated  in  clinical  prac- 
tice(5)(8).  The  alleged  adjuvant  effect  of 
ordinary  liver  extract  in  the  hypochromic 
anemias  is  open  to  serious  doubt(9)  (10).  Its 
use  is  based  largely  on  general  impression 
and  not  precise  data.  The  evidence  of  the 
effectiveness  of  the  so-called  “secondary  ane- 
mia” liver  extract  is  derived  almost  exclu- 
sively from  animal  experiments.  Though 
most  of  the  reports  of  its  uses  in  man  indi- 
cate that  it  is  of  little,  if  any,  demonstrable 
value,  there  has  been  some  encouraging  re- 
ports recently(11>  (12>.  Nevertheless,  Win- 
trobe(7>  feels  that  it  is  unnecessary  and  ex- 
travagant to  give  the  liver  fraction  recom- 
mended for  secondary  anemia,  provided  the 
patient  is  given  a reasonably  adequate  diet. 

There  is  no  excuse  for  the  injection  of  iron. 
The  majority,  if  not  all  of  the  preparations 
of  iron  for  intramuscular  injection  which  are 
available  on  the  market  are  worthless (7).  If 
given  in  adequate  amounts  to  cure  the  ane- 
mia, it  is  painful,  toxic,  dangerous  and  ex- 
pensive. 

LIVER  EXTRACT 

Whole  liver  taken  by  mouth  is  valuable  in 
all  forms  of  anemia  because  of  its  iron  and 
protein  content.  Liver  extract,  however, 
whether  it  be  the  oral  or  parenteral  type,  is 
indicated  only  in  pernicious  and  a few  other 
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macrocytic  anemias.  As  has  been  pointed 
out.  it  has  no  beneficial  effect  in  the  iron- 
deficiency  anemias. 

The  use  of  liver  extract  in  pernicious  ane- 
mia becomes  a lifetime  problem  for  the  pa- 
tient. The  intravenous  injection  of  liver  ex- 
tract is  rarely  if  ever  indicated.  Experience 
has  shown  us  that  treatment  by  the  intra- 
muscular injection  is  the  method  of  choice. 
When  we  consider  that  the  effectiveness  of 
liver  extract  given  by  injection  is  about  fifty 
times  its  oral  potency,  and  yet  at  only  about 
one-fifth  the  cost,  there  is  little  room  for  ar- 
gument. Because  it  has  not  been  possible  to 
develop  either  a satisfactory  chemical  or 
biological  method  of  assay  of  the  different 
liver  extracts,  confusion  has  arisen  in  the 
minds  of  physicians  as  to  just  what  type  of 
intramuscular  product  to  use.  In  the  past, 
each  pharmaceutical  house  has  tried  to  outdo 
the  other  in  deriving  a “superior”  extract 
from  so  many  hundreds  of  grams  of  fresh 
liver.  As  a result,  comparison  has  been  im- 
possible. The  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Associa- 
tion has  attempted  to  standardize  these  va- 
rious preparations  by  insisting  that  they  be 
labeled  in  “antianemic  units,”  and  omit  the 
quantity  of  material  from  which  it  is  de- 
rived. The  Antianemic  Preparation  Ad- 
visory Board  has  defined  such  a unit  as  the 
least  amount  of  material  which,  when  inject- 
ed daily  during  a ten-day  period,  will  pro- 
duce in  a patient  with  pernicious  anemia  a 
satisfactory  response.  Consequently,  accept- 
ed liver  extracts  for  intramuscular  injection 
are  now  based  on  the  number  of  such  units 
per  cubic  centimeter  of  material(13).  Such  a 
method  of  standardizing  and  describing  liver 
extract  simplifies  therapy.  Most  authorities 
agree  that  the  average  uncomplicated  patient 
with  pernicious  anemia  should  receive  from 
one  to  two  units  per  day  given  from  twice  a 
week  to  two  or  three  weekly  intervals.  How- 
ever, it  should  again  be  emphasized  that 
treatment  is  an  individual  problem  and  one 
should  be  guided  entirely  by  the  condition  of 
the  patient  and  the  level  of  the  blood  count. 

In  examining  the  list  of  the  various  avail- 
able preparations,  the  physician  has  the 
choice  of  dilute  extracts  containing  one-half 
to  one  unit  per  cubic  centimeter,  up  to  that 
of  more  concentrated  products  containing  2, 
3,  5,  10  and  15  units  per  c.c.  in  1,  V/o,  5,  10 
and  50  c.c.  ampules.  The  board  has  decided 
not  to  grant  U.  S.  P.  recognition  to  injectable 
products  of  a greater  potency  than  15  units 


per  c.c.  The  retail  price  naturally  varies 
from  $.60  to  $8.75  per  ampule  depending  up- 
on the  volume  and  concentration  of  the 
product.  In  terms  of  price  per  unit,  however, 
it  ranges  from  $.04  to  $.12,  with  the  more 
dilute  extracts  being  slightly  higher  in  cost. 

LIVER-IRON  PREPARATIONS 

We  are  interested  in  providing  effective 
treatment  for  our  patients  at  a minimum 
cost.  Are  we  then  to  believe  the  leading 
hematologists  working  in  the  large  clinics  or 
the  army  of  “detail  men”  from  the  pharma- 
ceutical houses  who  have  been  primed  with 
all  sorts  of  imposing  figures  that  will  help 
to  impress  the  physician  and  promote  the 
sale  of  his  product?  Apparently  the  high 
pressure  advertising  has  had  its  desired  ef- 
fect for  there  are  now  over  a hundred  such 
proprietary  combinations  on  the  market. 
They  include  all  types  of  iron  salts,  various 
liver,  stomach,  spleen  and  bone  marrow  ex- 
tracts, all  of  which  are  usually  present  in 
sub-optimal  doses.  The  unfortunate  pa- 
tient must  be  made  to  swallow  from  180  to 
450  fancy  capsules  each  month.  The  average 
cost  of  nine  of  the  more  popular  combina- 
tions varies  from  $5.40  to  $12.60  per  month. 
If  the  number  of  capsules  were  to  be  given 
for  adequate  doses  of  iron  and  ammonium 
citrate  in  one  of  the  capsules,  the  patient 
would  have  to  submit  himself  to  2,700  cap- 
sules at  the  ridiculous  price  of  $87.00  a 
month. 

Advertisers  have  capitalized  to  the  utmost 
on  such  statements  that  they  can  find  in  the 
literature  to  bolster  their  claims  as  to  the 
advantages  of  such  combinations.  When 
they  are  used,  the  patient  must  pay  not  only 
for  the  material  he  needs  but  also  for  non- 
essentials.  Indirectly,  it  is  another  form  of 
taxation  that  we  impose  upon  him.  Would 
it  not  be  more  fair  to  the  patient  to  direct 
this  extra  cost  towards  a more  thorough  and 
complete  diagnostic  study  of  the  primary 
cause  of  the  anemia  before  wasting  it  on  un- 
necessary and  useless  medication?  Appar- 
ently the  Council  on  Pharmacy  and  Chemis- 
try are  of  that  opinion  because  in  the  interest 
of  rational  medicine  they  have  decided  not  to 
give  consideration  for  acceptance  or  evalua- 
tion any  mixtures  of  antianemic  products 
that  contain  vitamins,  iron  or  other  thera- 
peutic agents.  Such  ready-made  mixtures 
complicate  therapy.  They  are  of  the  opinion 
that  if  other  drugs  are  indicated  (and  fre- 
quently they  are  not  indicated),  the  physi- 
cian should  be  permitted  to  prescribe  them 
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concurrently  and  in  the  ration  indicated  for 
the  particular  patient;  in  other  words,  to 
use  individualized  medicine.  The  Board  wise- 
ly points  out  that,  without  definite  clinical 
evidence  of  the  value  of  combinations  of 
products  with  liver,  and  with  some  indication 
that  the  antianemic  factor  may  deteriorate 
by  the  addition  of  some  of  these  compounds, 
it  is  desirable  to  avoid  these  mixtures  and  to 
administer  antianemic  preparations  separate- 
ly^44^- 

COPPER 

The  use  of  copper  in  anemia  has  been  a 
matter  of  much  controversy.  Undoubtedly, 
copper  must  be  regarded  as  an  element  of  im- 
portance as  a catalyst  in  iron  metabolism ( 15 ) . 
It  is  also  apparently  true  that  the  experi- 
mental anemias  of  rats  are  benefited  by  the 
addition  of  small  amounts  of  copper  to 
iron<16)  Furthermore,  the  nutritional  ane- 
mias of  infants  respond  better  to  iron-copper 
combinations  than  iron  alone(17).  There  is 
very  little  evidence  in  the  adult,  however, 
that  deficiency  of  copper  plays  any  signifi- 
cant role  in  the  production  of  anemia <18). 
The  copper  requirements  of  the  human  adult 
are  adequately  supplied  by  the  average  diet 
in  which  liver  has  been  incorporated (10>.  Fi- 
nally, one  should  be  warned  that  it  is  not  dif- 
ficult to  create  serious  copper  poisoning  by 
administering  relatively  small  amounts  of 
copper(9),  though  this  possibility  is  not  ac- 
cepted by  all  authorities(19). 

VITAMIN  B COMPLEX 

There  is  yet  no  evidence  that  Vitamin  B 
Complex  plays  a direct  role  in  the  correction 
of  anemia,  but  there  is  much  evidence  that  it 
tends  to  improve  the  nutritional  status  of 
the  patient  by  its  action  in  stimulating  appe- 
tite and  intestinal  absorption.  The  routine 
use  of  purified  vitamins,  however,  are  un- 
necessary and  expensive  in  that  all  of  the  sub- 
stances can  be  given  in  the  form  of  natural 
foods.  Dameshek,18),  in  discussing  the  vita- 
min deluge  which  we  are  undergoing,  states 
“to  prescribe  iron  or  copper  or  liver  without 
vitamins  is  to  be  not  quite  modern.”  He  seri- 
ously doubts  the  necessity  of  treatment  with 
large  doses  of  the  several  vitamins  in  cases 
of  hypochromic  anemia. 

CONCLUSIONS 

1.  Successful  treatment  depends  upon 
first  finding  and  eliminating  the  cause  of  the 
anemia. 

2.  Iron  alone  in  adequate  doses  is  the 
treatment  of  hypochromic  anemia;  liver  ex- 


tract, intramuscularly,  is  the  treatment  of 
choice  in  pernicious  anemia. 

3.  Ferrous  sulphate  is  the  most  satisfac- 
tory and  economical  iron  preparation  for  use 
in  clinical  practice. 

4.  Liver,  iron,  copper  and  vitamin  combi- 
nations are  unjustified,  costly,  impractical 
and  unscientific. 
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Simultaneous  rupture  of  the  kidney  and 
spleen  is  infrequent  but  requires  prompt  and 
proper  management  for  disastrous  results 
would  follow  should  one  or  the  other  of  these 
organs  be  overlooked  in  diagnosis  or  at  oper- 
ation. In  the  literature  there  are  many  re- 
ports and  reviews  of  rupture  of  the  spleen  or 
rupture  of  the  kidney,  so  we  shall  confine 
ourselves  to  a discussion  of  the  case  in  point. 

CASE  REPORT 

W.  B.,  No.  66524,  an  eleven  year  old  white  boy,  en- 
tered the  University  of  Nebraska  Hospital  at  7 p.  m. 
on  Sunday,  January  21,  1940,  on  the  Pediatric  serv- 
ice of  Dr.  George  Robertson.  The  patient  was  ad- 
mitted three  hours  after  a coasting  accident  in  which 
he  struck  another  sled,  the  brunt  of  the  blow  being 
received  over  the  lower  left  chest  and  flank.  He 
was  taken  home  immediately  where  gross  hematuria 
was  observed.  On  admission,  the  patient  complained 
of  pain  in  the  region  of  the  left  shoulder,  left  lower 
chest,  left  flank  and  upper  abdomen.  A diagnosis 
of  contusion  of  the  left  kidney  was  made.  Physical 
examination  revealed  a contused  area  on  the  left  side 
between  the  anterior  and  posterior  axillary  lines  and 
the  nipple  and  costal  margin.  The  abdomen  was 
soft  and  flat  but  there  was  marked  muscle  guard  on 
slight  abdominal  palpation.  There  was  generalized 
abdominal  tenderness,  although  it  was  most  marked 
in  the  lower  quadrants.  His  temperature  was  99.6 
F.,  pulse  108  and  respirations  30.  The  urine  was 
grossly  bloody.  During  the  night  the  boy  continued 
to  have  pain  which  was  relieved  by  % grain  of  co- 
deine. The  following  morning,  his  pulse  had  risen  to 
120  although  his  temperature  remained  99.6  F.  His 
general  condition  appeared  much  the  same  except 
that  the  abdominal  distress  was  much  more  obvious. 
The  red  blood  count  was  4,000,000  and  the  leucocyte 
count  was  12,000. 

At  the  time  of  Urologic  and  Surgical  consulta- 
tion at  6 p.  m.  the  day  following  admission,  the  child 
appeared  to  be  in  fair  general  condition  although  the 
pulse  had  risen  to  132  and  was  of  poor  quality.  The 
abdomen  was  moderately  distended  and  there  was 
marked  generalized  abdominal  tenderness,  particu- 
larly over  the  lower  abdomen,  accompanied  by  gen- 
eralized rebound  tenderness.  There  were  no  abdom- 
inal cramps  and  on  auscultation,  the  abdomen  was 
almost  entirely  silent,  indicating  that  the  distention 
was  due  to  some  form  of  paralytic  ileus.  The  possi- 
bility of  rupture  of  the  bladder  was  ruled  out  by  the 
fact  that  all  of  a known  quantity  of  fluid  returned 
after  instillation  into  the  bladder.  No  free  gas  was 
seen  under  the  diaphragm  on  the  x-ray  of  the  ab- 
domen taken  in  the  erect  posture.  This  ruled  out 
rupture  of  a hollow  viscus.  In  order  to  determine 
whether  or  not  the  rupture  of  the  kidney  communi- 
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cated  with  the  pelvis,  allowing  extravasation  of  ur- 
ine into  the  perinephric  space  or  into  the  peritoneum, 
an  excretory  urogram  was  made.  This  showed  good 
excretion  of  the  contrast  medium  on  each  side  with 
slightly  better  visualization  of  the  left  renal  pelvis 
as  a result,  possibly,  of  obstruction  of  the  ureter  by 
blood  clots.  Throughout  a series  of  films  taken 
from  5 to  60  minutes,  there  appeared  to  be  a gradu- 
ally increasing  density  in  the  left  flank  lateral  to  and 
below  the  left  kidney,  suggesting  extravasation  into 
the  perinephric  region.  Obliteration  of  the  left 
psoas  margin  indicated  perinephric  hematoma.  The 
small  bowel  was  distended,  except  in  the  upper  left 
quadrant  where  there  was  increased  density,  sug- 
gesting rupture  of  the  spleen  with  local  hematoma 
formation.  A preoperative  diagnosis  of  rupture  of 
the  left  kidney  with  urinary  extravasation,  peri- 
nephric hematoma  and  rupture  of  the  spleen  was 
made.  The  condition  of  the  patient  indicated  imme- 
diate operation. 

The  operation  was  carried  out  at  7 :30  p.  m.  under 
cyclopropane  anesthesia,  with  the  patient  in  a left 
nephrectomy  position.  The  incision  was  made  par- 
allel to  and  just  below  the  twelfth  rib  and  on  open- 
ing the  lumbar  fascia,  the  fatty  perinephric  tissue 
was  found  to  be  infiltrated  with  blood.  The  lower 
pole  of  the  kidney  had  been  decapsulated,  the  shred- 
ded capsule  lying  free.  There  were  three  areas  of 
rupture  of  the  parenchyma  appearing  as  fissures  on 
the  surface  of  the  denuded  cortex.  Exploration  of 
these  fissures  was  thought  to  be  inadvisable  because 
of  the  danger  of  re-establishing  hemorrhage.  The 
ureter  and  large  renal  vessels  were  intact.  The  kid- 
ney was  replaced  in  the  renal  fossa  and  after  the 
peritoneum  had  been  incised,  the  splenic  flexure  of 
the  colon  was  reflected  downward.  The  peritoneal 
cavity  was  full  of  free  blood  and  the  spleen  was 
found  to  be  severely  comminuted,  particularly  about 
its  hilus.  It  was  a very  simple  matter  to  grasp  the 
splenic  vessels  in  the  pedicle  and  to  excise  the  spleen 
after  applying  silk  ligatures  to  the  pedicle.  The  free 
blood  was  then  removed  from  the  peritoneal  cavity 
by  aspiration.  The  entire  procedure  took  approxi- 
mately fifteen  minutes.  The  peritoneum  was  closed, 
and  the  kidney  was  inspected  and  again  no  free  hem- 
orrhage was  noted.  Two  Penrose  drains  were  left 
in  the  kidney  fossa  to  care  for  extravasation  of  ur- 
ine should  it  continue.  A transfusion  of  650  c.  c. 
of  citrated  blood  was  given  by  the  indirect  method 
immediately  following  operation.  Nasal  suction  was 
instituted  for  the  first  eighteen  hours  because  of  the 
small  bowel  distention.  Convalescence  was  unevent- 
ful and  the  patient  left  the  hospital  on  the  sixteenth 
postoperative  day.  Check-up  excretory  urograms 
made  on  the  fifteenth  postoperative  day  showed  good 
renal  function  and  a well  placed  kidney  with  a fairly 
normal  appearing  pelvis.  The  blood  count  on  April  2, 
1940  was  normal  except  for  a differential  count  of 
73%  lymphocytes.  The  urine  was  normal  on  April 
2 and  again  on  May  7,  the  only  unusual  finding  be- 
ing a rare  red  cell  and  pus  cell. 
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DISCUSSION 

In  the  presence  of  gross  hematuria,  rup- 
ture of  the  kidney  was  obvious,  but  the  ab- 
dominal signs  called  for  an  accurate  differ- 
ential diagnosis.  Mechanical  intestinal  ob- 
struction was  ruled  out  by  the  absence  of 
crampy  pains  and  absence  of  intestinal 
sounds  on  auscultation.  This  narrowed  the 
consideration  to  paralytic  ileus  as  the  cause 
of  abdominal  distention.  Although  reflex 
paralytic  ileus  may  accompany  kidney  dis- 
ease or  trauma,  the  definite  rebound  tender- 
ness suggested  peritoneal  irritation  of  bac- 
terial or  chemical  origin  as  the  cause.  Rup- 
ture of  a hollow  viscus  with  bacterial  peri- 
tonitis as  the  cause  of  paralytic  ileus  was  ex- 
cluded by  the  absence  of  free  gas  under  the 
diaphragm  on  x-ray  examination  of  the  ab- 
domen with  the  patient  in  an  upright  pos- 
ture. This  was  of  diagnostic  value  because 
as  little  as  four  cubic  centimeters  of  free  air 
in  the  peritoneal  cavity  can  be  demonstrated 
in  this  manner.  Rupture  of  a hollow  viscus 
with  bacterial  peritonitis  was  further  ruled 
out  by  the  white  count  of  12,000  and  temp- 
erature of  only  99.6.  Rupture  of  the  bladder 
had  been  rejected,  so  chemical  peritonitis 
from  urinary  extravasation  from  the  rup- 
tured kidney  was  thought  not  tenable  be- 
cause it  would  have  caused  a greater  eleva- 
tion of  the  temperature  and  leucocvte  count. 
The  rapid  pulse  rate,  which  was  consistently 
running  around  130.  was  out  of  proportion 
to  the  white  count  and  temperature  level,  so 
it  was  thought  due  to  diminished  blood 
volume,  probably  on  the  basis  of  intraperi- 
toneal  hemorrhage.  Although  no  masses 
were  palpable,  a flat  x-ray  film  of  the  ab- 
domen showed  exclusion  of  the  distended 
loops  of  small  bowel  from  the  left  unner 
quadrant.  This  confirmed  the  clinicM  diag- 
nosis of  rupture  of  the  spleen  and  the  re- 
sulting intraperitoneal  hemorrhage  as  the 
cause  of  the  paralytic  ileus. 

The  severity  of  renal  injury  must  be  deter- 
mined as  accurately  as  possible  in  order  that 
proper  therapy  may  be  recommended.  Diag- 
nosis should  always  include  excretory  pyelo- 
graphy if  the  patient’s  general  condition 
warrants.  Retrograde  pylegrophy  may  be 
indicated  in  isolated  instances,  particularly  if 
the  excretory  pylegrams  are  not  diagnostic, 
but  it  may  be  harmful  by  increasing  hemor- 
rhage or  extravasation.  Aspiration  of  the 


perinephric  space  is  of  value  but  may  be  in- 
jurious and  rarely  is  necessary.  In  small 
fissured  ruptures  of  the  cortex  without  peri- 
nephric hematoma,  healing  is  spontaneous 
and  the  patient  may  or  may  not  show  blood 
in  the  urine,  but  whenever  the  renal  vessels 
are  involved  in  the  injury  or  if  there  is  ir- 
reparable damage  to  the  parenchyma,  early 
nephrectomy  may  be  life-saving.  Small 
lacerations  of  the  cortex,  associated  with 
large  perinephric  hematomas,  require  prompt 
drainage  of  the  hematoma  although  in  many 
such  cases  the  hematoma  will  slowly  absorb 
and  spontaneous  healing  occur.  There  is, 
however,  danger  of  pressure  damage  to  the 
kidney  or  secondary  infection  of  the  hema- 
toma. If  the  laceration  extends  into  the 
renal  pelvis,  extravasation  will  occur,  in- 
creasing the  hazard  of  infection.  Such  cases 
require  early  drainage.  If  there  is  much 
parenchymal  damage  with  active  bleeding,  or 
considerable  separation  of  the  fragments, 
surgical  repair  is  essential.  Such  lacerations 
are  best  repaired  by  Lowsley’s  method  using 
ribbon  catgut.  If  hemorrhage  is  pronounced, 
fat  or  muscle  placed  in  the  kidney  wound  will 
act  as  a hemostatic.  In  cases  with  relatively 
little  parenchymal  damage,  but  with  exces- 
sive pelvic  accumulation  of  blood,  conserva- 
tive measures  may  suffice.  Ureteral  cathe- 
terization and  drainage  by  retention  ureteral 
catheter  may  be  helpful.  Usually,  however, 
if  spontaneous  ureteral  drainage  is  inade- 
quate and  the  pelvis  becomes  much  dis- 
tended, pyelotomy  is  indicated.  In  cases  of 
subcapsular  tears  with  localized  hematoma, 
conservative  non-surgical  measures  are  ade- 
quate. 

CONCLUSION 

For  several  years,  one  of  us  (W.  F.  B.)  has 
been  anxious  to  attempt  a splenectomy  by 
means  of  a posterior  approach  because  it  was 
felt  that  the  exposure  would  permit  more 
direct  access  to  the  splenic  vessels  in  the 
pedicle.  This  case  offered  an  ideal  opportun- 
ity to  ultilize  such  a procedure  and  well  dem- 
onstrates its  feasibility.  Whether  or  not  a 
markedly  enlarged  spleen  could  be  as  readily 
removed  by  this  exposure  remains  to  be  seen. 
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What  is  a profession?  It  is  defined  as  “a 
calling  in  which  one  professes  to  have  ac- 
quired some  special  knowledge,  the  occupa- 
tion to  which  one  devotes  oneself.”  The 
earliest  recognized  professions  were  theol- 
ogy, medicine  and  law.  Universities  were 
originally  founded  to  prepare  for  such  pro- 
fessions. Naturally  each  of  these  three  pro- 
fessions had  its  code  of  ethics  and  standards 
of  professional  work,  varying  with  the  times 
and  knowledge  in  the  field. 

Medicine  is  the  most  ancient  of  profes- 
sions, being  older  than  Christianity  and  ante- 
dating the  inception  of  civil  law.  The  medical 
art  as  we  now  practice  it,  the  character  of 
the  physician  as  we  now  understand  it,  both 
date  for  us  from  Hippocrates,  460  B.  C. 
From  earliest  times,  medicine  has  aimed  to 
provide  the  world  with  men  qualified  by 
training  and  experience  to  extend  the  boun- 
daries of  knowledge  of  man  and  his  illness 
and  to  apply  such  knowledge  to  the  allevia- 
tion of  suffering.  Medicine  seeks  to  prevent 
sickness,  relieve  human  suffering,  and  to 
prolong  life.  These  have  been  its  watch- 
words, are  still  and  always  will  be.  With 
3,000  years  of  medical  tradition  of  service 
to  the  sick  and  the  poor  and  the  ailing,  the 
public  may  well  have  confidence  in  the  medi- 
cal profession. 

Today,  we  have  some  77  class  A medical 
colleges  in  the  United  States.  In  1905  we 
had  176  medical  colleges,  many  of  which 
were  no  good.  In  1906  we  graduated  6,500 
doctors,  and  from  then  on,  we  began  elimin- 
ating the  poorer  colleges.  Now  the  77  class 
A medical  colleges  graduate  approximately 
5,200  physicians  annually.  In  1910  the  Flex- 
ner  report,  the  most  powerful  and  stimulating 
educational  document  ever  published,  forced 
medical  schools  to  increase  requirements, 
seek  university  affiliations  and  improve  lab- 
oratory and  clinical  teaching.  Standards 
have  risen  constantly,  until  in  1940  the  un- 
der-graduates are  obliged  to  work  much 
harder  and  to  know  much  more.  The  length 
of  courses  has  practically  doubled. 

Today  in  Nebraska,  to  secure  the  degree 
to  Doctor  of  Medicine,  it  is  necessary  to  take 


three  years  of  college  work,  and  four  years 
of  medicine.  Practically  every  graduate 
takes  one  year’s  internship,  making  an  eight 
year  training  period  after  graduation  from 
high  school,  before  he  enters  the  private 
practice  of  medicine.  The  young  man  enter- 
ing medicine  today  represents  an  investment 
of  eight  years  of  time  during  which  he  not 
only  sacrifices  the  money  he  spends  in  se- 
curing an  education,  but  the  money  he  might 
have  earned.  It  has  been  calculated  that  the 
income  from  both  these  sums  is  from  $12,000 
to  $15,000 — or  the  cost  to  the  medical  stu- 
dent to  become  a physician. 

As  some  institution  has  graduated  every 
physician  now  in  practice,  the  responsibility 
for  education  belongs  to  it.  There  are,  in 
the  United  States  at  the  present  time,  169,- 
000  physicians  licensed  to  practice  medicine. 
Of  this  number  approximately  145,0-00  are 
in  the  active  practice  of  medicine,  and  of 
these,  115,381  are  members  of  the  American 
Medical  Association,  which  is  the  largest  rep- 
resentation in  any  professional  group  in  the 
United  States  or,  in  fact,  anywhere  in  the 
world. 

To  enter  this  profession,  one  should  have 
a belief  in  its  greatness,  its  dignity,  its  sta- 
bility, its  real  importance,  and  its  essential 
strength.  Ideals,  self  sacrifice,  personal  and 
professional  honesty,  love  of  the  search  for 
knowledge,  culture,  judgment,  common  sense 
and  imagination  are  some  of  the  desired  qual- 
ities to  be  found  in  those  who  wish  to  prac- 
tice medicine.  Emphasis  must  be  placed  on 
mental  stability  and  character.  The  physi- 
cian must  possess  fundamental  honesty  and 
integrity.  The  medical  adviser  must  person- 
ify honor,  steadfastness,  and  truth,  for  every 
sick  individual  is  a trust  that  cannot  be  be- 
trayed. About  all  that  the  unprincipled 
lawyer  can  do  is  to  steal  money.  His  coun- 
terpart in  medicine,  however,  may  filch  life. 

What  are  the  standards  by  which  we  may 
judge  or  appraise  the  individual  physician? 
These  are  the  questions  that  come  to  mind. 

First:  What  is  his  educational  back- 

ground? Where  did  this  physician  get  his 
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training?  In  what  kind  of  a hospital  did  he 
serve  his  internship?  How  many  years  did 
he-  engage  in  postgraduate  work  ? 

Second:  Does  he  have  honesty  of  pur- 

pose? Is  this  physician  blessed  with  those 
traits  of  heart  and  mind  which  will  lead  his 
patients  to  the  certain  knowledge  that  he  is 
personally  concerned  and  that  he  will  leave 
no  stone  unturned  for  their  recovery?  The 
unfeeling,  indifferent  physician  possessed  of 
every  refinement  of  skill  rates  about  10% 
of  par  as  a counselor  when  some  member  of 
the  family  is  ill. 

Third:  How  is  this  individual  physician 

regarded  by  other  members  of  the  profes- 
sion? Do  they  respect  his  ability — his  intel- 
ligence and  character? 

Fourth:  What  type  of  hospital  is  this 

physician  associated  with?  Is  his  hospital 
approved  by  the  American  College  of  Sur- 
geons and  the  American  Medical  Association, 
or  does  he  do  his  work  in  some  institution 
where  there  is  no  supervision  or  regulatory 
measures  ? 

Fifth:  Does  this  physician  keep  up  with 

medical  progress?  Never  in  the  history  of 
medicine  in  this  country  has  there  been  such 
intense  interest  in  postgraduate  and  gradu- 
ate medical  education  as  at  present.  Does 
this  physician  avail  himself  of  further  medi- 
cal training  by  attending  such  meetings  ? 
Older  physicians  as  well  as  recent  graduates 
have  the  opportunity  and  obligation  to  keep 
themselves  abreast  of  the  advances  in  medi- 
cine through  medical  society  meetings,  medi- 
cal journals,  and  visits  to  centers  of  medical 
teaching  and  research. 

The  bulk  of  medical  knowledge  is  today 
far  too  great  to  be  mastered  by  any  one  indi- 
vidual. If  medical  service  is  to  include  an  ap- 
priate  appreciation  of  the  entire  field  of 
medical  knowledge,  then  there  must  be  avail- 
able the  services  of  a certain  number  of  phy- 
sicians who  are  skilled  in  particular  fields  of 
medicine.  Until  recent  years  there  were  few 
definite  standards  which  a physician  was  re- 
quired to  meet  before  he  was  entitled  to  pre- 
sent himself  to  the  public  as  a specialist. 
Specialty  boards  for  fifteen  of  the  special 
branches  of  medical  practice  are  now  organ- 
ized and  have  been  approved.  These  boards 
have  established  standards  of  medical  educa- 
tion and  experience,  and  conduct  examina- 
tions of  candidates  to  determine  their  quali- 


fications for  recognition  as  specialists  by  the 
profession  and  the  public.  As  a usual  thing, 
some  years  of  general  practice,  followed  by 
specialized  education  and  experience  in  insti- 
tutions which  are  qualified  to  give  training 
in  specialties,  are  required  before  a physician 
is  entitled  to  be  recognized  as  a specialist.  In 
the  application  of  medical  care  to  the  public, 
it  has  often  been  estimated  that  about  80 
per  cent  of  existing  illnesses  can  be  treated 
satisfactorily  by  a general  practitioner;  the 
remaining  20  per  cent  are  apt  to  require  the 
services  of  one  or  more  specialists.  The  di- 
rectory of  medical  specialists  for  1939  lists 
the  names,  addresses  and  biographic  data  of 
more  than  14,000  specialists  certified  to  date 
by  these  fifteen  American  Boards.  Certifi- 
cation by  any  one  of  the  Special  Boards  is 
evidence  that  a physician  is  qualified  by 
training  to  be  recognized  as  a specialist,  in- 
stead of  being  merely  a self-styled  “special- 
ist.” 

These  are  some  of  the  standards  by  which 
a member  of  the  medical  profession  can  be 
judged.  Physicians  have  the  concept  that 
the  finest  professional  service  is  rendered 
when  there  is  free  choice  of  the  doctor  by  the 
patient,  mutual  responsibility  between  pa- 
tient and  doctor,  and  the  maintenance  of  a 
personal  relationship  between  doctor  and  pa- 
tient which  considers  the  patient  as  a human 
being  and  not  merely  as  an  ailing  unit  in  a 
great  machine.  The  value  of  medical  service 
depends  largely  on  a personal  relation  be- 
tween two  individuals  — the  patient  and  the 
physician. 
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Nebraskans  attending  the  annual  meeting 
of  the  Central  Association  of  Obstetricians 
and  Gynecologists  in  Indianapolis  last  month 
were  Drs.  Ralph  Luikart,  L.  O.  Hoffman,  F. 
P.  Murphy,  Willis  Brown  of  Omaha,  and  E. 
M.  Hansen,  Lincoln.  Dr.  Brown  and  Dr.  Han- 
sen both  presented  papers. 


Volume  25 
Number  1 1 


OFFICERS  STATE  MEDICAL  ASSOCIATION 


421 


OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Dr.  Clayton  Andrews,  Lincoln President 

Dr.  W.  P.  Wherry,  Omaha President-elect 

Dr.  A.  A.  Ashby,  Fairmont Vice  president 

Dr.  Rudolph  Decker,  Byron 

BOARD  OF 

Geo.  W.  Covey,  Chairman,  1941 Lincoln 

R.  Russell  Best,  1942 Omaha 


Dr.  A.  L.  Cooper,  Scottsbluff Vice-president 

Dr.  R.  B.  Adams,  Lincoln Secretary-Treasurer 

Mr.  M.  C.  Smith,  Lincoln Executive  Secretary 

Speaker  of  House  of  Delegates 

TRUSTEES 

Earle  G.  Johnson,  1943 r Grand  Island 

Harry  W.  Benson,  1944 Lincoln 


COMMITTEES 


W.  E.  Wright Creighton 

Hal  C.  Smith Franklin 

G.  L.  Pinney Hastings 

O.  J.  Cameron Omaha 

Library,  Necrology  and 
Records 

O.  V.  Calhoun,  1942,  Ch 

Lincoln 

J.  C.  Waddell,  1941 Beatrice 

C.  W.  M.  Poynter,  1940_Omaha 
Medico-Legal  Advice 
R.  W.  Fouts,  1943,  Ch._Omaha 
O.  R.  Platt,  1942_North  Platte 
R.  B.  Adams Lincoln 

Medical  Student  Loan  Fund 

J.  Dewey  Bisgard,  Ch. -Omaha 

Lowell  Dunn Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publications 

B.  F.  Bailey,  Ch.,  1941_Lincoln 

W.  H.  Heine,  1942 Fremont 

A.  F.  Tyler,  1943 Omaha 

R.  B.  Adams,  Sec.  (ex-of. )_ 

Lincoln 

F.  S.  A. 

E.  S.  Wegner,  Ch Lincoln 

E.  E.  Koebbe Columbus 

R.  T.  Van  Metre Fremont 


W.  J.  Arrasmith,  1943 

Grand  Island 

E.  L.  McQuiddy,  1944 Omaha 

President-Elect  Ex-Officio 

President  Ex-Officio 

Secy.-Treas.  Ex-Officio 

Speaker  of  House Ex-Officio 

Editor  of  Journal__Ex-Officio 
Ex.  Secretary Ex-Officio 

Planning 

F.  L.  Rogers,  Ch Lincoln 

W.  C.  Becker Lincoln 

Fritz  Teal Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan.  Ch Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Vascular  and  Cardiac  Diseases 

F.  W.  Niehaus,  Ch. Omaha 

John  C.  Thompson Lincoln 

Lucien  Stark  Norfolk 

Public  Health 

J.  C.  Nielson,  Ch Ingleside 

G.  E.  Charlton Norfolk 

A.  A.  Conrad Crete 

Tuberculosis 

E.  W.  Hancock,  Ch Lincoln 

John  F.  Allen Omaha 

George  W.  Ainlay Fairbury 


NON-SCIENTIFIC 
Committee  on  Medical 
Economics 

E.  W.  Rowe,  Ch Lincoln 

H.  W.  Benson Oakland 

I.  C.  Munger,  Sr Lincoln 

R.  W.  Fouts Omaha 

J.  W.  Duncan Omaha 

President,  Secretary-Treasurer, 

Executive  Secretary. 

Legal  Medical 

R.  W.  Fouts,  Ch Omaha 

F.  L.  Rogers Lincoln 

E.  W.  Rowe Lincoln 

A.  L.  Miller Kimball 

D.  B.  Steenburg Aurora 

W.  J.  Arrasmith-Grand  Island 

Scientific  Assembly 

J.  W.  Duncan,  1941 Omaha 

J.  D.  McCarthy,  1942 Omaha 

R.  H.  Whitham,  1943 Lincoln 

Morris  Nielsen.  1944 Blair 

R.  B.  Adams  (ex-of.) — Lincoln 
Insurance 

Earle  Johnson,  Ch.__Gr.  Island 

E.  E.  Clark Ashland 

A.  A.  Ashby Fairmont 

Advisory  to  Woman’s 
Auxiliary 

T.  C.  Moyer,  Ch Lincoln 

R.  F.  Jester Kearney 

Ralph  Luikart Omaha 

Allied  Professions 

W.  L.  Shearer,  Ch Omaha 

C.  G.  McMahon Superior 

Donald  Steenberg Aurora 

Credentials 

R.  B.  Adams,  Ch Lincoln 


SCIENTIFIC 

Medical  and  Public  Health 
Education 

C.  A.  Selby,  1945,  Ch 

North  Platte 

J.  D.  McCarthy,  Vice-Ch 

Omaha 

G.  W.  Covey,  1941 Lincoln 

H.  E.  Flansburg,  1942_Lincoln 


Venereal  Diseases 


A.  D.  Munger,  Ch Lincoln 

Donald  J.  Wilson Omaha 

H.  D.  Runty De  Witt 

Prevention  and  Amelioration 
of  Deafness 

J.  J.  Hompes,  Ch Lincoln 

Paul  Black  Lincoln 

Delbert  K.  Judd Omaha 


Conservation  of  Vision 

S.  G.  Zemer,  Ch Lincoln 

E.  C.  Foote Hastings 

Charles  M.  Swab Omaha 

Cancer 

James  F.  Kelly,  Ch Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen -.Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Ch.  -Lincoln 

R.  D.  Schrock Omaha 

H.  R.  Miner Falls  City 

Hospitals  and  Medical 
Standards 

D.  D.  King,  Ch York 

John  Gilligan__Nebraska  City 
W.  W.  Carveth Lincoln 

Pneumonia 

George  P.  Pratt,  Ch Omaha 

D.  H.  Morgan McCook 

Joseph  Kuncl Alliance 

Convalescent  Serum 

Floyd  Clarke,  Ch Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson__North  Platte 

C.  S.  Sub-Committee 

George  Salter Norfolk 

E.  P.  Leininger McCook 

C.  M.  Pierce Chadron 

Paul  Bancroft Lincoln 

Donald  Watson__Grand  Island 
Ernest  Lennemann Falls  Otty 

Industrial  Health 

H.  W.  Orr,  Ch Lincoln 

Herman  Johnson Omaha 

A.  A.  Smith Hastings 


Councilor  Districts  and  Counties  ! 

First  District : Councilor : G.  B.  Pot- 
ter, Omaha.  Counties,  Douglas, 
Sarpy. 

Second  District:  Councilor:  Roy  H. 
Whitham,  Lincoln.  Counties  : Lan- 
caster. Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  E.  L. 
Brush,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties : 
Burt,  Washington,  Dodge,  Platte, 
Colfax.  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  D.  D. 

King,  York.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York.  Ham- 
ilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  O.  W. 
French,  O’Neill.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 
Arnold,  St.  Paul.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo.  Grant, 
Hooker.  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  H.  S.  An- 

drews, Minden.  Counties:  Gosper, 
Phelps,  Adams,  Furnas,  Harlan, 
Franklin,  Webster,  Kearney,  Red 
Willow,  Chase,  Hayes,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District : Councilor : Har- 
vey Clark,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  L. 
Cooper,  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Chevenne,  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) L.  W.  Rork,  Hastings L.  R.  Nash,  Ingleside 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids F.  J.  McRae,  Albion 

Box  Butte  (12) J.  P.  Sucgang,  Alliance George  J.  Hand,  Alliance 

Buffalo  (9) R.  F.  Jester,  Kearney L.  E.  Dickinson,  Jr.,  Ravenna 

Burt  (5) J.  G.  Allen,  Craig Harry  W.  Benson,  Oakland 

Butler  (6) D.  E.  Burdick,  David  City O.  C.  Kreymborg,  Brainard 

Cass  (2) R.  R.  Andersen,  Nehawka C.  J.  Formanack,  Murdock 

Ced. -Dix. -Dak. -Th. -Wayne  (4)  George  Hess,  Wayne G.  E.  Peters,  Randolph 

Cheyenne-Kimball-Deuel  (12). Hull  A.  Cook,  Sidney B.  H.  Grimm,  Sidney 

Clay  (7) H.  L.  McLeay,  Edgar J.  O.  Latta,  Clay  Center 

Colfax  (5) G.  L.  Teply,  Howells W.  J.  Kavan,  Clarkson 

Custer  (9) C.  W.  Wilcox,  Ansley J.  E.  Bowman,  Broken  Bow 

Dawson  (9) C.  H.  Sheets,  Cozad Ray  S.  Wycoff,  Lexington 

Dodge  (5) B.  V.  Kenney,  Dodge A.  J.  Merrick,  Fremont 

Fillmore  (7) W.  S.  Wiggins,  Exeter V.  V.  Smrha,  Milligan 

Franklin  (10) F.  L.  Baker,  Hildreth D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell John  N.  Round,  Ord 

Gage  (3) W.  W.  Waddell,  Beatrice A.  R.  Bryant,  Beatrice 

Garden-Keith-Perkins  (11) H.  A.  Blackstone,  Lewellen S.  M.  Weyer,  Ogallala 

Hall  (9) Carl  Sherfey,  Grand  Island Howard  Royer,  Grand  Island 

Hamilton  (6) E.  A.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  O.  Bartlett,  Alma 

Holt  and  Northwest  (8) R.  E.  Kriz,  Lynch J.  P.  Brown,  O’Neill 

Howard  (9) P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  B.  Kantor,  Fairbury G.  W.  Ainlay,  Fairbury 

Johnson  (3) G.  J.  Rubelman,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) E.  S.  Wegner,  Lincoln E.  E.  Angle,  Lincoln 

Lincoln  (11) T.  J.  Kerr,  North  Platte G.  F.  Waltemath,  No.  Platte 

Madison-Six  (4) B.  R.  Famer,  Norfolk W.  I.  Devers,  Pierce 

Merrick  (5) A.  D.  Brown,  Central  City A.  A.  Enos,  Central  City 

Nance  (5) K.  F.  McDermott,  Fullerton H.  E.  King,  Fullerton 

Nemaha  (3) F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

Northwest  Nebraska  (8) M.  F.  Anderson,  Hay  Springs E.  G.  DeFlon,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) Roy  W.  Fouts,  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) D.  D.  Stonecypher,  Nebr.  City C.  R.  Williams,  Syracuse 

Pawnee  (3) Paul  J.  Flory,  Pawnee  City L.  D.  Harman,  Pawnee  City 

Phelps  (10) Ed.  Shaughnessy,  Beaver  City W.  A.  Shreck,  Holdrege 

Platte  (5) R.  J.  O’Donnell,  Columbus R.  C.  Anderson,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola W.  N.  Blome,  Stromsburg 

Richardson  (3) J.  M.  Greene,  Falls  City C.  L.  Hustead.  Falls  City 

Saline  (7) M.  A.  Mack,  Crete Rodney  K.  Johnson,  Friend 

Saunders  (6) Mason  E.  Lathrop.  Wahoo Frank  Tomholm.  Wahoo 

Scotts  Bluff  (12) Ted  E.  Riddell.  Scottsbluff P.  Q.  Baker,  Scottsbluff 

Seward  (6) J.  E.  Meisenbach,  Staplehurst P.  A.  De  Ogny,  Acting  Secy. 

Southwest  Nebraska  (10) B.  I.  Mills,  Maywood D.  H.  Morgan.  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) R.  R.  Donley,  Blair Morris  Nielsen,  Blair 

Webster  (10) I.  A.  Pace.  Guide  Rock S.  H.  O’Neill.  Blue  Hill 

York  (6) J.  W.  Neville,  York R.  E.  Karrer,  York 


422 


EDITORIAL 


Nebr.  S.  M.  Jour. 
November,  1940 


The  Nebraska  State 
Medical  Journal 

Published  Monthly  by  The  Nebraska  State  Medical  Association 
Federal  Securities  Building,  Lincoln,  Nebraska 


HERMAN  M.  JAHR,  M.  D„  Editor Omaha 

M.  C.  SMITH,  Business  Manager, 

416  Federal  Securities  Building.  Lincoln,  Nebr.,  Tel.  B-2625 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 
B.  F.  Bailey,  Chairman Lincoln 


A.  F.  Tyler Omaha 

W.  H.  Heine Fremont 


R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer.  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 


Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


Vol.  25  November  No.  11 


EDITORIAL 


WHY  THE  FEW  EXCEPTIONS? 

Following  an  explanation  of  the  appoint- 
ments of  physicians  to  the  various  local  draft 
boards  in  the  State,  President  Andrews  in 
his  message  on  page  424  relates  in  part, 
“With  few  exceptions  the  announced  appoint- 
ments made  by  the  Governor  were  those 
approved  by  us.”  He  states  further,  “Thus 
it  will  be  seen  that  while  the  plan  agreed 
upon  by  the  Government  Conscription  offi- 
cials and  the  American  Medical  Association 
was  not  carried  out,  your  officers  did  co- 
operate as  fully  as  was  possible  under  the 
circumstances.” 

The  immensity  of  the  preparedness  pro- 
gram including  as  it  does  so  many  varied 
phases  and  bewildering  details  may  explain 
to  some  extent  the  effort  of  the  Governor  to 
appoint  his  own  Boards  rather  than  delegate 
the  task  to  professional  organizations,  al- 
though the  understanding  between  the  War 
Department  and  the  American  Medical  As- 
sociation that  the  State  Association  assume 
the  responsibility  for  these  appointments 
was  quite  clear.  Yet  it  is  possible  that  this 
arrangement  had  escaped  the  Governor’s  at- 
tention and  knowledge.  The  fact  that  non- 
members of  the  Association  were  on  the  list 


may  also  be  overlooked.  After  all,  the  Chief 
Executive  of  the  State  cannot  be  expected 
to  know  the  membership  roster  of  our  Asso- 
ciation. If  one  takes  into  account  the  whole- 
hearted support  that  the  Governor  has  uni- 
formly received  from  the  Nebraska  State 
Medical  Association  throughout  the  years  he 
has  been  in  office  one  could  expect  that  he 
would  have  called  on  the  officers  of  this  As- 
sociation for  help  and  advice  in  compiling  his 
original  list. 

To  appoint  osteopaths  to  the  Boards  is 
merely  a travesty  on  scientific  thought. 
Fortunately,  the  Army  and  Navy  of  the 
United  States,  not  being  political  institutions 
have  not  yet  succumbed  to  osteopathic  in- 
fluence. On  this  point  the  Governor  may 
not  have  been  informed. 

It  may  be  reasonable  to  suspect  that  the 
whole  project  was  the  result  of  an  innocent 
faux  pas  on  the  part  of  our  Governor.  How- 
ever, why,  after  receiving  dependable  advice 
backed  by  War  Department  recommenda- 
tions did  His  Honor  choose  these  “few  ex- 
ceptions ?” 

The  Nebraska  State  Medical  Association 
has  taken  the  National  Preparedness  pro- 
gram very  seriously — it  leads  all  states,  and 
it  has  exerted  every  effort  to  make  medical 
preparedness  in  this  State  a complete  suc- 
cess. That  anyone  should  interfere  with  the 
smoothness  of  the  process  is  too  sad  to  con- 
template. 


THE  FORTHCOMING  ELECTION 

The  forthcoming  election  on  the  5th  of  this 
month  marks  a crucial  point  in  the  uncertain 
epoch  in  which  this  generation  finds  itself. 
The  physician  interested  in  the  humanities 
and  human  welfare  in  general  has  evinced 
a rather  uncertain  interest  in  politics  and 
especially  political  elections.  Our  social  struc- 
ture is  undergoing  a radical  change,  and  al- 
most suddenly  we  find  ourselves  confronted 
by  an  unprecedented  national  emergency,  an 
emergency  which  threatens  the  economic  and 
very  essence  of  the  lives  and  liberties  of  the 
people  of  this  country. 

Doctors  by  training  and  by  disposition  are 
capable  of  thinking  and  imparting  their  con- 
clusions to  those  with  whom  they  come  in 
contact.  In  these  precarious  days  particular- 
ly it  behooves  every  conscientious  physician 
to  pay  some  attention  to  the  candidates  seek- 
ing political  office  and  help  elect  or  defeat 
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the  candidate  whose  aims  are  to  retain  our 
democratic  way  of  life,  or  to  sell  this  great 
country  to  forces  antagonistic  to  democratic 
purposes  and  ideals. 


THE  AGED  PATIENT 

Of  late  there  has  appeared  an  increasing 
interest  on  the  part  of  physicians  in  the 
problem  of  old  age.  That  this  awakening  to 
the  needs  of  the  aged  has  come  none  too 
soon  is  admitted  by  all  students  of  geriatrics. 
It  appears  that  while  the  winter  of  life  has 
been  glorified  by  the  poet  and  sanctified  by 
the  philosopher,  the  medical  profession  had 
remained  lukewarm  except  to  consider  the 
aging  processes  as  a process  of  disease.  This 
pathological  concept  may  be  explained  on  the 
impression  that  old  age  is  synonymous  with 
arteriosclerosis.  It  cannot  be  denied  that 
certain  changes  in  the  tissues  come  with 
senescence  and  most  clinicians  appreciate  the 
processes  brought  about  by  these  changes. 

A discussion  on  the  aging  of  the  cardio- 
vascular system  by  Dr.  Ernst  P.  Boas*  is  of 
especial  interest  in  connection  with  the  medi- 
cal status  of  the  old  age  patient.  “The  abso- 
lute weight  of  the  heart  diminishes  with 
age.”  Boas  states,  “but  the  ratio  of  the  heart 
weight  to  the  body  weight  shows  some  in- 
crease. The  cardiac  output  per  square  meter 
of  body  surface  declines  but  slightly  in  old 
age.  Actually.”  Dr.  Boas  concludes,  “the 
pulse  rate,  the  blood  pressure  and  the  cardiac 
output,  undergo  relatively  slight  changes 
with  advancing  years.  But  this  does  not 
mean  that  the  aged  have  a circulatory  sys- 
tem as  competent  as  it  was  in  their  youth. 
However,  they  make  less  demands  on  their 
hearts  and  are  generally  more  careful  about 
energy  expenditures  so  that  the  old  patient 
may  remain  unaware  that  his  heart  has  be- 
come weaker  with  senescence.” 

*Bulletin,  New  York,  Academy  of  Medicine,  Vol- 
ume 16,  p.  608,  October,  1940. 


CALL  FOR  PAPERS 

Anyone  wishing  to  present  a paper  or  a 
scientific  exhibit  at  the  next  Annual  Assem- 
bly of  the  Nebraska  State  Medical  Associa- 
tion, May  5 to  8,  1941,  is  requested  to  mail 
the  name  and  titles  to  Dr.  R.  B.  Adams,  416 
Federal  Securities  Bldg.,  Lincoln,  Nebraska. 
No  requests  will  be  received  after  February 
1,  1941. 


ANNOUNCEMENTS 


DOCTORS  AT  WORK 

Doctors  at  Work  is  the  title  of  the  sixth 
annual  series  of  dramatized  radio  programs 
to  be  presented  by  the  American  Medical 
Association  and  the  National  Broadcasting 
Company. 

The  series  will  open  Wednesday,  Novem- 
ber 13,  1940,  and  run  for  thirty  consecutive 
weeks,  closing  with  a broadcast  from  the 
A.M.A.  meeting  at  Cleveland,  on  June  3, 
1941.  The  program  is  scheduled  for  10:30 
p.  m.  Eastern  Standard  Time  (9:30  Central; 
8:30  Mountain;  7:30  Pacific  time)  over  the 
Blue  network,  other  NBC  stations  and  Cana- 
dian stations. 

The  programs  will  dramatize  what  modern 
medicine  offers  the  individual  in  the  way  of 
opportunities  for  better  health  and  the  more 
successful  treatment  of  disease.  Incidental 
to  this  main  theme,  the  programs  will  ex- 
plain the  characteristics  of  the  different 
fields  of  modern  medicine  and  its  specialties. 

Doctors  at  Work,  will  be  broadcast  from  scripts 
by  Wm.  J.  Murphy,  NBC  script  writer  and  author  of 
many  previous  AMA-NBC  “shows”  and  other  popu- 
lar radio  features.  It  will  be  produced  under  the 
direction  of  J.  Clinton  Stanley,  director  of  MEDI- 
CINE IN  THE  NEWS,  last  season’s  successful 
AMA-NBC  health  program.  Supervision  will  be  by 
the  AMA  Bureau  of  Health  Education,  directed  by 
W.  W.  Bauer,  M.  D. 

Descriptive  posters  for  local  distribution  may  be 
had  gratis  from  the  Bureau  of  Health  Education, 
American  Medical  Association,  535  N.  Dearborn  St., 
Chicago.  Program  titles  will  be  announced  weekly 
in  The  JOURNAL  of  the  AMA  and  monthly  in 
HYGEIA,  the  Health  Magazine. 


The  first  issue  of  the  Journal  of  the  Na- 
tional Cancer  Institute  appeared  in  October. 

According  to  Dr.  Thomas  Parran,  Surgeon 
General,  the  policy  of  the  Journal  will  be  “to 
contribute  to  the  dissemination  of  knowledge 
and  to  encourage  research  in  the  subject  of 
cancer.” 

The  publication  is  a bimonthly  periodical 
intended  primarily  for  scientists  in  the  field 
of  cancer,  libraries  of  research  institutions, 
medical  schools,  and  others  interested  in  the 
prevention  of  deaths  from  cancer. 

The  first  134-page  issue  of  this  new  re- 
( Continued  on  page  425) 
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Nebr.  S.  M.  Jour. 
November,  1940 


oJ  Message  from  Your  President 


MORE  ABOUT  DRAFTS  AND  DEFENSE 
BOARDS 

The  message,  which  appeared  in  the  Octo- 
ber issue  of  the  Journal,  explained  the  pro- 
posed plan  of  choosing  Medical  Examiners 
for  the  Draft  Boards.  As  you  will  recall,  the 
Conscription  Officials  of  the  Army  coopera- 
ting with  the  American  Medical  Association, 
recommended  that  two  Examiners  be  named 
for  each  Draft  Board  by  the  local  County 
Medical  Society.  These  two  names  were  to 
be  submitted  by  the  County  Officers  to  the 
Governor,  who  in  turn  would  recommend  one 
of  these  to  the  President  for  appointment. 

This  information  was  given  to  the  State 
Societies  at  the  Chicago  meeting  of  Septem- 
ber 20th.  Immediately  thereafter  the  serv- 
ices and  cooperation  of  the  Nebraska  Asso- 
ciation and  its  component  societies  were  ten- 
dered our  State.  Acceptance  of  this  offer 
was  not  forthcoming  at  this  time  for  the 
stated  reason  that  instructions  from  Wash- 
ington had  not  yet  been  studied.  Hence,  it 
was  not  feasible  at  this  time  to  request  rec- 
ommendations by  the  local  County  Medical 
Societies. 

A few  days  later  we  were  called  by  the 
Governor’s  office  on  the  telephone,  saying 
that  the  Governor  had  prepared  a list  of  ap- 
pointments for  the  Local  Boards,  would  we 
study  the  list  of  appointments,  and  return 
it  with  recommendations  within  forty-eight 
hours?  This  request  was  made  because  the 
Governor  desired  to  take  the  list  to  Washing- 
ton with  him  at  that  time. 

Complying  with  the  request,  Mr.  Smith, 
our  Executive  Secretary,  Captain  Carrol 
Evans,  Medical  Corps,  and  State  Advisor  for 
the  Conscription  Act,  and  your  President 
spent  many  hours  checking  the  submitted 
list,  which  contained  the  names  of  some 
twenty-nine  nonmembers  of  their  local  so- 
cieties and  three  osteopaths.  Substitute 
names  of  members  on  the  list  were  approved. 
With  but  few  exceptions  the  announced  ap- 
pointments made  by  the  Governor  were  those 
approved  by  us. 

Thus,  it  will  be  seen  that  while  the  plan 
agreed  upon  by  the  Government  Conscrip- 
tion Officials  and  the  American  Medical  As- 
sociation was  not  carried  out,  your  officers 
did  cooperate  as  fully  as  was  possible  under 
the  circumstances. 


Requests  have  gone  out  to  the  Presidents 
of  all  component  societies  for  the  appoint- 
ments of  Medical  Defense  Committees.  It 
is  urged  that  these  appointments  be  made 
promptly  and  that  such  appointees  perfect 
their  organization  at  the  earliest  possible 
moment.  You  will  recall  that  these  Commit- 
tees are  to  advise  with  the  proper  Army  Of- 
ficials regarding  Physicians  going  into  active 
service  and  are  not  connected  in  any  way 
with  the  Conscription  Act. 

Your  President  feels  that  our  membership 
is  entitled  to  this  information  and  hopes 
that  it  will  answer  many  questions  that  have 
arisen  in  the  minds  of  Physicians  throughout 
the  State. 

Another  important  matter!  The  Wagner 
Act  for  State  Medicine  is  again  alive  in  the 
United  States  Senate.  Every  member  should 
immediately  contact  his  Congressman,  Sena- 
tors, and  Candidates  for  Congress,  regard- 
ing this  additional  threat  of  regimentation. 

Sincerely  yours, 

Clayton  F.  Andrews,  M.  D., 
President. 
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ANNOUNCEMENTS 

(Continued  from  page  422) 

search  bulletin  contains  articles  on  chemical 
substances  which  can  cause  cancer,  experi- 
mental research  in  the  heredity  aspects  of 
cancer  control,  and  methods  of  treating  can- 
cer. The  federal  cancer  program  for  con- 
trol of  cancer,  which  has  been  set  up  in  ac- 
cordance with  the  National  Cancer  Institute 
Act  of  1937,  is  outlined  by  Dr.  Carl  Voegtlin, 
Chief  of  the  Institute  and  Dr.  R.  R.  Spencer, 
Assistant  Chief  of  the  Institute. 


EXAMINATIONS 

American  Board  of  Obstetrics  and  Gynecology 

The  written  examination  and  review  of  case  his- 
tories (Part  I)  for  Group  B candidates  will  be  held 
in  the  various  cities  of  the  United  States  and  Canada 
on  Saturday,  January  4,  1941,  at  2:00  p.  m.  For- 
mal notice  of  the  place  of  examination  will  be  sent 
each  candidate  several  weeks  in  advance  of  the  ex- 
amination date.  No  candidate  will  be  admitted  to 
examination  whose  examination  fee  has  not  been 
paid  at  the  Secretary’s  office.  Candidates  who  suc- 
cessfully complete  the  Part  I examination  proceed 
automatically  to  the  Part  II  examination  held  in 
June,  1941. 

Candidates  for  reexamination  in  Part  I (written 
paper  and  submission  of  case  histories)  must  re- 
quest such  reexamination  by  writing  the  Secretary’s 
office  not  later  than  November  15,  1940.  Candidates 
who  are  required  to  take  reexaminations  must  do  so 
before  the  expiration  of  three  years  from  the  date 

I of  their  original  examination. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  at  Cleve- 
land, Ohio,  in  June,  1941,  immediately  prior  to  the 
annual  meeting  of  the  American  Medical  Associa- 
tion. 

Application  for  admission  to  Group  A,  Part  II 
examinations  must  be  on  file  in  the  Secretary’s 
office  not  later  than  March  15,  1941. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates  ,and  all  will  be  required 
to  take  the  Part  I and  Part  II  examinations. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


DRAFT  BOARD  APPOINTEES 

Following  is  a list  of  appointees  to  the  various 
draft  boards  distributed  throughout  the  State: 
Omaha:  Douglas  County — District  No.  1:  Dr.  Rod- 
ney Bliss;  District  No.  2 — Dr.  Daniel  T.  Quigley; 
District  No.  3 — Dr.  Henry  T.  Allingham;  District 
No.  4 — Dr.  Glenn  D.  Whitcomb;  District  No.  5 — Dr. 
Sam  McCleneghan;  District  No.  6 — Dr.  Abe  Green- 
berg; District  No.  7 — Dr.  Chas.  J.  Nemec;  District 
No.  8 — Dr.  John  F.  Hyde;  District  No.  9 — Dr.  J.  M. 
Heumann;  District  No.  10 — Dr.  Anthony  Parsons. 
Lancaster  County:  Local  Board  No.  1 — Dr.  T.  C. 


Moyer;  District  No.  2 — Dr.  C.  A.  Reinhard;  Local 
Board  No.  3 — Dr.  K.  S.  J.  Hohlen;  District  No.  4 — 
Dr.  Geo.  H.  Walker. 

Adams  County— Dr.  C.  E.  Kidder,  Hastings. 
Arthur  County — Dr.  How'ard  Vandiver,  Ogallala. 
Antelope  County — Dr.  Uen  S.  Harrison,  Neligh. 
Banner  County — Dr.  W.  Max  Gentry,  Gering. 
Blaine  County — Dr.  Roy  Spencer  Cram,  Burwell. 
Boone  County — Dr.  Joseph  E.  Davis,  Albion. 

Box  Butte  County — Dr.  H.  A.  Copsey,  Alliance. 
Boyd  County — Dr.  R.  E.  Kriz,  Lynch. 

Brown  County — Dr.  K.  E.  Prescott,  Long  Pine. 
Buffalo  County— Dr.  Charles  B.  Edwards,  Kear- 
ney. 

Burt  County — Dr.  James  G.  Allen,  Craig. 

Butler  County — Dr.  O.  C.  Kreymborg,  Brainard. 
Cass  County— Dr.  R.  W.  Tyson,  Murray. 

Cedar  County — Dr.  R.  P.  Carroll,  Laurel. 

Chase  County — Dr.  George  Hoffmeister,  Imperials 
Cherry  County — Dr.  Chester  A.  Johnson,  Valen- 
tine. 

Cheyenne  County — Dr.  Riley  E.  Roche,  Sidney. 
Clay  County — Dr.  J.  C.  Latta,  Clay  Center. 
Colfax  County — Dr.  S.  B.  Korry,  Schuyler. 
Cuming  County — Dr.  H.  Mell  Robbins,  West  Point. 
Custer  County — Dr.  Charles  A.  Gardner,  Broken 
Bow. 

Dakota  County — Dr.  A.  A.  Larson,  Homer. 

Dawes  County — Dr.  M.  B.  McDowell,  Chadron. 
Dawson  County — Dr.  L.  H.  Fochtman,  Cozad. 
Deuel  County — Dr.  Clinton  H.  Smith,  Big  Springs. 
Dixon  County — Dr.  Robert  E.  Bray,  Ponca. 

Dodge  County — Dr.  R.  T.  Van  Metre,  Fremont. 
Dundy  County — Dr.  J.  F.  Premer,  Benkelman. 
Fillmore  County — Dr.  J.  Bixby,  Geneva. 

Franklin  County — Dr.  D.  S.  Rosenburg,  Franklin. 
Frontier  County — Dr.  O.  P.  Rosenau,  Eustis. 
Furnas  County — Dr.  Charles  Minnick,  Cambridge. 
Gage  County — Dr.  Harry  R.  Brown,  Beatrice. 
Garden  County — Dr.  H.  A.  Blackstone,  Lewellen. 
Garfield  County — Dr.  Eldon  J.  Smith,  Burwell. 
Gosper  County — Dr.  George  A.  Clark,  Elwood. 
Grant  County — Dr.  W.  L.  Howell,  Hyannis. 
Greeley  County — Dr.  A.  H.  Holm,  Wolbach. 

Hall  County — Dr.  Wm.  Hombeck,  Grand  Island. 
Hamilton  County — Dr.  James  M.  Woodward,  Au- 
rora. 

Harlan  County — Dr.  Kirley  C.  McGrew,  Orleans. 
Hayes  County— Dr.  F.  M.  Karrar,  McCook. 
Hitchcock  County — Dr.  J.  E.  Prest,  Trenton. 

Holt  County— C.‘  W.  French,  O’Neill. 

Hooker  County — Dr.  David  A.  Walker,  Mullen. 
Howard  County — Dr.  Morton  O.  Arnold,  St.  Paul. 
Jefferson  County — Dr.  Dwight  O.  Hughes,  Fair- 
bury. 

Johnson  County — Dr.  J.  A.  Lamspa,  Tecumseh. 
Kearney  County — Dr.  H.  S.  Andrews,  Minden. 
Keith  County — Dr.  Edward  A.  Vandiver,  Ogallala. 
Keya  Paha  County — Dr.  Marcus  Hopp,  Spring- 
view. 

Kimball  County — Dr.  David  M.  Flett,  Kimball. 
Knox  County — Dr.  W.  E.  Wright,  Creighton. 
Lincoln  County — Dr.  J.  C.  Newman,  Wallace. 
Logan  County — Dr.'Fredric  Carr,  Stapleton. 

Loup  County — Dr.  Eldon  J.  Smith,  Burwell. 
Madison  County — Dr.  Homer  R.  Palmateer,  Madi- 
son. 

McPherson  County — Dr.  Claude  Selby,  North 
Platte. 

Merrick  County — Dr.  J.  E.  Benton,  Central  City. 
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Morrill  County — Dr.  L.  Doher,  Bayard. 

Nance  County — Dr.  R.  A.  Newton,  Genoa. 
Nemaha  County — Dr.  Edgar  Cline,  Auburn. 
Nuckolls  County — Dr.  J.  A.  Trowbridge,  Superior. 
Otoe  County — Dr.  C.  R.  Williams,  Syracuse. 
Pawnee  County — Dr.  E.  L.  McCrea,  Table  Rock. 
Perkins  County — Dr.  F.  M.  Bell,  Grant. 

Phelps  County— Dr.  Theo  A.  Peterson.  Holdvege. 
Pierce  County — Dr.  Alfred  E.  Milliard,  Osmond. 
Platte  County — Dr.  Arno  A.  Bald,  Platte  Center. 
Polk  County — Dr.  J.  B.  Williams,  Holt. 

Red  Willow  County — Dr.  W.  D.  Macknechnie,  Mc- 
Cook. 

Richardson  County- — Dr.  Clyde  A.  Medlar,  Verdon. 
Rock  County — Dr.  Harold  J.  Panzer,  Bassett. 
Saline  County — Dr.  A.  C.  Blattspeiler,  Tobias. 
Sarpy  County — Dr.  Lester  C.  Hilsabeck,  Gretna. 
Saunders  County — Dr.  B.  H.  Baer,  Ashland. 

« Scotts  Bluff  County — Dr.  Max  Gentry,  Gering. 
Seward  County — Dr.  Harry  D.  Clarke,  Seward. 
Sheridan  County — Dr.  H.  D.  Lurvey,  Hay  Springs. 
Sherman  County — Dr.  Carl  G.  Amick,  Loup  City. 
Sioux  County — Dr.  M.  H.  Spangler,  Harrison. 
Stanton  County — Dr.  John  D.  Reed,  Pilger. 
Thayer  County — Dr.  W.  I.  McFarland,  Hebron. 
Thomas  County — Dr.  D.  A.  Walker,  Mullen. 
Thurston  County — Dr.  James  R.  Graham,  Walthill. 
Valley  County — Dr.  Frank  A.  Barta,  Ord. 
Washington  County — Dr.  Morris  Nielsen,  Blair. 
Wayne  County — Dr.  W.  Benthack,  Wayne. 
Webster  County — Dr.  Ernest  B.  Lewis,  Red  Cloud. 
Wheeler  County — Dr.  W.  W.  Graham,  Elgin. 
York  County — Dr.  James  Bell,  York. 


NEWS  and  VIEWS 


A new  auditorium  to  the  Lincoln  General 
Hospital  was  dedicated  the  latter  part  of 
September.  This  auditorium  is  designed 
with  an  amphitheater  for  medical  lectures 
and  hospital  clinics.  It  is  equipped  with  a 
projector  and  other  paraphernalia  for  the 
convenience  of  the  staff.  Dr.  J.  M.  Wood- 
ward, chairman  of  the  staff  committee  in 
charge  of  arrangements  presided  as  toast- 
master at  the  dinner.  The  auditorium  was 
initiated  by  a talk  given  by  Dr.  A.  W.  Adson 
of  Rochester  on  “Surgical  Management  of 
Hypertension.” 


A press  report  from  Cozad  states  that  a 
Miss  Jensen,  nurse,  was  helped  by  “senior 
normal  trainers”  with  physical  examinations. 
The  report  further  states,  “this  gives  them 
an  idea  as  to  the  proper  procedure  to  use 
when  it  comes  their  turn  to  do  such  in  a rural 
school.”  No  mention  is  made  of  physicians 
participating  in  these  examinations. 


On  October  10th,  Dr.  Morris  Fishbein  ad- 
dressed the  first  convocation  of  the  Univer- 
sity of  Nebraska,  Lincoln,  at  the  Student 
Union.  The  title  of  his  talk  was  “Fads  and 
Quackery  in  Healing.” 


After  eight  years  of  operation,  the  Gen- 
eral Hospital  of  North  Platte  closed  its  doors. 


Dr.  W.  P.  Wherry,  Omaha,  was  reelected 
executive  secretary  of  the  American  Aca- 
demy of  Ophthalmology  and  Otolaryngology 
at  the  annual  session  in  Cleveland,  October 
9. 


A recent  press  report  about  the  shortage 
of  polio  serum  was  denied  October  11  by 
Dr.  Floyd  Clarke,  chairman  of  the  serum 
commission  of  the  Nebraska  State  Medical 
Association.  According  to  the  statement, 
there  is  an  adequate  supply  of  serum  in  Oma- 
ha and  Grand  Island. 


Medical  members  of  the  Lancaster  County 
chapter  of  the  National  Foundation  for  In- 
fantile Paralysis,  Inc.,  are  Drs.  A.  F.  Alcorn, 
M.  F.  Arnholt,  and  H.  W.  Orr. 


Dr.  Lucien  Stark,  Norfolk,  was  elected 
president  of  the  American  Association  of 
Railway  Surgeons  at  their  last  meeting  in 
September. 

Dr.  A.  L.  Miller,  Kimball,  formerly  presi- 
dent of  the  Nebraska  State  Medical  Associa- 
tion, spoke  before  the  legislative  council 
early  in  October,  and  suggested  a complete 
reorganization  of  the  State  Health  Depart- 
ment. The  plan  is  to  create  a public  health 
council  consisting  of  five  members  selected 
from  three  professions — medicine,  dentistry 
and  pharmacy,  this  health  board  to  supplant 
the  present  organization  under  which  the 
governor  is  the  director  of  health  and  he  is 
at  liberty  to  appoint  anyone  to  the  position 
of  health  officer  regardless  of  qualifications. 
In  fact,  such  an  appointee  may  not  even  be 
a physician;  all  he  has  to  do  is  satisfy  the 
whims  of  the  governor.  This  system,  Dr. 
Miller  justly  decries,  is  not  only  archaic  but 
a danger  to  the  welfare  of  the  State.  The 
proposed  board  is  to  be  appointed  on  a non- 
political basis. 
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WOMAN'S  AUXILIARY 


President — Mrs.  A.  D.  Brown 
Central  City 

President-Elect — Mrs.  M.  C.  Green 

Omaha 

First  Vice  President — Mrs.  F.  Ferciot 

Lincoln 


Second  Vice  President — Mrs.  G.  Pinney 
Hastings 

Secretary — Mrs.  Howard  Royer 

Grand  Island 

Treasurer — Mrs.  Harley  Anderson 

Omaha 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  H.  R.  Miner,  Falls  City,  is  State 
Chairman  for  the  Bulletin. 


Lancaster  County  Medical  Auxiliary  met 
October  7th  at  the  home  of  Mrs.  Floyd 
Rogers,  3015  Stratford  Ave.,  for  the  usual 
sandwich-coffee  luncheon.  The  speaker  was 
Prof.  0.  H.  Bimson  of  Lincoln  High  School, 
who  talked  on  his  experiences  as  a member 
of  the  Educational  Policies  Commission  and 
the  American  Youth  Commission. 


The  Omaha-Douglas  County  Medical  Auxil- 
iary held  a Harvest  Home  Benefit  Dinner 
October  9th,  at  the  summer  residence  of  Dr. 
and  Mrs.  C.  C.  Tomlinson,  114th  and  Pacific 
streets.  Proceeds  from  the  dinner  will  bene- 
fit the  projects  adopted  at  the  recent  Mem- 
bership Tea,  namely:  subscription  to  Hygeia, 
the  Health  Magazine,  to  all  102  of  Omaha’s 
public  and  parochial  schools,  Community 
Chest,  the  School  Free  Lunch  Fund,  and  the 
Nebraska  Tuberculosis  Health  Camp. 


A joint  dinner  meeting  of  the  Tri-County 
Auxiliary  No.  1,  and  the  Tri-County  Medical 
Society,  was  held  on  September  26,  in  the 
banquet  room  at  the  St.  Francis  Hospital  in 
Grand  Island.  The  nurses  glee  club  sang  dur- 
ing the  dinner  hour.  At  the  auxiliary  meet- 
ing which  followed,  reports  were  given  by 
committee  chairmen,  followed  by  Mrs.  Elmer 
Hansen  of  Lincoln,  who  spoke  on  Auxiliary 
problems;  Mrs.  J.  G.  Woodin,  President  of 
the  Auxiliary,  who  gave  a talk  on  “A  Look 
Ahead,”  and  Mrs.  A.  D.  Brown  of  Central 
City,  State  President,  who  addressed  the 
group. 


The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  met  at  Ingleside. 
Mrs.  L.  W.  Rork  presided.  There  was  a busi- 
ness meeting  preceded  by  a musical  program 
by  the  occupational  therapy  department  at 
Ingleside. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 
October,  1940 

MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


1940 


1939 


Total 


Sept. 

Chicken-pox  15 

Diphtheria  4 

Influenza 0 

Measles  36 

Meningitis,  C.  S 3 

Poliomyelitis  75 

Scarlet  fever 20 

Smallpox  0 

Tuberculosis  19 

Typhoid  fever 6 

Whooping  cough 25 

Gonorrhea  103 

Syphilis  82 


September,  1940 

MORBIDITY  BY  COUNTIES— Detailed 
Chicken-pox 

Arthur  1 

Douglas  5 

(Omaha  5) 

Johnson  3 


Total 


Sioux 2 

Thurston  1 

Measles 

Douglas  4 

(Omaha  4) 

Kearney  1 

Keith 25 


Aug.  to  Date 

Sept. 

Aug.  to  Date 

Lancaster 

1 

6 

694 

12 

6 

836 

(Lincoln  1) 

3 

57 

9 

10 

93 

Sioux 

1 

0 

33 

0 

0 

140 

Webster 

1 

8 

949 

4 

4 

3877 

York 

3 

2 

13 

1 

1 

13 

19 

99 

9 

8 

26 

Meningitis,  C.  S. 

11 

508 

52 

26 

906 

Morrill 

1 

1 

25 

4 

3 

215 

Scotts  Bluff 

2 

16 

170 

26 

27 

164 

9 

22 

2 

3 

14 

Poliomyelitis 

12 

324 

18 

39 

456 

Adams 

2 

36 

478 

73 

62 

528 

(Hastings  2) 

55 

617 

62 

57 

562 

Antelope 

2 

Lancaster 3 

(Lincoln  3) 

York  3 

Diphtheria 

Knox  1 


Box  Butte  3 

Burt  6 

Butler  1 

Dawson 3 

Douglas  22 

(Omaha  22) 

Frontier  1 

Hall  3 

(Grand  Island  2) 


Johnson  1 

Kearney  1 

Knox  4 

Lancaster 4 

(Lincoln  4) 

Lincoln  4 

(North  Platte  4) 

Madison  1 

Pierce  3 

Richardson  1 

Scotts  Bluff  5 

Sioux 2 

Washington 1 

Wayne  2 

Webster  1 

York  2 

Scarlet  Fever 

Clay 4 

Deuel  1 

Douglas  4 

(Omaha  4) 

Greeley 1 

Knox  1 

Lancaster 3 

(Lincoln  3) 

Nance  1 

Sarpy  2 

Scotts  Bluff 2 

York  1 
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Tuberculosis 

Boone  1 

Colfax 1 

Douglas  4 

Hall 3 

Madison  2 

Merrick 1 

Nemaha  1 

Nuckolls 1 

Pierce  1 

Scotts  Bluff 2 

Thurston  1 

York  1 

Typhoid  Fever 

Adams  2 

(Hastings  2) 

Douglas  1 

(Omaha  1) 


Jefferson  1 

Lincoln  1 

(North  Platte  1) 

Nance  1 

Whooping  Cough 

Deuel  1 

Douglas  2 

(Omaha  2) 

Hall 1 

(Grand  Island  1) 

Kearney  1 

Lancaster 15 

(Lincoln  15) 

Sioux 4 

York  1 


DEATHS 

Edgington,  Avington  Adam,  Omaha,  born  in  1865 
in  Dale,  Iowa;  graduated  from  University  of  Iowa 
in  1897.  The  doctor  practiced  in  Omaha  two  years 
then  moved  to  Denver,  Colo.,  returning  to  Omaha  in 
1902  where  he  remained  in  practice  until  1939  when, 
because  of  poor  health,  he  retired.  Death  occurred 
October  2,  1940,  from  Parkinson’s  Disease.  There 
are  no  immediate  survivors. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Five  County  Medical  Society  met  in  Wayne, 
Thursday  evening,  October  10,  dinner  at  the  Strat- 
ton Hotel.  Following  the  business  meeting,  Dr. 
Harold  Swanberg  of  Quincy,  111.,  gave  an  address 
on  “Radium  Treatment  of  Uterine  Hemorrhage.” 


The  Seventh  Councilor  District  Medical  Society 
met  in  the  City  Auditorium  in  Geneva,  October  17. 
This  was  an  all  day  meeting,  the  afternoon  being 
devoted  to  the  following  papers:  “The  Correlation 
of  the  Physiological  and  Chemical  Changes  in  Ne- 
phritis and  Their  Relation  to  Treatment,”  Dr.  E.  J. 
Kirk,  Omaha;  “Poliomyelitis — Diagnosis  and  Treat- 
ment,” Dr.  J.  Harry  Murphy,  Omaha;  “Practical 
Application  of  Heart  Tracings,”  Dr.  Maine  C.  Ander- 
son, Omaha. 


The  Nemaha  County  Medical  Society  met  Septem- 
ber 24  in  Auburn  with  a 100  per  cent  attendance. 
The  speaker  of  the  evening  was  Dr.  Herbert  H. 
Davis,  Omaha,  whose  subject  was  gallbladder  dis- 
ease. 


Hassed,  Walter  Harry,  Lusk,  Wyo.,  born  in  1884 
in  Baraboo,  Wisconsin;  came  to  Nebraska  in  child- 
hood, studied  medicine  at  Bennett  College  of  Eclectic 
Medicine  and  Surgery,  Chicago,  from  which  he 
graduated  in  1908.  The  doctor  practiced  in  Sprin- 
view,  Nebr.,  until  1917  when  he  moved  to  Lusk, 
where  he  remained  until  his  death  on  September  23, 
1940.  Surviving  are  his  widow  and  a daughter. 


Nichols,  Edwin,  Jr.,  Scottsbluff,  born  in  1868; 
graduated  from  Starling  Medical  College  in  Cleve- 
land, Ohio,  in  1894;  came  to  Nebraska  in  1908  and 
located  in  Morrill,  where  he  practiced  for  sixteen 
years,  then  moved  to  Scottsbluff.  The  doctor  re- 
tired from  active  practice  in  1928  following  an  auto- 
mobile accident;  died  in  Methodist  Hospital,  Scotts- 
bluff, on  September  21,  1940,  from  pneumonia. 


Love,  William  S.,  Wilber,  bom  in  Indiana  in  1850; 
graduated  from  Cincinnati  Medical  College  (gradua- 
tion not  verified)  in  1878;  died  in  St.  Elizabeth’s 
Hospital,  Lincoln,  September  30,  1940. 

Barr,  Charles  Cecil,  Tilden,  born  in  Akron,  Iowa. 
1884;  graduated  from  Sioux  City  College  of  Medicine 
in  1907;  came  to  Nebraska  in  1908.  The  doctor  re- 
mained in  Tilden  until  his  death,  September  27,  1940, 
from  heart  disease.  Sui'vivors  are  the  widow,  three 
daughters  and  two  sons. 


MARRIAGES 

Dr.  Robert  Coen  to  Miss  Margaret  Kernan,  both 
of  Ingleside,  August  28,  1940,  at  Hastings. 

Dr.  Lad  J.  Kucera  to  Miss  Ethel  Irene  Benson, 
formerly  of  Omaha,  now  of  Lonsdale,  Minn.,  Septem- 
ber 28,  1940,  in  Omaha. 


The  Tri-County  Medical  Society  met  Thursday, 
September  26  in  St.  Francis  Hospital,  Grand  Island. 
The  speaker  of  the  evening  was  Dr.  E.  M.  Hansen 
of  Lincoln. 


The  Tri-County  Medical  Society  (Dodge,  Washing- 
ton, Burt)  met  October  14.  Appointed  on  the  Medi- 
cal Preparedness  Committee  were  Dr.  Grant  Reeder, 
Chairman,  Dr.  A.  E.  Buchanan,  both  of  Fremont,  and 
Dr.  C.  Heine  of  Fremont.  Guest  speaker  was  Dr. 
Harold  Swanberg,  Quincy,  111.,  whose  subject  was 
“Modern  Treatment  of  Uterine  Cervical  Cancer.” 


Keith-Garden-Perkins  County  Medical  Society  met 
September  11  in  Duchess  Hotel,  Ogallala.  Following 
the  meeting  colored  movies  were  shown  depicting 
anemia  and  whooping  cough. 


Phelps  County  Medical  Society  met  October  14,  at 
the  Dale  Hotel,  Holdrege,  for  seven  o’clock  dinner. 
Guest  speaker  was  Dr.  Edmond  M.  Walsh,  Omaha; 
subject,  “Treatment  of  Pneumonia  and  Management 
of  Complicated  Cases.”  Drs.  Robert  Best  and  Robert 
C.  Reeder  were  appointed  to  serve  on  the  Program 
Committee  for  November. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  Tuesday,  September  24, 
1940,  at  8 p.  m.,  in  the  Medical  Arts  Auditorium, 
President  Fouts  presiding. 

The  secretary  read  the  minutes  of  the  annual 
meeting,  May  28,  1940,  and  meeting  of  the  Council, 
September  24,  1940.  Both  were  approved  as  read. 

(Continued  on  page  xvi) 
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EVER 


FEED 


SMA 


When  you  prescribe  S.M.A.  for  the  bottle-fed  infant  you  give  an 
easily  digested  fat,  a protein  that  provides  the  amino  acids  essential 
for  adequate  nutrition  and  growth  and  lactose,  a physiological 
carbohydrate,  in  correct  proportion  to  the  nutritional  requirements 
of  the  normal  full-term  infant. 


In  addition,  when  prepared  according  to  the  usual  dilution  for 
feeding,  each  quart  of  S.M.A.  contains: 


7500  international  units  vitamin  A activity 
200  international  units  vitamin  Bt 
400  international  units  vitamin  D 
10  mg.  Iron 


SPECIAL  PRODUCT- 

For  premature  a»l1  u“ 
nourished  .nfants 

PROTEIN  S.M.A. 

( Acidulated) 

c \(  \ (acidulated)  is  a 

Protein  S-M. .A.  c ^ intended 

Ing  a high  protein  intake. 

• c M A (acidulated)  >« 

in  both. 


S.M.A.  provides  easily  digested  fat  and  protein  of  full  biological 
value  in  correct  proportion  to  the  nutritional  requirements  of  the 
normal  full  term  infant.  Therefore,  the  only  carbohydrate  in  S.M.A. 
is  Lactose  . . . 


Normal  infants  relish  S.M.A.  . . . digest  it  easily  and  thrive  on  it. 

it  n ii 

-S.M.A.,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  espe- 
cially prepared  for  infant  feeding — derived  from  tuberculin-tested  cow's 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including 
biologically  tested  cod  liver  oil ; with  the  addition  of  milk  sugar  and 
potassium  chloride ; altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat,  carbohydrates  and  ash,  in  chemical  constants  of  the  fat  and 
physical  properties. 


S.M.A,  CORPORATION  . 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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(Continued  from  page  428) 

The  following  junior  members  were  voted  upon: 
Drs.  Walter  Armbrust,  Jack  M.  Hayes,  Edward  P. 
Whalen,  Gilbert  C.  Campbell,  Arthur  A.  McGill, 
Clifford  F.  Binder,  Frank  G.  Johnson,  Ralph  W. 
Westfall,  all  interns  of  St.  Joseph’s  Hospital;  Dr. 
William  E.  Hungerford,  intern  at  St.  Catherine’s 
Hospital,  and  Dr.  Clarence  S.  Hoekstra,  resident  in 
psychiatry,  Clarkson  Hospital.  It  was  moved  and 
seconded  that  the  rules  be  suspended  and  the  secre- 
tary cast  a ballot  covering  the  election  of  these 
physicians  to  junior  membership  in  this  Society. 
Passed. 

The  names  brought  up  for  active  membership  in 
the  Society  were:  Dr.  Henry  De  Long,  Dr.  William 
E.  Holmes,  Dr.  John  L.  Gedgoud,  Dr.  John  M. 
Thomas,  Dr.  Maurice  M.  Steinberg,  Dr.  Joseph  F. 
Gross,  Dr.  Joseph  Ed  Sobota,  Dr.  Gerald  C.  O’Neil, 
Dr.  Jaul  J.  Martin,  Dr.  Carl  L.  Mangiameli,  Dr.  Don 

E.  Baca:  By  reinstatement,  Dr.  Herbert  F.  Staubitz, 
and  by  transfer:  Dr.  George  R.  Kerr,  Dr.  William 

F.  Novak,  Dr.  Fred  Whittlesey.  It  was  moved  and 
seconded  that  the  rules  be  suspended  and  the  secre- 
tary cast  a ballot  covering  the  election  of  these  phy- 
sicians to  membership  in  this  Society.  Passed. 

Dr.  Willis  H.  Taylor  and  Dr.  Charles  P.  Baker 
opened  the  scientific  program  with  case  reports  on 
Intracranial  Hemorrhage  in  Newborn  and  Congenital 
Heart  in  Newborn.  There  was  further  discussion 
by  Drs.  Sage,  Luikart,  Jahr,  Clarke,  Levine,  and  J. 
C.  Iwersen. 

Dr.  Philip  Romonek’s  subject  was  Carcinoma  of 
the  Larynx.  The  doctor  presented  four  patients 
from  the  University  Hospital  who  had  undergone 
treatment  for  this  condition.  Discussion  by  Dr.  E. 
C.  Henry  and  Dr.  A.  F.  Tyler. 

Meeting  adjourned  10:00  p.  m. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  228  Medical  Arts  Bldg..  Omaha. 


Dr.  and  Mrs.  L.  J.  Ekeler,  David  City,  spent  ten 
days  in  Illinois  during  September. 

Dr.  J.  W.  B.  Smith,  Albion,  went  to  Chicago  in 
September  to  attend  a medical  meeting. 

Dr.  and  Mrs.  George  Smaha  took  a week’s  trip 
to  northwestern  points  during  September. 

Dr.  George  A.  Young,  Jr.  has  opened  offices  at 
2405  Ames  Ave.,  and  1614  Medical  Arts  Bldg. 

Dr.  W.  H.  Fritz  left  Schuyler  to  take  an  eight 
months  post-graduate  course  at  Harvard  University. 

Dr.  C.  L.  Hustead,  Falls  City,  attended  meetings 
of  the  Southwest  Clinical  Society  in  Kansas  City  re- 
cently. 

Dr.  George  Lewis,  Lincoln,  was  elected  chief  of 
staff  of  St.  Elizabeth  Hospital,  succeeding  Dr.  T.  F. 
McCarthy. 

Dr.  Raymond  P.  Westover  was  crowned  king  of 
King  Korn  Karnival  at  Plattsmouth,  September  22, 
to  reign  for  one  year. 

Dr.  L.  M.  Stearns  gave  an  illustarted  lecture  on 
surgery  to  members  of  the  college  Pre-Medic  Club, 
Kearney,  on  October  7. 
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Dr.  A.  L.  Cooper,  Scottsbluff,  spoke  before  the 
local  Kiwanis  Club  in  September.  His  subject  was 
the  life  expectancy  of  diabetics. 

Dr.  B.  Carl  Russum,  Omaha,  addressed  the  Potta- 
watamie  County  Medical  Society  at  Council  Bluffs, 
on  “Hypertension,”  September  17. 

Dr.  and  Mrs.  E.  S.  Wegner  will  leave  November 
15th  for  Memphis,  Tennessee,  to  attend  the  meeting 
of  the  American  Academy  of  Pediatrics. 

Dr.  A.  J.  Courshon,  Chadron,  attended  the  20th 
annual  post-graduate  course  at  the  University  of 
Buffalo  School  of  Medicine,  in  September. 

Changes  in  location:  Dr.  Hector  J.  MacArthur, 
Omaha,  to  Allen,  Nebr.;  Dr.  S.  O.  Harris,  Kearney, 
to  Chappell,  Nebr.,  and  Dr.  James  Plihal  from  Table 
Rocjc  to  Pawnee  City,  Nebr. 

Among  physicians  called  for  service  are  Dr.  M. 
O.  Anderson,  Fullerton;  Dr.  John  A.  Eagan,  Madi- 
son, to  Fort  Lincoln,  Bismark,  N.  D.,  and  Dr.  C.  W. 
Keith,  Clay  Center,  CCC  camp  physician,  Des 
Moines,  Iowa. 

Dr.  Reynolds  J.  O’Donnell  was  ordered  by  the 
Seventh  Corps  Area  headquarters  for  a two  weeks’ 
inactive  status  medical  training  course  at  Mayo 
Foundation,  Rochester.  The  course  was  completed 
October  20. 

Dr.  Fiederick  J.  Wearne,  Omaha,  past  president 
of  the  Omaha-Douglas  County  Medical  Society,  be- 
came chief  of  staff  of  the  Douglas  County  Hospital, 
October  7,  succeeding  Dr.  G.  Alexander  Young.  Dr. 
Young  remains  on  the  hospital’s  executive  board. 

The  Journal  extends  its  sympathy  to  Dr.  Frede- 
rick O.  Beck,  Omaha,  upon  the  recent  loss  of  his 
beloved  wife,  Amy  Lucille  Beck;  to  Dr.  E.  W.  Fel- 
lers, Beatrice,  upon  the  death  of  his  mother,  Mrs. 
Belle  Fellers;  and  to  Dr.  J.  F.  Hyde,  Omaha,  upon 
the  death  of  his  mother,  Mrs.  Florence  E.  Hyde. 


Vitamin  Advertising  and  the 
Mead  Johnson  Policy 

The  present  spectacle  of  vitamin  advertising  run- 
ning riot  in  newspapers  and  magazines  and  via  radio 
emphasizes  the  importance  of  the  physician  as  a 
controlling  agent  in  the  use  of  vitamin  products. 

Mead  Johnson  & Company  feel  that  vitamin  ther- 
apy, like  infant  feeding,  should  be  in  the  hands  of 
the  medical  profession,  and  consequently  refrain 
from  exploiting  vitamins  to  the  public. 


NO  EVIDENCE  BLOOD  OF  FORMER  VICTIMS 
COMBATS  STREPTOCOCCUS  VIRIDANS 

In  spite  of  newspaper  publicity  implying  that 
blood  transfusions  from  a patient  who  has  recovered 
from  Streptococcus  veridans  endocarditis  are  cura- 
tive, there  is  no  adequate  evidence  that  such  trans- 
fusions have  resulted  in  cure,  The  Journal  of  the 
American  Medical  Association  declares  in  answer 
to  an  inquiry. 

In  reply  to  the  inquirer’s  question  as  to  the  cri- 
teria determining  recovery  from  the  disease,  The 
Journal  says  that  many  patients  experience  a period 
of  arrest,  but  only  after  two  or  three  years  of  free- 
dom from  fever  and  absence  of  other  symptoms 
can  a patient  be  considered  to  have  recovered. 
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Pioneers  Needed! 


When  an  explorer  leaves 
the  beaten  path,  he  never  knows  what  lies  ahead. 

He  may  find  only  barren,  worthless  wastes.  Or  he 
may  come  upon  rich  deposits  of  minerals,  or  great 
stands  of  timber — completely  unsuspected. 

So  it  is  with  the  explorer  in  medical  research.  Leav- 
ing familiar  scientific  landmarks  behind,  he  never 
knows  whether  he  will  find  disappointment,  or  some 
new  fundamental  principle  which  may  greatly  benefit 
mankind. 

But  in  any  case,  his  pioneering  has  set  up  significant 
guideposts  for  those  who  follow. 
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Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
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uble jelly;  and  powder  for  insufflation. 
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GOING  TO  THE  DOGS 
From  The  Lincoln  Star 

The  U.  S.  public  health  service  reports  that  90 
per  cent  of  the  American  people  have  some  kind  of 
foot  trouble.  That  just  about  makes  America  a na- 
tion of  fallen  arches.  And  since  nearly  everyone 
is  in  the  same  fix  there’s  not  much  point  in  any 
specific  individual  feeling  depressed  about  it. 

Offhand  it  doesn’t  seem  as  though  this  univer- 
sality of  aching  dogs  can  be  due  to  over  use  of  the 
pedal  extremities.  The  populace  is  in  cars  and  on 


CLASSIFIED 

Desire  Locum  Tenems  to  take  charge  of 
practice  for  National  Guard  Officer  for  one 
year.  Emergency  hospital,  residence,  office 
wing.  Fully  equipped.  Will  make  satisfac- 
tory arrangements.  Southeast  Nebraska. 
Available  now.  Write  Box  A,  Nebraska  State 
Medical  Journal,  416  Federal  Securities  Bldg., 
Lincoln,  Nebraska. 


FOR  SALE 

Tomkins  ether  vapo  izer  and  suction  ma- 
chine for  tonsil  work.  Castle  Sterilizer.  Com- 
plete set  of  tonsilectomy  instruments.  Write 
Dr.  A.  J.  O’Toole,  2623  So.  37th  St.,  Omaha, 
Nebraska. 


scooters,  trains,  busses,  bikes  and  airplanes  so  much 
of  the  time  that  a foot’s  life  is  just  one  long  rest. 
Probably  that’s  the  trouble.  America’s  feet  are  “go- 
ing sissy”  on  her.  If  disuse  doesn’t  break  down 
the  American  arch,  jitterbugging  will  surely  finish 
the  job  at  the  other  extreme. 

Presumably  the  health  service  report  on  ankles, 
arches  and  toes  is  confined  solely  to  physiological 
foot  difficulties.  That  leaves  unmentioned  another 
little  item,  namely  the  bill  for  those  fancy  kicks 
the  little  woman  is  wearing.  There’s  one  redeem- 
ing factor  in  the  whole  picture  of  broken,  bent  and 
otherwise  disabled  arches.  At  least  the  nation  has 
its  feet  on  the  ground. 
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I Heard  the  Bells  ons 
Christmas  'Day 


I heard  the  hells  on  Christmas  Dag 
Their  old,  familiar  carols  plag. 

And  Wild  and  sWeet,  the  Words  repeat 
Of  peace  on  earth,  good-will  to  men! 

And  thought  hoW,  as  the  dag  had  come. 
The  belfries  of  all  Christendom 
Had  rolled  along  the  the  unbroken  song 
Of  peace  on  earth,  good-Will  to  men ! 

Then  from  each  black,  accursed  mouth 
The  cannon  thundered  in  the  South, 

And  With  the  sound  the  carols  drowned 
Of  peace  on  earth,  good-Will  to  men! 

And  in  despair  I bowed  mg  head; 

“ There  is  no  peace  on  earth,”  I said, 

“ For  hate  is  strong  and  mocks  the  song 
Of  peace  on  earth,  good-Will  to  men!  ” 

Then  pealed  the  bells  more  loud  and  deep; 
“ God  is  not  dead;  nor  doth  He  sleep! 

The  Wrong  shall  fail,  the  Right  prevail. 
With  peace  on  earth,  good-Will  to  men!” 

— Henrg  W.  Longfellow 


J^incoln-j  (general 

Lincoln  Hospital  Nebraska 
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Present  Day  Concepts  in  Handling 
Gallbladder  Disease* 

WARREN  H.  COLE,  M.  D. 

Chicago,  Illinois 

From  the  Department  of  Surgery,  University  of  Illinois, 
College  of  Medicine 


Almost  any  discussion  on  gallbladder  sur- 
gery, even  though  it  deals  with  modern  con- 
cepts, should  be  preceded  by  an  old  axiom; 
namely,  that  correct  diagnosis  is  one  of  the 
most  important  features  in  obtaining  good 
results  in  gallbladder  surgery ; we  must, 
therefore,  not,  at  any  time,  forget  the  simple 
but  important  precaution  to  establish  the 
diagnosis  before  resorting  to  any  radical 
therapy. 

The  incidence  of  gallbladder  disease  is  like- 
wise important;  certain  features  of  it  parti- 
cularly are  not  appreciated  by  many  of  us. 
Numerous  studies  have  been  made  on  inci- 
dence, including  figures  obtained  from  autop- 
sies as  well  as  operations.  They  vary  some- 
what but  all  bring  out  a very  important 
point,  namely,  that  gallbladder  disease  is 
very  frequent.  In  some  of  these  reports  as 
many  as  one-third  of  the  patients  beyond  the 
age  of  forty,  have  had  stones  in  the  gallblad- 
der. The  average  of  several  reports  studied, 
indicated  that  at  least  one-third  of  people 
past  the  age  of  forty  have  evidence  of  gall- 
bladder disease  and  a major  portion  of  these 
have  stones.  When  we  consider,  however, 
that  only  about  5 per  cent  of  the  people  go- 
ing to  various  clinics,  hospitals,  and  offices 
for  treatment  have  symptoms,  it  indicates 
that  an  enormous  number  of  people  with  gall- 
bladder disease,  including  stones,  have  no 
symptoms.  This  fact  becomes  very  import- 
ant in  one  feature  of  diagnosis,  namely,  that 
gallbladder  disease,  being  frequent  but  com- 

* Presented  at  the  Annual  Meeting  of  the  Nebraska  State  Medi- 
cal Association,  Omaha,  Nebraska,  April  23,  24,  25,  1940. 


monly  without  symptoms,  may  be  present 
along  with  another  disease  which  is  actual- 
ly producing  symptoms.  We  must,  therefore, 
exert  all  effort  to  search  for  other  diseases 
even  though  a known  gallbladder  disease 
exists,  particularly  if  symptoms  are  not  typi- 
cal of  cholecystitis. 

RELATIONSHIP  OF  SYMPTOMS  TO 
RESULTS 

From  the  standpoint  of  results,  we  have 
learned  in  the  past  few  years  that  there  are 
certain  manifestations  or  certain  types  of  pa- 
tients associated  with  good  results  and  cer- 
tain types  associated  with  poor  results.  For 
example,  dyspepsia  is  a very  constant  accom- 
paniment of  gallbladder  disease,  but  we  have 
learned  recently  that  if  dyspepsia  is  the  most 
prominent  symptom,  operation  will  result  in 
a low  incidence  of  cure;  conversely,  if  the 
patient  has  manifestations  consisting  largely 
of  severe  colicky  pain,  the  incidence  of  good 
results  will  be  high. 

For  example,  in  a recent  report,  by  Gra- 
ham and  Mackey (1>,  they  noted  that  in  76 
per  cent  of  patients  with  stones,  the  results 
were  very  good  if  the  patients  had  colic,  but 
if  they  did  not  have  colic,  the  results 
were  good  only  in  58  per  cent  of  the  cases, 
indicating  that,  even  in  the  presence  of 
stones,  the  results  will  be  better  if  we  have 
a history  of  typical  gallbladder  pain,  namely 
that  occuring  in  the  right  upper  quadrant, 
radiating  posteriorly.  So-called  gallbladder 
colic  is  more  severe,  occurs  intermittently 
and  is  associated  with  stones  in  either  the 
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cystic  or  common  duct,  particularly  the  for- 
mer; cholecystectomy  for  gallbladder  colic  is 
associated  with  an  extremely  high  incidence 
of  cure  providing  all  the  stones  are  removed. 

FACTORS  DETERMINING  ADVISABILITY 
OF  OPERATION 

The  decision  regarding  operation  and  even 
the  time  for  operation  will  depend  somewhat 
upon  the  features  mentioned  above.  How- 
ever, additional  data  will  make  this  decision 
much  easier.  For  example,  the  severity  and 
the  frequency  of  attacks  are  two  important 
features  in  determining  the  urgency  of  oper- 
ation. Moreover,  it  certainly  is  very  helpful 
to  ask  the  patients  if  they  are  having  enough 
trouble  (pain,  etc.)  for  them  to  desire  oper- 
ative therapy,  assuming  that  they  have  been 
apprised  of  the  two  weeks  hospitalization 
and  the  two  weeks  disability  following.  Al- 
lowing the  patient  to  take  an  active  part  in 
the  decision  for  operation  is  bound  to  result 
in  a better  satisfied  patient,  regardless  of 
the  outcome  of  the  operation.  The  possibil- 
ity of  complications  is  also  going  to  be  an 
important  feature  in  determining  whether  or 
not  an  operation  is  advisable.  First,  I would 
like  to  preface  that  statement  by  calling  at- 
tention to  the  fact  that  complications  are 
really  the  features  of  gallbladder  disease  that 
kill.  Gallbladder  disease  itself  is  rarely  fatal, 
except  through  complications. 

INFLUENCE  OF  AGE  ON  THE 
OPERATION 

The  age  of  the  patient  is  likewise  an  im- 
portant factor  in  determining  the  urgency 
of  operation.  Few  of  us,  I am  sure,  give  the 
aged  patient  the  break  on  his  gallbladder 
disease.  There  is  a definite  tendency,  when 
a patient  reaches  a certain  age,  to  postpone 
operation  on  the  assumption  that  he  is  ap- 
proaching the  age  of  life  expectancy.  Let 
me  emphasize  again  that  the  factors  respon- 
sible for  death  in  gallbladder  disease  are  re- 
lated chiefly  to  complications.  We  know 
from  experience  that  elderly  people  tolerate 
gallbladder  operations  and  stomach  opera- 
tions fairly  well,  if  we  prepare  them  care- 
fully, take  care  of  them  on  the  operating- 
table,  and  watch  them  in  their  post-opera- 
tive course.  But  we  also  know  that  elderly 
patients  tolerate  the  complications  of  gall- 
bladder disease  very  poorly.  When  an  elder- 
ly patient  gets  a stone  in  the  common  duct, 
suppurative  cholangitis  or  some  such  serious 
complication,  the  mortality  rate  will  be  high. 
Therefore,  if  it  appears  that  an  elderly  pa- 
tient is  developing  any  of  these  serious  com- 


plications, operation  may  be  urgent.  From 
the  practical  standpoint  we  should  then  use 
about  the  same  criteria  in  advising  operation 
in  elderly  people  as  in  people  in  the  late 
forties,  assuming,  of  course,  that  we  are  deal- 
ing with  a patient  who  is  in  the  operable 
group.  This  situation  requires  that  a very 
thorough  examination  be  made  to  rule  out 
other  diseases  such  as  nephritis,  hyperten- 
sion and  so  on.  Naturally,  if  you  have  an 
aged  patient  with  nephritis,  cirrhosis  of  the 
liver,  etc.,  that  patient  is  not  considered  a 
good  operative  risk.  Before  advising  opera- 
tion we  must,  therefore,  establish  the  fact 
that  the  patient  is  a good  operative  risk,  ex- 
cept that  on  certain  occasions  emergency 
conditions  such  as  threatened  perforation  of 
the  gallbladder  may  make  operation  impera- 
tive regardless  of  the  presence  of  complica- 
ting diseases.  If  the  patient  is  aged  and 
not  a very  good  operative  risk  we  have  ac- 
cess to  the  well-known  procedure  of  simply 
doing  a cholecystostomy  instead  of  a chole- 
cystectomy, particularly  if  it  appears  that 
stones  are  the  cause  of  the  symptoms.  If 
the  patient  is  approaching  the  age  of  life 
expectancy  cholecystostomy  is  particularly 
appropriate  because  by  the  time  stones  re- 
form and  reproduce  the  symptoms,  he  will 
have  died  from  other  causes. 

OPERATIVE  PROCEDURES 

The  discussion  of  the  type  of  operation  in 
aged  patients  brings  up  the  question  of  the 
type  of  operation  in  patients  of  middle  adult 
life.  We  have  known  for  many  years  that  in 
general,  cholecystectomy  is  preferable  to 
cholecystostomy,  because  about  a third  of  pa- 
tients upon  whom  cholecystostomy  has  been 
performed  will  return  within  five  years  with 
recurrence  of  symptoms.  They  may  not  re- 
turn to  you ; unfortunately,  they  have  a habit 
of  seeking  out  another  surgeon  when  symp- 
toms recur.  Obviously,  in  the  group  of  poor 
risk  patients  one  must  be  more  careful  with 
operating  technic;  the  surgeon  must  be  cer- 
tain that  he  does  no  harm  to  the  various 
structures  which  are  so  vital  to  normal  func- 
tion. 

The  question  as  to  whether  or  not  the  com- 
mon duct  should  be  explored  is  going  to  re- 
quire important  consideration.  Obviously, 
any  patient  having  a palpable  stone  in  the 
common  duct  should  have  the  duct  opened. 
If  the  patient  does  not  have  a palpable  stone 
but  has  a history  of  jaundice  previously  or  is 
jaundiced  at  the  time  of  operation,  he  should 
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also  have  his  common  duct  opened,  particu- 
larly if  the  latter  condition  exists.  We  do 
know  that  a stone  may  lodge  in  the  common 
duct  for  a time,  produce  jaundice,  and  then 
be  passed  because  of  dilatation,  thus  leaving 
the  common  duct  empty.  I have  encoun- 
tered this  many  times,  i.  e.,  have  opened  the 
common  duct  in  patients  with  a history  of 
jaundice  (but  not  jaundiced  at  the  time  of 
operation),  and  found  no  stone  in  the  duct, 
which  appeared  normal  except  perhaps  for 
slight  dilatation.  (We  must  remember  that 
a mild  degree  of  jaundice  caused  by  hepatitis 
accompanying  gallbladder  disease,  may  be 
present  in  the  absence  of  common  duct  ob- 
struction). It  is,  no  doubt,  true  that  I have 
overlooked  many  stones,  but  they  must  have 
been  small  because  I have  been  fortunate  in 
not  having  to  reopen  common  ducts  for  over- 
looked stones.  Certainly,  the  great  portion 
of  small  stones  in  the  common  duct  will  be 
passed  with  little  or  no  symptoms.  Thicken- 
ing of  the  wall  of  the  duct  or  marked  dilata- 
tion may  be  an  indication  for  opening  it,  par- 
ticularly if  symptoms  are  present  without 
abatement.  However,  I,  personally,  am  not 
as  strong  an  advocate  of  opening  the  common 
duct  as  many  surgeons.  I do  not  believe 
that  opening  the  common  duct  adds  tremen- 
dously to  the  mortality  rate  but  it  certainly 
would  add  some,  particularly  if  the  great 
mass  of  surgeons  throughout  the  country 
adopted  that  principle. 

INFLUENCE  OF  CHOLECYSTECTOMY 
ON  DEATH  RATE 

Up  until  recently  there  have  been  no  statis- 
tical data  available  to  answer  the  important 
question  as  to  whether  or  not  cholecystecto- 
my is  harmful  or  shortens  life.  This  ques- 
tion has  been  answered  rather  decisively  by 
Dublin (2>  in  a survey  of  Metropolitan  Life 
Insurance  patients  who  had  gallbladder  dis- 
ease. His  study  revealed  some  of  the  most 
important  clinical  data  on  gallbladder  dis- 
ease reported  in  the  past  several  years.  For 
example,  he  found  that  in  patients  upon 
whom  cholecystostomy  had  been  performed 
in  the  absence  of  stones  there  was  a 155  per 
cent  death  rate,  as  compared  to  figures  on 
average  life  expectancy.  In  cholecystostomy 
for  stones  there  was  a 215  per  cent  death 
rate;  that  is,  215  per  cent  of  the  normal  ex- 
pectancy death  rate.  In  patients  treated 
medically  without  operation,  there  was  a 115 
per  cent  death  rate.  Compared  to  these 
three  groups  the  death  rate  in  patients  hav- 
ing had  cholecystectomy  was  most  signifi- 


cant: in  this  group  there  was  a death  rate 
of  only  96  per  cent  of  the  expected  rate, 
meaning  that  these  patients  actually  lived  a 
little  longer  than  individuals  not  having  gall- 
bladder disease.  Obviously,  we  are  not  going 
to  assume  from  these  latter  statistics  that 
life  is  prolonged  by  cholecystectomy ; we  sim- 
ply grant  that  that  difference  of  4 per  cent 
comes  within  the  realm  of  statistical  error. 
We  must  assume,  however,  that  patients 
having  had  cholecystectomy  will  not  have 
their  life  shortened  any  by  the  operation. 
Previous  to  tjiis  analysis,  we  have  not  had 
any  confirmation  of  that  statement. 

ACUTE  CHOLECYSTITIS 

The  therapy  of  acute  cholecystitis  is  at- 
tracting a great  deal  of  attention  throughout 
the  country,  particularly  during  recent  years. 
You  know  from  reports  that  there  is  an  ex- 
treme variation  of  opinion  in  various  clinics 
as  to  whether  or  not  emergency  cholecystec- 
tomy should  be  performed.  I personally,  take 
somewhat  of  a middle  ground.  I grant  that 
cholecystectomy  in  acute  cholecystitis  can 
be  done  with  a low  mortality.  I also  grant 
that  it  will  cure  that  group  of  patients,  but 
I am  also  convinced  that  if  we  adopt  that 
principle  we  will  do  cholecystectomies  on  a 
lot  of  patients  who  do  not  need  it  because 
of  error  in  diagnosis.  That  probably  repre- 
sents the  greatest  disadvantage  of  routine 
cholecystectomy  for  acute  cholecystitis.  Sur- 
geons who  advise  it,  will  tell  us  that  it  should 
be  done  early  within  the  first  few  hours  fol- 
lowing onset  of  the  attack.  That  is  going  to 
be  the  time  when  you  are  going  to  have  the 
most  difficulty  in  establishing  an  accurate 
diagnosis.  We  know  from  experience  that 
error  in  diagnosis  in  gallbladder  disease  is 
still  extremely  high,  even  when  we  have  sev- 
eral days  to  study  the  case  by  laboratory, 
as  well  as  clinical  methods.  The  disadvan- 
tage of  error  in  diagnosis  is  neutralized  a 
great  deal  by  the  fact  that  you  have  short- 
ened the  patient’s  period  of  illness  and  dis- 
ability by  immediately  removing  his  gallblad- 
der and  having  him  back  on  his  feet  in  three 
weeks.  If  the  acute  attack  is  allowed  to  sub- 
side and  operation  performed  later,  the  peri- 
od of  disability  will  have  been  increased  by 
the  number  of  days  alloted  for  subsidence  of 
the  acute  process — usually  eight  to  ten  days. 
Moreover,  delay  will  also  allow  the  develop- 
ment of  an  extensive  amount  in  inflamma- 
tion with  fibrosis  and  edema  of  the  wall ; 
operation  may,  therefore,  be  more  difficult. 
For  the  latter  reasons  I,  therefore,  do  occa- 
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sionally  resort  to  cholecystectomy  for  acute 
cholecystitis.  I am  not  sure,  however,  that 
it  is  a procedure  to  be  adopted  universally. 

However,  there  are  a few  axioms  or  rules 
to  which  we  must  adhere  if  we  are  going  to 
treat  acute  cholecystitis  conservatively.  These 
rules  are  extremely  important,  and  if  not 
followed  the  results  will  be  much  poorer  than 
those  obtained  by  immediate  cholecystecto- 
my. Naturally,  they  will  vary  with  different 
surgeons,  but,  personally,  I am  of  the  opin- 
ion that  if  after  36  hours  of  conservative 
treatment  the  temperature  remains  high  or 
rises,  and  symptoms  increase,  the  patient 
should  be  operated  upon  as  an  emergency, 
on  the  basis  that  he  or  she  is  developing  an 
acute  suppurative  cholangitis,  empyema  of 
the  gallbladder  or  perforation  with  develop- 
ment of  general  peritonitis  or  perhaps  a local 
abscess.  If  local  findings,  such  as  muscle 
spasm  and  tenderness  are  increased  along 
with  the  intensification  of  pain,  operation 
may  be  still  more  definitely  indicated  as  an 
emergency.  If  you  utilize  some  sort  of  a rule 
as  this,  you  will  obliterate  the  possibility  of 
having  fatalities  secondary  to  perforation  of 
the  gallbladder.  Personally,  I have  never 
seen  a general  peritonitis  resulting  from  a 
perforation  of  the  gallbladder.  I admit  they 
occur  but  believe  they  will  be  eliminated  by 
adhering  to  such  a rule.  I have  encountered 
a few  patients  with  local  abscess  about  the 
gallbladder,  but  most  of  these  were  in  pa- 
tients seen  long  after  onset  of  the  attack 
and  were  not  associated  with  a high  mortal- 
ity. 

RELATIONSHIP  OF  ACUTE  PANCREATITIS 
TO  GALLBLADDER  DISEASE 

It  is  well  known  that  most  cases  of  acute 
pancreatitis  are  related  to  or  perhaps  secon- 
dary to  gallbladder  disease,  and  usually 
stones.  The  disease  is,  therefore,  of  consid- 
erable significance  in  cholecystitis,  particu- 
larly in  regard  to  therapy.  Acute  pancreati- 
tis may  be  either  acute  interstitial  (edema- 
tous), or  acute  hemorrhagic.  The  symptoms 
of  the  two  are  very  similar,  consisting  of 
severe  epigastric  pain  located  particularly  to 
the  left  of  the  midline  and  frequently  radi- 
ating posteriorly  toward  the  vertebral  col- 
umn, or  to  its  left.  Vomiting  is  usually  pres- 
ent. The  symptoms  are  much  more  pro- 
nounced in  the  acute  hemorrhagic  type,  in 
which  case  there  may  be  marked  muscle 
spasm  over  the  entire  upper  abdomen.  The 
temperature  and  leukocyte  count  are  vari- 


able. Diagnosis  can  be  confirmed  with  fair 
degree  of  accuracy  by  the  blood  or  urine 
amylase  test.  If  the  patient  is  seen  within 
the  first  24  hours  following  onset  of  the  at- 
tack, the  level  of  amylase  will  almost  in- 
variably be  elevated.  Almost  without  ex- 
ception, however,  it  recedes  to  normal  within 
two  or  three  days.  The  treatment  of  acute, 
edematous  pancreatitis  is  definitely  conser- 
vative in  the  acute  stage.  Attention  should 
be  directed  to  the  biliary  tract  in  considera- 
tion of  therapy.  If  cholecystograms  and 
other  data  indicate  the  presence  of  gallblad- 
der disease,  cholecystectomy  is  strongly  in- 
dicated, unless  there  are  contraindications 
from  the  standpoint  of  operability.  If  stones 
are  found  in  the  common  duct,  they  should, 
of  course,  be  removed.  The  reason  for  indi- 
cation for  operation  on  the  biliary  tract  lies 
in  the  fact  that  acute  pancreatitis  is  so  apt 
to  recur  and  may  be  fatal,  particularly  if  the 
disease  is  of  the  hemorrhagic  type.  Sur- 
geons differ  as  to  the  type  of  therapy  indi- 
cated in  acute  hemorrhagic  pancreatitis. 
Many  surgeons  believe  emergency  operation 
is  indicated.  An  equal  number,  however, 
including  the  author,,  are  of  the  opinion  that 
operation  does  no  good,  and  may  even  be 
harmful.  If  the  patient  survives  the  at- 
tack which  is  treated  conservatively,  atten- 
tion should  be  directed  toward  the  biliary 
tract,  as  in  acute  interstitial  pancreatitis. 
After  the  patient  has  fully  recovered  opera- 
tive procedures  should  be  performed  on  the 
biliary  tract  as  indicated. 

PREOPERATIVE  TREATMENT 

Unquestionably  one  of  the  explanations  for 
the  improvement  in  mortality  rates  follow- 
ing operation  on  the  biliary  tract  lies  in  the 
fact  that  more  attention  has  been  directed 
toward  preoperative  treatment.  Many  pa- 
tients who  have  had  recent  attacks  will  not 
have  had  sufficient  food  to  put  them  in  the 
optimum  condition  for  operation,  from  the 
standpoint  of  operability.  This  state  of 
temporary  malnutrition  may  not  be  detected 
by  ordinary  questions  since  the  patient  com- 
monly will  reply  that  he  has  been  eating 
every  day.  If  questioned  more  closely  as  to 
the  amount  consumed,  the  physician  may 
then  discover  that  each  meal  consists  of  no 
more  than  a few  bites  of  three  or  four  dif- 
ferent types  of  food.  It  is  extremely  im- 
portant, therefore,  that  the  actual  state  of 
the  patient’s  nutrition  be  determined,  parti- 
cularly since  the  glycogen  reserve  of  the  liver 
is  dependent  upon  the  food  intake.  And, 
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furthermore,  operability  in  biliary  tract  op- 
erations is  largely  determined  by  the  glyco- 
gen reserve  in  the  liver.  After  the  patient 
has  recovered  from  the  effects  of  the  acute 
attack,  the  precaution  necessary  may  be  a 
forced  food  intake  for  a few  days.  Natural- 
ly, the  fluid  intake  is  fully  as  important  as 
food.  Dehydration  may  be  detected  by  ex- 
amination of  the  patient’s  tongue,  skin,  urine, 
etc.  If  the  patient  has  been  vomiting  there 
will  be  a loss  of  electrolytes,  which  must  be 
restored  before  an  operation  can  be  consid- 
ered. Electrolytes  may  be  restored  in  a sim- 
ple way  by  subcutaneous  administration  of 
Ringer’s  solution  or  physiological  saline. 
Since  there  is  usually  a concomitant  defi- 
ciency in  nutrition,  electrolytes  are  common- 
ly made  up  by  intravenous  administration 
which  allows  the  simultaneous  injection  of 
5 per  cent  glucose  solution.  Hartmann’s 
solution  may  be  added  to  the  5 per  cent  glu- 
cose, thereby  supplying  electrolytes.  Since 
the  normal  fluid  requirements  are  3,000  to 
3,500  cc.,  the  amount  needed  intravenously 
can  readily  be  determined  by  taking  into  con- 
sideration the  amount  consumed  by  mouth. 
Intravenous  administration  of  glucose  has 
the  additional  advantage  of  increasing  the 
glycogen  content  of  the  liver. 

Previous  to  epochal  work  of  Dam(3), 
Quick (4),  Snell (5)  and  others,  on  vitamin  K 
and  hypoprothrombinemia,  operations  on  the 
biliary  tract  in  the  presence  of  jaundice  were 
associated  with  a high  mortality  rate  because 
of  postoperative  hemorrhage.  Since  the  in- 
stitution of  vitamin  K administration,  the 
possibility  of  postoperative  hemorrhage  can 
be  completely  eliminated.  At  the  present 
time  several  different  varieties  of  vitamin  K 
are  available.  A popular  one  is  2-methyl-l, 
4-naphthoquinone.  It  must  be  given  by 
mouth  since  it  is  insoluble  in  water.  It  may 
be  given  in  doses  as  high  as  3 or  4 mgs.  How- 
ever, after  a large  initial  dose,  the  daily  dose 
thereafter  seldom  need  be  more  than  2 mgs. 
Administration  in  this  quantity  will  almost 
invariably  bring  the  delayed  prothrombin 
clotting  time  to  normal,  thereby  eliminating 
the  possibility  of  postoperative  hemorrhage, 
unless  a major  vessel  has  not  been  tied  ade- 
quately. Another  synthetic  product  with 
vitamin  K activity  is  4-amino-2-methyl- 
naphthol  hydrochloride.  This  product  is  solu- 
ble in  water  and  may  be  given  intravenous- 
ly thereby  making  it  much  more  applicable 
in  surgical  treatment,  particularly  since  pa- 
tients may  be  unable  to  take  drugs  by  mouth 


during  the  first  few  postoperative  days.  The 
dose  of  this  product  is  about  the  same  as  that 
mentioned  for  the  naphthoquinone  com- 
pound. The  prothrombin  clotting  time  must 
be  observed  carefully  during  the  first  week 
of  postoperative  convalescence,  particularly 
since  there  is  a definite  tendency  for  the 
prothrombin  clotting  time  to  become  delayed 
in  an  increasing  degree  between  the  third 
and  sixth  postoperative  days. 

Naturally  the  necessity  for  administration 
of  vitamin  K products  is  not  so  significant  in 
the  absence  of  jaundice,  although  not  infre- 
quently a marked  delay  in  prothrombin  clot- 
ting time  will  be  discovered  in  patients  with- 
out jaundice,  particularly  if  the  biliary  dis- 
ease is  of  long  standing,  thereby  affecting 
the  liver.  Unquestionably,  the  amount  of 
liver  damage  is  an  important  factor  in  the 
administration  of  the  blood  clotting  elements 
related  to  vitamin  K activity.  Proof  of  this 
statement  may  be  offered  by  the  fact  that  a 
delayed  prothrombin  clotting  time  cannot  be 
brought  back  to  normal  in  the  presence  of  a 
severe  hepatic  insufficiency.  When  mild 
hepatic  insufficiency  is  present,  doses  great- 
er than  those  mentioned  above,  may  result 
in  restoration  to  normal. 

When  the  patient’s  food  and  fluid  intake 
has  been  inadequate  the  addition  of  other 
vitamins  besides  vitamin  K may  be  extreme- 
ly important.  Of  those  vitamins,  C and 
are  of  most  significance.  They  may  be  given 
as  cevitamic  acid  and  thiamin,  respectively, 
and  should  be  given  for  a few  days  in  addi- 
tion to  the  treatment  mentioned  above,  for 
the  deficient  nutritional  state. 

It  is  likewise  important  in  the  prepara- 
tion of  the  patient  for  operation  that  he  have 
adequate  rest  and  sleep.  If  pain  is  suffi- 
ciently aggravating  to  prevent  sleep,  seda- 
tives must  be  given  in  sufficient  quantity  to 
allow  the  patient  to  sleep  the  required 
amount. 

POSTOPERATIVE  CARE 

The  postoperative  care  is  extremely  im- 
portant in  patients  having  had  operation  on 
the  biliary  tract,  and  may  even  be  life-sav- 
ing. Needless  to  say,  the  daily  fluid  re- 
quirement of  3,000  to  3,500  c.c.  must  be  met. 
During  the  first  day  or  two  the  amount 
taken  by  mouth  is  insignificant,  thereby  re- 
quiring that  fluids  be  given  parenterally. 
Since  glucose  is  very  helpful  in  maintaining 
the  glycogen  reserve  of  the  liver,  it  is  de- 
sirable to  resort  to  intravenous  administra- 
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tion  of  5 or  10  per  cent  glucose  to  maintain 
the  fluid  requirements.  If  difficulty  is  ex- 
perienced in  finding  veins,  fluid  in  the  form 
of  Ringer’s  solution  or  physiological  saline 
may  be  given  subcutaneously.  If  the  pa- 
tient was  a poor  operative  risk,  or  if  the  oper- 
ation was  unduly  difficult  and  traumatizing 
to  the  patient,  a postoperative  transfusion 
will  be  indicated.  The  transfusion  has  the 
added  advantage  of  tending  to  restore  a de- 
layed prothrombin  clotting  time  to  normal. 

Few  operations  have  a greater  tendency 
toward  the  development  of  postoperative 
ileus  than  cholecystectomy.  Nausea  and  oc- 
casional vomiting  incident  to  a variable  de- 
gree of  gastric  ileus  or  dilatation  is  present 
in  a high'  percentage  of  cases.  Great  relief 
is  offered  the  patient  by  gastric  lavage. 
This  may  be  done  effectively  by  insertion  of 
a Wangensteen  tube  through  the  nose.  If 
considerable  gastric  retention  is  encountered 
it  will  be  wise  to  leave  the  tube  in  place  for 
several  hours  or  perhaps  a day  or  two.  It  is 
a well  known  fact  that  a marked  degree  of 
gastric  dilatation  may  lead  to  serious  conse- 
quences, including  marked  deleterious  effects 
on  the  heart.  Naturally  the  ordinary  careful 
attention  to  dressings  should  be  observed, 
particularly  if  fever  or  pain  suggests  the 
possibility  of  infection. 


As  mentioned  in  preoperative  care,  vitamin 
K products  should  be  given  if  the  patient  is 
jaundiced. 

The  patient  is  allowed  to  take  fluids  as 
soon  as  nausea  has  disappeared.  It  is  not 
considered  avisable  to  hurry  the  administra- 
tion of  food.  Liquid  diet  may  be  taken  on 
the  second  postoperative  day,  increasing  it  to 
soft  diet  on  the  third  or  fourth  day,  and 
allowing  more  solid  food  as  the  patient’s  con- 
dition permits. 
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* * * 


The  United  States  Public  Health  Service 
in  a report  issued  recently  suggests  ten  es- 
sentials for  a healthful  home  environment: 

1.  A pure  and  sufficient  water  supply. 

2.  A safe  milk  and  food  supply. 

3.  Sanitary  refuse  and  sewage  disposal. 

4".  Sufficient  ventilation,  heat,  and  light. 

5.  Space  enough  for  ordinary  family  de- 
mands. 

6.  Absence  of  excessive  dampness. 

7.  Screening  against  flies  and  mosquitoes. 

8.  Protection  against  other  insects  and 
rodents. 

9.  Protection  against  fire  hazards  and 
other  accident  risks. 

10.  Adequate  play  space  and  sunshine  for 
children. 

“Wherever  there  is  poor  housing  we  find 
not  one,  but  multiple  problems,  all  of  which 
must  be  dealt  with  if  we  are  to  safeguard  the 
health  of  the  people  and  bring  about  com- 


munity betterment;  and  this  not  as  a charity 
but  as  the  birthright  of  everyone  in  our 
Democracy,”  according  to  Miss  Mary  J. 
Dunn,  Public  Health  Nursing  Consultant  of 
the  Public  Health  Service.  (Public  Health 
Reports  Vol.  55,  No.  42). 

A healthful  environment  is  interpreted  by 
Miss  Dunn  as  one  affording  freedom  from 
disease  and  the  prevention  of  premature 
death,  and  is  associated  with  comfort,  de- 
cency, convenience,  and  even  joy  in  the  daily 
routine.  It  is  then  that  housing  takes  on  far- 
reaching  public  health  significance. 

Miss  Dunn  recommends  the  community, 
as  well  as  each  individual  family,  should  be- 
come more  “house  conscious.” 

The  aim  of  public  health  nurses  is  for  bet- 
ter housing  and  sanitation,  not  for  any  parti- 
cular groups  or  areas,  but  for  all  groups  and 
all  areas,  realizing  that  there  are  slum  con- 
ditions in  the  country  as  well  as  in  the  city. 
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Observations  on  electrical  activity  of  the 
central  grey  matter  were  recorded  as  early 
as  1875  by  Caton(1>.  Berger(2>,  however, 
first  conclusively  demonstrated  that  cortical 
potentials  could  be  recorded  through  the  in- 
tact human  skull.  He  began  this  investiga- 
tion in  1924.  He  used  the  term  electro-en- 
cephalogram or  E.E.G.,  by  analogy  with  the 
E.  K.  G.  to  denote  the  record  obtained.  His 
work  did  not  gain  wide  attention  until  after 
it  had  been  confirmed  by  Adrian (3>,  in  1934, 
and  by  the  later  work  of  Jasper  and  Carmi- 
chael(4)  and  Gibbs  and  Davis(5)  in  1935. 
Since  1935  the  study  of  the  electrical  activi- 
ty of  the  central  nervous  system  as  an  indica- 
tion of  neurologic  and  psychiatric  disorders 
has  rather  rapidly  progressed  to  its  present 
status. 

Because  of  increasing  interest  in  this  pro- 
cedure and  its  promise  as  a practical  aid  in 
diagnostic  and  therapeutic  problems  in 
neuropsychiatry,  the  following  material  is 
presented.  This  report  is  not  intended  to  be 
a detailed  study  nor  a review  of  the  literature 
of  electro-encephalography.  The  purpose  is 
to  inform  the  general  practitioner  about  the 
present  status  of  the  method  and  its  impor- 
tant practical  applications  in  neuropsychia- 
try. 

TECHNIC 

The  E.  E.  G.  is  obtained  by  fixing  small 
metallic  electrodes  to  the  head  by  means  of 
collodion.  These  electrodes  are  connected  to 
amplifiers  sufficiently  sensitive  to  magnify 
the  small  electric  currents  of  the  brain  until 
they  are  adequate  to  operate  ink-writing  re- 
corders designed  for  the  purpose.  A tracing 
is  obtained  which  conforms  in  outline  to  the 
electrical  variations  in  the  brain  tissue  un- 
derlying the  electrodes.  These  potentials  or- 
iginate almost  entirely  in  the  grey  matter  of 
the  cortex.  Because  of  the  small  size  of  the 
potentials  they  may  be  easily  obscured  or  im- 
paired by  muscle  action  currents,  as  generat- 
ed by  movement  of  the  eyelids,  eyeballs,  or 

•Read  before  the  Annual  Session  of  the  Nebraska  State  Medi- 
cal Association  in  Omaha,  April  25,  1940. 

We  are  indebted  to  W.  E.  Rahm.  Jr.,  of  New  York  State 
Psychiatric  Institute  for  the  representative  E.  E.  G.  records  in 
this  paper. 


scalp.  Many  other  factors,  such  as  outside 
interference  produced  by  radio,  x-ray,  dia- 
thermy and  power  lines,  as  well  as  faulty 
electrodes  make  careful  technic  very  essen- 
tial in  order  to  obtain  a true  tracing.  It  is 
also  necessary  that  the  patient  be  completely 
awake  while  mentally  and  physically  relaxed 
because  drowsiness  or  sleep  may  produce 
much  the  same  pattern  as  found  in  infan- 
cy(6)  and  in  patients  with  cerebral  pathology. 

THE  NORMAL  PATTERN 
The  normal  E.  E.  G.  shows  certain  estab- 
lished characteristics.  Records  taken  simul- 
taneously from  bilaterally,  symmetrically 
placed  electrodes  show  rhythmic  variations 
in  electrical  potential  which  roughly  are 


FIG.  I — Normal 

The  above  record  illustrates  the  normal 
pattern. 

equal  in  amplitude  and  frequency  and  usually 
rise  and  fall  together.  From  the  occipital, 
parietal  and  temporal  areas  there  is  obtained 
a rhythmic  activity  of  about  10  cycles  per 
second  with  a normal  variation  of  8-12  c.p.s. 
The  amplitude  of  these  waves  falls  between 
5 and  100  microvolts.  These  are  called  alpha 
waves  and  according  to  Berger  (7>  originate 
in  the  deeper  layers  of  the  cerebral  cortex. 
The  alpha  rhythm  may  represent  some  con- 
stant basic  physiologic  activity.  It  is  abol- 
ished by  visual  stimulation  and  for  this  rea- 
son the  record  is  taken  in  a darkened  room 
with  the  eyes  closed.  The  alpha  rhythm  is 
also  suppressed  by  apprehension,  by  nervous- 
ness, or  by  any  sudden  alarm.  Concentrated 
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mental  effort,  as  in  solving  a difficult  prob- 
lem, will  depress  alpha  activity.  The  anteri- 
or portions  of  the  frontal  lobes  show  little  or 
no  activity. 


THE  ABNORMAL  PATTERN 
The  criteria  of  the  abnormal  E.E.G.  for 
practical  purposes  may  be  reduced  to  three 
in  number. 


In  addition  to  the  alpha  activity  there  is 
also  a beta  rhythm  which  consists  of  poten- 
tials superimposed  upon  the  alpha  rhythm. 
These  beta  potentials  have  a frequency  of  12 
to  35  c.p.s.  with  a low  amplitude  of  20  micro- 
volts or  below.  They  appear  to  predominate 
in  the  motor  and  premotor  regions  and  ac- 
cording to  Berger (7>  they  originate  in  the 
outer  layers  of  the  cerebral  cortex.  Berger 
has  also  suggested  that  they  may  represent 
the  physical  concomitants  of  psychic  activity 
because  they  are  magnified  by  such  drugs  as 
caffeine  while  the  alpha  rhythm  may  be  de- 
pressed. They  do  not  show  the  same  re- 
sponse to  sensory  stimulation  as  the  alpha 
waves  and  are  more  constant.  Other,  less 
regular  waves  may  be  designated  as  mixed 
or  random  activity. 

A rhythmic,  orderly  pattern  of  the  cortical 
potentials  is  not  present  from  birth.  Infants 
from  birth  to  three  months  show  only  ran- 
dom swings  from  the  base  line;  from  4 to  6 
months  they  show  some  rhythmic  activity  in 
the  form  of  slow  waves  with  a frequency  of 
4 to  5 c.p.s. ; from  1 to  5 years  waves  of  5 to 
8 per  second  predominate;  and  by  about  the 
age  of  8 to  10  years  an  adult  pattern  is  well 
established (6). 

In  the  normal  electro-encephalogram  there 
are  rather  wide  variations,  the  complete  sig- 
nificance of  which  is  not  yet  clear.  The  most 
constant  and  reliable  measure  of  individual 
variation  seems  to  be  in  the  amount  of  alpha 
activity.  One  investigator(8)  suggested  that 
the  basis  for  these  differences  might  lie  in 
the  emotional  sphere  because  he  found  more 
“good”  alpha  wave  records  among  those  with 
a cyclothymic  personality  than  among  those 
of  a schizoid  makeup.  Others(9)  (10),  have 
attempted  to  establish  these  differences  as  a 
constant  individual  constitutional  character- 
istic and  subsequent  work  supports  this  view. 
The  same  individual,  under  standard  condi- 
tions, will  on  each  occasion  reproduce  his  pre- 
vious records.  In  one  report(U)  including  8 
sets  of  identical  twins,  the  records  in  each  set 
of  twins  were  similar  in  every  respect.  With 
the  data  furnished  by  further  study  it  will 
be  possible  to  establish  a more  precise  defini- 
tion of  the  normal  E.E.G.  and  possibly  to  de- 
termine the  full  significance  of  the  indi- 
vidual variations. 


1.  Disturbance  of  the  normal  rhythm. 

2.  Asymmetry  between  symmetrically 
placed  electrodes. 

3.  The  appearance  of  potentials  slower 
than  8 c.p.s.  or  the  so  called  delta  or  slow 
waves. 


Unfortunately  these  changes  may  charac- 
terize any  type  of  intracranial  pathology  ; 
and  there  is  no  record  pathognomonic  of  any 
one  condition  except  for  the  characteristic 
spike  and  wave  pattern  found  in  petit  mal 
epilepsy.  In  general,  the  more  severe  the 
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FIG.  II — Right  Frontal  Glioma 
Record  taken  from  a patient  with  a right 
frontal  glioma.  Note  the  large  slow  waves 
present  in  all  leads  from  the  right  frontal 
region. 

cortical  pathology,  as  in  large  neoplasms  or 
extensive  degeneration,  the  slower  are  the 
delta  waves  and  the  greater  the  amplitude. 
Also  during  recovery  from  cortical  involve- 
ment, as  in  acute  infections,  the  delta  waves 
progressively  increase  in  frequency  and  de- 
crease in  amplitude,  so  that  the  record  may 
be  a sensitive  indicator  of  repair. 


FINDINGS  IN  ORGANIC  BRAIN  DISEASE 
In  cortical  lesions  the  site  of  the  pathology 
can  be  successfully  located  in  about  80  to  90 
per  cent  of  the  cases.  Williams  and  Gibbs(12) 
have  reported  on  105  cases  with  suspected  in- 
tracranial lesions.  Accurate  localization  was 
made  in  50  cases  in  which  the  pathology  was 
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demonstrated  by  other  methods.  In  41  cases 
in  which  no  cerebral  lesion  was  demonstrable 
on  the  E.E.G.,  subsequent  clinical  investiga- 
tion also  gave  negative  results.  In  the  re- 
maining 14  cases  a cerebral  lesion  was  pre- 
dicted by  the  E.E.G.,  but  could  not  be  con- 
firmed because  of  lack  of  clinical  and  patho- 
logical data.  The  characteristics  of  the  elec- 
trical discharge  were  also  thought  to  be  of 
value  in  some  instances  in  predicting  the  na- 
ture of  the  cerebral  lesion,  particularly  when 
interpreted  in  conjunction  with  the  clinical 
findings. 

In  a recent  report  from  the  Mayo  Clinic (1 3 } 
accurate  localization  by  the  E.E.G.  was  made 
in  86  per  cent  of  cases  in  a series  of  43  veri- 
fied cerebral  neoplasms.  In  the  same  series 
accurate  localization  of  the  tumors  was  made 
in  82.3  per  cent  by  the  pneumo-encephalo- 
gram and  in  81.4  per  cent  by  clinical  exami- 
nation alone.  The  writers  concluded  that 
localization  by  E.E.G.  compared  favorably 
with  other  methods  and  in  some  instances 
was  successful  where  other  methods  had 
failed. 

Sub-cortical  tumors,  of  course,  cannot  be 
directly  located  but  often  can  be  inferred  be- 
cause of  the  electrical  dysfunction  produced 
in  the  cortex,  as  in  the  case  of  pituitary  tum- 
ors which  usually  produce  abnormal  signs 
in  the  frontal  lobes.  In  cerebellar  tumors 
the  location  may  be  inferred,  but  with  diffi- 
culty (14>.  In  a small  percentage  of  cases 
with  organic  pathology  the  E.E.G.  may  be 
normal.  Also,  cases  have  been  reported  in 
which  a tumor  was  indicated  by  the  more  es- 
tablished methods  of  examination  and  in 
which  a normal  E.E.G.  was  later  substantiat- 
ed(15). 

Gliomas  of  the  parietal  lobes  produce  a de- 
creased alpha  frequency  in  addition  to  the 
slow  pathologic  or  delta  waves.  Tumors  of 
the  frontal  lobes  do  not  usually  affect  the 
alpha  rhythm(16).  Neoplasms  in  themselves 
are  electrically  inactive,  but  by  their  effect 
on  the  cortex  they  produce  demonstrable 
electrical  pathology.  Brain  abscesses  may 
be  localized  in  the  same  manner  as  neoplasms. 
If  localization  is  obscured  by  generalized  in- 
creased intracranial  pressure,  this  handicap 
may  be  overcome  by  the  use  of  hypertonic 
solutions.  Hypertonic  solutions  are  more  ef- 
fective for  this  purpose  than  the  release  of 
pressure  by  ventricular  tap.  Less  consistent 
but  nevertheless  definite  changes  in  the  nor- 
mal rhythm,  with  the  presence  of  abnormal 
waves,  may  be  found  in  such  conditions  as 


toxic  encephalitis,  epidemic  encephalitis,  pa- 
ralysis agitans,  pre-senile  and  senile  demen- 
tia, multiple  sclerosis,  and  general  paresis. 

FINDINGS  IN  EPILEPSY 
Extensive  studies  have  been  made  in  the 
epilepsies.  In  the  light  of  recent  findings  re- 
vealed by  the  E.E.G.,  epilepsy  is  now  regard- 
ed by  some(17>  as  the  result  of  defective  rate 
regulating  mechanism.  Because  it  is  now 
possible  to  demonstrate  that  the  epileptic  at- 
tack results  from  development  of  abnormal 
rhythms  in  the  cerebral  cortex,  the  condi- 
tion may  be  considered  as  a paroxysmal  cere- 
bral dysrhythmia.  Excitement,  closing  of 
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FIG.  Ill— Petit  Mai. 

Record  taken  from  a case  of  petit  mal 
epilepsy.  In  the  first  tracing  there  is  shown 
a larval  seizure.  In  the  third  tracing  is 
shown  the  typical  spike  and  wave  pattern 
of  petit  mal  epilepsy. 

the  eyes,  and  sleep  modify  the  rate  of  the 
normal  mechanism  and  place  on  the  rate  reg- 
ulating mechanism  of  epileptics  a strain 
which  they  are  frequently  unable  to  meet. 
This  fact  may  explain  the  occurrence  of  seiz- 
ures upon  falling  asleep,  awakening,  or  be- 
coming excited(17). 

Petit  mal  attacks  produce  the  typical  spike 
and  wave  pattern  which  is  the  only  pathogno- 
monic sign  in  electro-encephalography. 
Grand  mal  produces  a fast  rhythm  of  high 
potential ; and  psychomotor  activity  produces 
a slow  rhythm.  The  abnormal  activity  in 
epileptics  begins  in  one  area  and  spreads  to 
involve  the  entire  cortex.  About  30  per  cent 
of  epileptic  individuals  under  40  show  abnor- 
mal waves  between  attacks.  These  tend  to 
disappear  at  about  the  age  of  40(18>. 
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In  grand  mal  the  focus  is  usually  in  the  re- 
gion of  the  superior  frontal  gyrus  of  one  or 
both  sides,  while  in  cases  of  petit  mal  the 
focus  is  usually  post-central.  Traumatic  epi- 
lepsy shows  no  foci  of  resting  abnormal  ac- 
tivity. In  hysterical  convulsive  disorders  the 
E.E.G.  is  normal.  Hyperventilation  during 
the  symptom  free  period  may  be  used  to 
demonstrate  a latent  condition  in  the  cortex 
of  patients  subject  to  epileptic  attacks. 

The  E.E.G.  is  extremely  useful  in  local- 
izing epileptogenic  foci  in  patients  showing 
no  other  localizing  phenomena.  This  is  par- 
ticularly significant  in  view  of  the  recent  ad- 
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FIG.  IV— Grand  Mal. 

Record  taken  from  a patient  with  grand 
mal  epilepsy.  There  is  diffuse  electro-corti- 
cal dysfunction  with  no  demonstrable  focus. 

vances  in  the  surgical  treatment  of  epilepsy. 
Perhaps  of  more  practical  significance  is  the 
comparative  study  by  means  of  the  E.E.G. 
during  the  symptom  free  period  in  order  to 
evaluate  the  efficiency  of  the  treatment (19). 
The  treatment  of  epilepsy  still  remains  an  in- 
dividual problem  and  while  one  patient  may 
respond  to  a certain  drug  or  combination  of 
drugs  the  next  patient  may  require  a differ- 
ent regime  in  order  to  obtain  the  best  poss- 
ible result.  The  E.E.G.  is  proving  to  be  a 
valuable  guide  to  the  clinician  in  this  phase 
of  the  management  of  epileptics  and  particu- 
larly in  cases  where  the  seizures  occur  in- 
frequently. Thus  the  E.E.G.  studies  give 
accurate  diagnostic  information  in  neurologic 
and  psychic  disorders  in  which  epilepsy  is 
suspected,  removing  guess  work.  Further- 
more, information  is  obtained  to  determine 


the  effectiveness  of  therapy,  thus  guiding 
the  clinician  in  the  use  of  sedative  drugs. 

The  inheritance  of  epilepsy  has  received 
further  confirmation  by  the  E.E.G.  In  one 
report(20>  of  138  near  relatives  of  epileptics, 
54  per  cent  showed  a definite  dysrhythmia 
and  11  per  cent  had  a doubtful  dysrhythmia. 
In  a control  group  of  50  normal  individuals, 
6 per  cent  had  a definite  dysrhythmia  and  12 
per  cent  a doubtful  dysrhythmia.  In  46  in- 
stances in  which  both  parents  of  epileptic 
patients  were  examined,  normal  records  in 
both  parents  were  obtained  in  only  two  per 
cent.  In  28  per  cent  the  records  showed  ab- 
normalities in  both  parents.  In  94  per  cent 
the  record  of  at  least  one  parent  was  abnor- 
mal. The  authors  concluded  that  these  find- 
ings should  help  in  advising  patients  about 
marriage.  If  an  epileptic  is  to  marry,  he 
should  choose  a person  with  normal  brain 
waves.  Marriage  is  safer  for  such  a pair 
than  for  two  individuals  with  no  family  his- 
tory of  seizures,  but  who  both  have  a cortical 
dysrhythmia.  The  report  also  showed  that 
in  symptomatic  epilepsy  the  abnormal  rec- 
ords in  the  near  relatives  were  three  times 
more  frequent  than  in  the  non-epileptics. 
This  fact  represents  evidence  of  a constitu- 
tional susceptibility  to  convulsive  disorders, 
which  is  precipitated  into  clinical  epilepsy 
by  the  added  factor  of  trauma. 

FINDINGS  IN  PSYCHIATRIC  PROBLEMS 

In  the  disorders  classified  as  functional,  a 
rather  large  amount  of  work  has  been  report- 
ed. In  spite  of  the  amount  of  investigation 
the  results  are  still  controversial  in  many  in- 
stances. In  the  neuroses  the  E.E.G.  has  con- 
tributed very  little.  As  previously  mentioned, 
the  E.E.G.  is  normal  in  hysterical  seizures 
and  thus  may  be  used  as  confirmatory  evi- 
dence. In  a patient  under  hypnosis  the 
E.E.G.  is  unlike  that  of  one  in  normal  sleep, 
in  that  the  normal  rhythm  persists.  In  ad- 
dition, the  alpha  waves  may  respond  to  the 
suggestion  that  the  patient  can  or  cannot 
see(18>. 

In  behavior  problem  children  the  E.E.G. 
has  revealed  an  intimate  relationship  to  corti- 
cal dysfunctions.  In  one  report(21)of  a series 
of  57  children  with  behavior  problems,  defi- 
nite abnormal  activity  was  found  in  19  and 
questionably  normal  records  in  an  additional 
10  cases.  Other  reports  have  indicated  that 
as  high  as  70  per  cent  of  behavior  problem 
childi'en  show  abnormal  records.  Walters 
states  that  problem  children  may  show  an 
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almost  constant  series  of  petit  mal  seizures 
in  the  electro-encephalogram  and  may  later 
develop  true  epilepsy(18).  Thus,  E.E.G. 
studies  give  us  tangible  information  concern- 
ing the  organic  nature  of  so  called  function- 
al behavior  problems. 

In  schizophrenia  the  reports  have  been 
somewhat  conflicting,  but  the  majority  of  in- 
vestigators have  been  unable  to  report  any 
consistent  abnormalities  in  the  E.E.G.  ex- 
cept for  the  tendency  to  a reduced  amount  of 
alpha  activity  with  a predominance  of  higher 
frequency  potentials.  Since  this  is  also  char- 

\ / 


FIG.  V — Behavior  Problem 
Record  taken  from  a behavior  problem 
child  showing  diffuse  electro-cortical  dys- 
function. 

acteristic  of  a normal  subject  under  emotion- 
al tension  it  may  not  be  anything  more  than 
an  indication  of  the  functional  condition  of 
the  patient(22). 

In  the  manic-depressive  group  the  majori- 
ty of  reports  have  noted  no  changes  from  the 
normal  although  these  patients  have  a ten- 
dency toward  a greater  amount  of  “good” 
alpha  activity.  There  is  apparently  no 
change  when  the  patient  swings  from  a man- 
ic to  a depressed  phase  or  vice  versa. 

It  is  important  that  more  recent  work  has 
shown  that  although  the  basic  record  is  nor- 
mal in  the  functional  disorders  there  are  oc- 
casional outbursts  of  abnormal  activity,  ap- 
parently not  related  to  emotional  tension.  In 
a study  of  232  patients  in  mental  hospitals, 
Davis  and  Davis(23)  found  that  all  patients 
with  a diagnosis  of  epilepsy  or  of  arterio- 
sclerosis with  psychosis  showed  abnormal 
variations.  It  was  significant,  however,  that 
equally  abnormal  records  were  scattered 
throughout  the  other  groups.  They  felt 
that  the  evidence  justified  speculation  as  to 
whether  or  not  the  removal  of  tumors  or 
some  other  lesion  might  alter  the  mental  con- 
dition or  make  the  patient  more  amenable  to 
psychotherapy;  also,  whether  those  who  do 


not  respond  to  psychiatric  management  are 
the  ones  with  the  abnormal  electro-encephal- 
ograms. As  a result  of  the  continued  study 
of  functional  disorders  by  the  E.E.G.,  there 
appears  to  be  justification  for  the  growing 
belief  that  a subclinical  organic  factor  exists 
in  a significant  number  of  cases.  The  E.E.G. 
is  proving  to  be  an  opening  wedge  for  a re- 
newed study  of  the  etiology  and  patho-physi- 
ology  of  the  functional  disorders  that  may 
lead  to  much  clearer  understanding  of  this 
large  group. 

Apparently  little  relationship  exists  be- 
tween intelligence  and  the  E.E.G.  with  the 
present  technic.  There  is  no  change  in  the 
pattern  of  the  cortical  potentials  until  the 
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FIG.  VI — Psychoneurotic 
Record  taken  from  a patient  with  a diag- 
nosis of  psychoneurosis.  The  first,  second 
and  fourth  tracings  show  a normal  pat- 
tern. The  third  tracing  shows  abnormal 
slow  waves  of  about  3 cycles  per  second 
in  the  right  fronto-motor  lead  which  break 
into  the  normal  pattern  and  after  a short 
time  disappear. 

mental  age  of  5 or  less,  when  there  is  a 
smaller  amount  of  activity  and  an  increase 
in  irregular  sequences.  Slow  waves  of  5 per 
second  also  appear.  According  to  Kreez- 
er(24),  the  results  obtained  provide  no  basis 
for  the  diagnosis  of  mental  deficiency  at  any 
level  by  the  electro-encephalogram. 

CONCLUSIONS 

1.  The  E.E.G.  has  been  developed  into  a 
laboratory  procedure  of  definite  value  in 
clinical  neurology  and  psychiatry. 

2.  In  the  localization  of  intracranial  neo- 
plasms and  other  cerebral  lesions  the  E.E.G. 
compares  favorably  with  other  methods  and 
is  accurate  in  80  to  90  per  cent  of  the  cases. 
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3.  The  E.E.G.  is  extremely  useful  in  local- 
izing epileptogenic  foci  and  in  evaluating  the 
efficacy  of  treatment.  It  has  added  to  our 
knowledge  of  the  mechanisms  in  epilepsy  and 
of  inheritance  in  epilepsy. 

4.  In  the  functional  disorders,  the  E.E.G. 
has  opened  a new  approach  for  the  study  of 
the  etiology  and  patho-physiology. 
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IN  THIS  ISSUE 


GALL-BLADDER  disease  in  its  various 
phases,  was  presented  before  the  last  annual 
session  of  our  Association  by  Dr.  Warren  H. 
Cole,  of  the  University  of  Illinois  faculty. 
This  interesting  paper  appears  on  page.. ..429 

THERE  has  been  much  discussion  about 
the  recent  method  of  electro-encephalogram 
recordings.  Drs.  Bennett  and  Cash  describe 
the  method  and  its  application  on  page  . ..435 

OFF  hand  one  wonders  how  vitamins  af- 


fect the  practice  of  radiology.  The  practical 
importance  of  avitaminosis  in  connection 
with  the  intestinal  pathology  is  described 
by  Dr.  Tyler  on  page .441 

THE  average  physician  is  not  frequently 
confronted  with  retinoblastoma,  but  when  a 
case  does  present  itself  it  is  important  that 
the  doctor  know  what  course  the  condition 
may  follow.  Dr.  Morrison  describes  a case 
in  point  on  page 445 


Study  of  the  Small  Bowel  with  Special 
Reference  to  Avitaminosis* 

ALBERT  F.  TYLER,  B.Sc.,  M.  D. 

Omaha,  Nebr. 


Previous  to  the  past  five  years,  the  usual 
technique  for  x-ray  study  of  the  gastroin- 
testinal tract,  gave  little  knowledge  of  the 
small  bowel.  The  opaque  mixture  was 
watched  as  it  passed  through  the  esophagus 
and  filled  the  stomach.  Fluoroscopic  study 
was  made  of  the  stomach  followed  by  films 
to  give  permanent  record  and  to  enable  clos- 
er and  more  detailed  study  as  in  superimposi- 
tion of  films  to  determine  whether  a defect 


bowel,  due  to  volvulus,  intussusception  or 
other  forms  of  obstruction,  was  soon  recog- 
nized with  greater  frequency  until  now  any 
suspected  case  of  obstruction  is  sent  at  once 
for  x-ray  study. 

Special  technique  is  necessary  in  the  study 
of  the  small  bowel  because  of  the  rapid  move- 
ment of  the  contents  through  its  lumen. 
Films  must  be  made  at  fifteen  to  thirty  min- 


FIG.  2 FIG.  3 

Film  made  by  both  opaque  Film  after  barium  meal  showing  narrow 

meal  and  opaque  enema  jejunum  with  stiff  walls  with  dilatation  proxi- 

showing  a tubular  terminal  mal,  due  to  partial  obstruction, 

ileum  and  the  appendix 
which  did  not  seem  to  be 
fixed. 


FIG.  1 

Film  made  by  means  of  the 
barium  enema  which  has  flowed 
through  the  ileocecal  valve  fill- 
ing the  terminal  ileum,  which  is 
tubular  and  narrow  with  no 
normal  mucosal  markings.  A 
tubular  palpable  mass  moved 
with  this  area  when  observed 
under  the  fluoroscope. 

was  permanent  or  transitory.  The  duode- 
num was  studied  at  the  same  time,  then  in 
six  hours  the  patient  was  observed  to  see 
whether  the  stomach  had  emptied  properly. 
At  the  six  hour  observation,  the  opaque  mix- 
ture was  usually  in  the  terminal  ileum  and 
cecum  with  the  head  of  the  column  frequent- 
ly at  the  splenic  flexure  of  the  colon. 

Recently  Akerlund,  Cole(1>  and  others 
called  attention  to  the  value  of  more  inten- 
sive study  of  the  small  bowel.  Dilated  small 

*Read  at  the  Annual  Meeting  of  the  Nebraska  State  Medical 
Association,  Omaha,  April  24,  1940. 


ute  intervals  until  the  opaque  meal  has 
passed  from  stomach  to  cecum,  which  nor- 
mally occupies  about  four  hours.  This  tech- 
nique is  time  consuming  and  expensive  so  is 
not  usually  done  unless  there  is  some  special 
indication  for  it. 

After  this  technique  was  adopted,  it  was 
soon  found  that  the  small  bowel  was  often 
the  seat  of  diverticula,  of  tumors  and  more 
recently  the  seat  of  granulomas  or  even 
showed  definite  changes  in  patients  suffer- 
ing from  vitamin  deficiency. 

This  paper  will  discuss  the  x-ray  findings 
in  nonspecific  granulomas  and  in  avitamin- 
osis. 
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The  normal  lumen  of  the  small  bowel 
ranges  from  2.5  to  3 cm.  in  diameter,  shows 
the  feather  edge  markings  of  the  valvulae 


bowel  contains  no  gas  except  in  children,  who 
swallow  much  air  wiiile  nursing  or  sucking 
their  fingers,  and  in  the  aged  who  are  fre- 


FIG.  4 

Routine  flat  film  of  abdomen  in  vitam'n  deficiency 
state  showing  dilated  segments  of  small  bowel. 


FIG.  5 

Film  after  barium  meal  showing  segmentation  in  case 
of  vitamin  deficiency. 


\ 0 

FIG.  6 FIG.  7 

Gross  specimen  resected  and  opened  longitudin-  Photomicrograph  of  case  of  chronic  cicatrizing  enteri- 

ally — looking  at  the  :nner  surface  (al  Tumor  tis  involving  jejunum.  (See  Fig.  3).  (a)  Muscles:  (b) 
from  which  section  shown  in  Fig.  7 was  made.  Mucosa:  (cl  Inflamed  area:  (d)  Fibrosis. 

conniventes  in  the  duodenum  and  jejunum  quently  afflicted  with  aerophagia.  The  pres- 

with  coarser  markings  increasing  as  the  mix-  ence  of  air  in  the  small  bowel  in  adults  then 

ture  passes  downward.  The  normal  small  is  pathological. 
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Swenson  and  Hibbard(2>  found,  that  in 
cases  of  obstruction  produced  purposely  in 
dogs,  the  dilated  loops  of  bowel  appeared  in 
three  to  three  and  one-half  hours  and  fluid 
levels  in  six  to  seven  hours  after  complete  ob- 
struction. 

Since  our  knowledge  of  vitamins  has  made 
their  function  better  understood,  we  are  be- 
ginning to  recognize  certain  changes  in  the 
small  bowel  which  are  frequently  seen  on 
x-ray  films  as  due  to  vitamin  deficiency. 
Wilbur(3)  points  out  that  vitamin  deficiency 
states  may  be  manifested  by  a variety  of 
gastrointestinal  symptoms  and  abnormali- 
ties. 

Detection  depends  largely  on  inspection  of 
the  oral  cavity,  gastric  analysis,  roentgeno- 
logical study  of  the  alimentary  tract  and 
search  for  other  evidence  of  vitamin  defi- 
ciency. 

The  x-ray  findings  in  granuloma  are  those 
of  a permanent  organic  lesion,  while  the  find- 
ings in  avitaminosis  are  changing  due  to  a 
disturbed  physiology,  as  will  be  shown  in  il- 
lustrative cases. 

The  pathology  of  granulomata  of  the  small 
bowel  is  characterized  by  greatly  thickened 
walls  which  become  stiff,  lose  their  normal 
flexibility,  the  folds  of  the  mucosa  are  oblit- 
erated and  the  lumen  is  narrowed.  The  nar- 
row lumen  and  the  obliteration  of  the  mu- 
cosal folds  can  be  visualized  on  the  x-ray  film 
and  the  tubular  thickening  of  the  small  bow- 
el can  frequently  be  felt  during  fluoroscopy 
and  thus  proved  to  correspond  to  the  defect 
seen  on  the  fluoroscopic  screen.  (See  Fig.  1) 

That  this  condition  has  long  been  recog- 
nized by  the  surgeons,  if  not  by  the  radiolo- 
gists, is  shown  by  the  fact  that  Combe  and 
Sanders  in  1806  reported  “A  Singular  Case 
of  Stricture  and  Thickening  of  the  Ileum” 
while  in  1913  Dalziel(4)  reported  four  cases 
which  he  resected  and  all  of  which  showed 
“acute  congestion  and  dilated  blood  vessels 
and  edematous  submucosa.  Irregular  hem- 
orrhage in  the  mucosa  and  submucosa,  cellu- 
lar and  fibrinous  exudate  within  the  intestin- 
al lumen,  ulceration  of  the  mucosa  and  re- 
placement by  granulation  tissue  with  marked 
fibrotic  changes.” 

The  tubular  area  of  disease  is  most  fre- 
quently found  in  the  lower  ileum  but  may  be 
found  elsewhere,  as  in  Case  No.  54480  where 
it  was  in  the  jejunum.  (See  Fig.  3) 


When  the  disease  is  in  the  ileum  near  the 
cecum,  it  can  frequently  be  visualized  on  the 
x-ray  film  by  means  of  the  opaque  enema, 
which  will,  under  proper  technique,  pass 
through  the  ileocecal  valve  and  fill  the  termi- 
nal ileum  for  a distance  of  two  or  three  feet. 

If  the  lesion  is  not  visualized  by  means  of 
the  enema,  then  a barium  meal  should  be  giv- 
en and  a study  of  the  entire  small  bowel 
should  be  made.  In  some  patients  the  lumen 
of  the  diseased  area  of  bowel  may  be  so  bad- 
ly contracted  that  partial  obstruction  occurs 
and  then  one  may  detect  a distended  segment 
of  bowel  proximal  to  the  lesion.  (See  Fig.  3) 

Case  No.  53696.  C.  W.  H.,  age  67.  This  patient 
has  had  recurrent  spells  of  distress  and  tenderness 
in  the  right  lower  abdomen  for  the  past  three  years. 
Now  a sausage  shaped,  movable  mass  measuring 
about  6x15  cm.  in  size  is  palpable. 

The  barium  enema  filled  the  entire  colon  which 
appeared  normal,  passed  through  the  ileocecal  valve 
filling  the  terminal  ileum,  the  last  six  inches  of 
which  showed  a tubular,  narrow  lumen  which  moved 
with  the  palpable  mass  when  examined  under  the 
fluoroscope,  characteristic  of  cicatrizing  enteritis. 
(See  Fig.  No.  6). 

Case  No.  54480.  H.  C.  G.  This  patient  had  had 
a resection  of  the  jejunum  eighteen  months  ago  be- 
cause of  symptoms  of  obstruction.  Examination  of 
the  specimen  proved  it  to  be  non-specific  granuloma. 
During  the  past  three  months,  cramp-like  pains  have 
recurred  in  the  region  of  the  scar  and  x-ray  exami- 
nation revealed  a narrow  tubular  lesion  involving 
four  inches  of  the  jejunum.  (See  Fig.  No.  3). 

Mrs.  H.  E.  E.  This  patient  has  had  repeated  at- 
tacks of  what  she  thought  was  appendicitis,  the  last 
one  being  more  severe,  resulting  in  temperature 
and  disabling  tenderness  but  no  muscle  rigidity. 
X-ray  examination  showed  a tubular  terminal  ileum, 
characteristic  of  cicatrizing  enteritis.  (See  Fig.  No. 
2). 

Vitamin  deficiency  is  shown  on  the  x-ray 
examination  by  the  presence  of  dilated  loops 
of  small  bowel,  which  involve  the  same  por- 
tion of  the  bowel  but  may  vary  slightly  at 
different  times  and  distal  to  which  no  ob- 
struction is  found.  Figure  No.  4 is  that  of  a 
patient  who  had  suffered  from  a severe  bac- 
terial enteritis  for  fourteen  months.  The  pa- 
tient complained  daily  of  intense  cramping 
pains  in  the  mid-abdomen  and  one  could 
plainly  see  peristalsis  through  the  abdominal 
wall.  A diagnosis  of  partial  obstruction  was 
made  but,  on  exploratory  operation,  no  ob- 
struction was  found.  As  one  looked  through 
the  open  abdomen,  the  ileum  could  be  seen  to 
contract  and  dilate  in  segmental  form,  exact- 
ly as  revealed  by  the  x-ray  examination. 

There  seems  to  be  a rather  definite  symp- 
tom complex  associated  with  the  x-ray  find- 
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ings  in  these  patients.  They  complain  of 
cramplike  pain  in  the  mid-abdominal  region, 
not  definitely  related  either  to  intake  or  qual- 
ity of  food.  The  patient  usually  rubs  his 
open  palm  over  the  region  of  the  umbilicus 
when  asked  to  locate  the  distress. 

If  the  bowel  is  studied  by  means  of  the 
opaque  meal  the  segments  shown  on  routine 
flat  film  of  the  abdomen  as  dilated  with  gas, 
will  show  sausage  like  segmentation  with  ab- 
sence of  normal  wall  markings.  (See  Fig.  No. 
5) 

E.  T.  S.  This  patient  is  a young  man,  twenty-eight 
years  of  age,  who  had  suffered  from  a bacillary 
dysentery  fourteen  months.  He  was  greatly  emaci- 
ated, complained  of  severe  cramps  in  the  middle  of 
the  abdomen  and  peristalsis  could  be  plainly  visual- 
ized. A clinical  diagnosis  of  partial  obstruction, 
probably  from  cicatrizing  stenosis,  was  made  and 
x-ray  findings  (see  Fig.  No.  4)  pointed  toward  the 
same  diagnosis. 

At  operation,  however,  no  obstruction  was  found 
and  one  could  see  the  segments  of  small  bowel  con- 
tract and  expand  in  rhythmical  fashion.  This  phen- 
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omenon  is  probably  explained  on  the  basis  of  a dis-  , 
turbed  nerve  impulse  on  a vitamin  deficiency  basis. 

Other  cases  with  mild  mid-abdominal 
cramplike  distress  and  dilated  loops  of  small 
bowel,  showing  on  the  x-ray  examination, 
have  been  seen  which  have  promptly  become 
symptom  free  on  vitamin  therapy.  Our  ob- 
servation would  lead  us  to  think  that  where 
this  therapy  is  followed,  the  dosage  must  be 
large — 20,000  to  50,000  units  of  B,  with  the 
other  portions  of  the  B complex  in  propor- 
tion. 
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The  reactions  of  a Harley  Street  physician 
to  the  German  bombings  to  which  he  and  his 
fellow  Londoners  are  being  subjected,  are 
told  by  a special  London,  England,  corre- 
spondent of  The  Journal  of  the  American  Medi- 
cal Association  in  the  Nov.  23  issue  of  The 
Journal.  His  communication,  dated  Oct.  17, 
follows : 

“This  is  a quiet  night  after  two  unpleasant  ones.  I 
am  writing  to  you  in  bed  in  my  ground  floor  back 
room  (which  I prefer  to  the  basement,  where  my  fam- 
ily sleeps).  I can  hear  the  throbbing  hum  of  an  occa- 
sional German  plane  overhead  and  the  quick  thud- 
thud  of  our  antiaircraft  guns,  but  only  at  odd  inter- 
vals. We  in  London  have  settled  down  to  the  queer 
sort  of  life  we  are  living  and  have  no  intention  of 
leaving  it,  quite  why  I don’t  know,  for  friends  out  of 
London  are  always  urging  us  (and  other  people)  to 
leave  it,  but  mostly  because  one  feels  that  if  one 
leaves  London  the  Germans  have  got  us  even  that 
amount  down,  and  we’re  not  having  that.  The  night 
before  last  was  the  first  night  I have  actually  got  out 
of  bed,  dressed  fully,  had  my  (already  packed)  suit- 
case handy  and  told  the  others  downstairs  to  get  their 
clothes  on  and  prepare  to  leave  the  house  at  a min- 
ute’s notice:  we  didn't  actually  have  to,  but  from  my 
window  I could  see  a house  only  two  away  from  us 
(around  the  corner)  blazing  away  after  an  incendiary 
bomb,  and  another  house  about  four  or  five  the  other 
side  has  had  its  back  bombed  and  partly  demolished. 
I thought  the  flames  might  reach  us  but  they  didn’t, 
for  our  fire  services  are  very  efficient  indeed  and 
soon  got  it  under  control.  We  always  feel  that  it 
might  have  been  us  or  it  might  be  us  tonight,  but  one 
gets  very  fatalistic  about  it  all  and  the  casualties  are 


really  infinitesimal  as  compared  with  the  damage  done, 
wand  even  that,  though  bad  enough,  is  only  a flea  bite 
when  you  look  at  London  as  a whole.  The  population 
is  as  determined  as  ever  not  to  flinch  from  the  blows 
the  Germans  are  giving  us,  and  we  know  that  we  are 
now  hitting  them  just  as  hard.  I happened  to  turn 
the  radio  tonight  by  accident  to  the  Bremer  station, 
when  the  announcer  we  call  ‘Lord  Haw-Haw’  (from 
his  affected  voice)  was  talking:  his  description  of  the 
last  raid  on  London  I knew  from  personal  observation 
was  perfect  nonsense;  why  he  had  to  exaggerate  so 
ludicrously  I can’t  understand  for,  of  course,  they 
have  done  some  damage  quite  worth  describing  from 
his  point  of  view;  apparently  he  prefers  absurd  lies 
to  the  quite  horrid  enough  truth,  as  a matter  of  policy. 

“I  was  in  a tube  (subway)  yesterday  for  the  first 
time  for  a long  time  and  was  much  interested  to 
see  the  quiet  underground  life  that  has  sprung  up 
among  a large  section  of  our  population — a life  with 
customs  and  laws  of  its  own.  I was  there  about  3:30 
p.  m.  and  already  along  the  walls,  in  the  subway  sta- 
tions. blankets,  suitcases,  folding  chairs  or  pillows 
had  been  laid  down  in  an  orderly  manner  to  reserve 
places.  A few  youngsters  and  old  people  were  already 
in  their  places,  prepared  to  stay  there  until  the  next 
morning,  about  7 o’clock.  Surface  shelters  have  been 
provided  pretty  freely  in  all  streets,  but  thousands  of 
people  prefer  the  comparative  discomfort  but  warmth, 
light  and  freedom  from  noises  of  gun  fire  and  bombs 
and  the  feeling  of  perfect  safety  deep  down  in  the 
passages,  stairways  and  station  platforms  of  our  un- 
derground railway.  The  government  discouraged  it 
and  tried  to  make  rules  about  it,  but  the  population 
took  matters  into  their  own  hands  and  made  their 
own  unwritten  but  strictly  obeyed  rules  for  this  sort 
of  thing. 

“Otherwise  things  go  on  as  before.  My  telephone 
has  been  off  (cables  damaged  by  bombs)  for  a week, 
but  water,  gas  and  electricity  are  all  right.  No  signs 
of  shortage  of  food  or  any  real  essentials.” 
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A retinoblastoma  is  a malignant  growth 
of  retinal  tissue  which  may  extend  towards 
the  vitreous  (endophytum)  or  towards  the 
choroid  (exophytum).  The  term  glioma,  fre- 
quently given  to  this  tumor,  came  from  Vir- 
chow(1>,  who  believed  this  new  growth  ori- 
ginated from  glial  tissue  and  was  therefore 
similar  in  origin  to  gliomata  of  the  brain. 
Virchow’s  opinion  has  been  proved  incorrect 
but  the  term  has  become  firmly  implanted  in 
the  literature. 

Verhoeff<2)  proposed  the  term  retinoblas- 
toma. He  based  this  proposal  on  Mallory’s 
plan  to  name  all  tumors  composed  of  “germ 
cells”  blastomas.  The  blasto  or  germ  cell  is 
a foundation  embryonic  cell.  Some  of  these 
cells  proliferate  and  specialize  into  retinal 
cells.  Occasionally  some  of  the  cells  differen- 
tiate very  little  and  continue  to  multiply  as 
do  primitive  cells.  A malignant  retinal  tu- 
mor or  retinoblastoma  is,  therefore,  formed 
by  this  reversion  into  embryonic  type.  This 
type  of  retinal  new  growth  has  also  been 
called  Gliosarcoma,  Retinocytoma  and  Neuro- 
epithelioma. 

INCIDENCE 

Retinoblastoma  is  the  most  common  malig- 
nant intra-ocular  tumor  occurring  in  infancy 
and  early  childhood (3).  It  appears  with  equal 
frequency  in  the  male  and  the  female.  Its 
occurrence  is  bilateral  in  about  23%  of  the 
cases (4).  The  bilateral  appearance  is  not  due 
to  extension  from  eye  to  eye  but  to  independ- 
ent growth  in  each  retina.  Wintersteiner(5) 
in  his  series  of  glioma  cases  found  that  80 
per  cent  developed  before  four  years  of  age, 
and  50  per  cent  before  the  age  of  two.  The 
presence  of  retinoblastoma  has  been  noted 
at  birth  and  Verhoeff(6)  found  such  a tumor 
of  the  retina  in  a forty-eight  year  old  man. 
Some  familial  tendency  has  been  noted,  par- 
ticularly in  the  bilateral  cases. 

COURSE  AND  SYMPTOMS 

Clinically,  four  different  stages  can  be 
recognized.  The  first  or  initial  stage  is  one 
of  quietness — inflammation  does  not  exist. 
Those  close  to  the  child  may  first  notice  a 
bright  yellowish  white  reflex  from  the  pupil 
which  is  particularly  visible  at  night.  Beer(7) 
called  this  an  amaurotic  cat’s  eye  because  the 
eye  is  blind  (amaurosis)  and  the  retinal  tis- 


sue being  far  forward  easily  reflects  the 
light.  The  eye,  therefore,  shines  like  a cat’s 
eye  in  the  dark.  This  light  reflex  is  easily 
seen  because  the  pupil  is  dilated  and  inac- 
tive. A squint,  usually  divergent,  may  be 
observed. 

Ophthalmoscopic  examination  reveals  a 
pinkish-white  mass,  often  covered  with  con- 
voluted blood  vessels  and  occasionally  flecked 
by  hemorrhages  and  yellowish  necrotic  areas. 
The  mass  may  be  small  enough  to  nearly  es- 
cape notice,  or  it  may  be  large  enough  to  fill 
most  of  the  eye. 

R.  Pfeiffer* 8),  working  at  the  Ophthalmo- 
logical  Institute  of  Columbia  University, 
found  that  75  per  cent  of  the  retinoblastomas 
he  examined  cast  mottled  or  granular  roent- 
genographic  shadows  characteristic  of  cal- 
cium. Pseudogliomas  failed  to  cast  such 
shadows.  Calcium  shadows  were,  therefore, 
thought  to  be  pathognomonic  of  glioma. 

The  second  or  glaucomatous  stage  is  char- 
acterized by  irritation  and  pain.  The  tumor 
by  continuing  to  grow  increases  the  vitreous 
pressure,  peripheral  synechia  develop,  and 
an  increased  intra-ocular  tension  ensues. 
Occasionally  iridocyclitis,  atrophy  and  total 
spontaneous  necrosis  creates  the  opposite 
outcome. 

The  third  or  perforating  stage  finds  the 
tumor  piercing  the  eye  posteriorly  at  the  op- 
tic disc,  or  anteriorly  at  the  corneo-scleral 
junction.  These  are  the  weak  points  of  the 
ocular  coats.  Once  external,  the  retinoblas- 
toma grows  rapidly  and  soon  resembles  a 
large  mushroom  (fungus  haematode).  This 
mass  is  necrotic  and  bleeds  easily.  X-ray  ex- 
amination may  reveal  considerable  enlarge- 
ment of  the  optic  foramen  on  the  involved 
side. 

The  fourth  or  metastatic  stage  usually  oc- 
curs after  perforation  thus  differing  from 
choroidal  sarcoma  which  metastasizes  before 
perforation.  The  lymphatic  glands  near  the 
orbit  are  first  involved.  This  is  especially 
true  of  the  preauricular  gland.  Extension 
occurs  to  the  brain  and  to  the  bones  of  the 
skull  and  of  the  face. 
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DIFFERENTIAL  DIAGNOSIS 

Pseudoglioma  and  round  cell  sarcoma  of 
the  choroid  must  be  differentiated  from  gli- 
oma. 

A pseudoglioma  is  an  intra-ocular  mass 
which  in  appearance  resembles  a glioma  but 
is  not  neoplastic.  Pseudoglioma  may  result 
from  metastatic  panophthalmitis,  massive 
intra-ocular  hemorrhage  at  birth  or  retinal 
tuberculosis  periphlebitis.  An  eye  contain- 
ing a pseudoglioma  seldom  develops  an  in- 
creased tension.  Atrophy  and  hypotony  is 
the  rule.  This  condition  is  stationary,  while 
that  of  glioma  and  round  cell  sarcoma  is 
progressive.  X-ray  shadows  of  calcium  ap- 
pear in  75  per  cent  of  the  retinoblastomas, 
but  never  in  pseudoglioma. 

Round  cell  sarcoma  of  the  choroid  in  an 
infant’s  eye  is  difficult  to  accurately  diag- 
nose. Glioma  and  pseudoglioma  may  inter- 
fere only  slightly  with  the  passage  of  light 
through  the  sclera.  A sarcomatous  mass, 
however,  transmits  light  poorly.  Transillu- 
mination of  the  eye,  therefore,  is  of  great 
value. 

Glaucoma  ensues  early  in  round  cell  sar- 
coma and  metastasis  usually  occurs  before 
perforation. 

Ophthal- 

X-ray  Trans-  moscopic 

Calcium  Tension  Illumin-  Metastasis  Examina- 
ation  tion 
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PATHOLOGY 

Microscopically  the  tumor  is  characterized 
by  small,  round,  loosely  packed  cells  resem- 
bling lymphocytes.  These  cells  frequently 
group  themselves  in  circles,  suggesting  cart 
wheels,  the  so-called  Rosettes  of  Winter- 
steiner.  Rosette  formation  is  thought  to  be 
an  attempt  to  form  primitive  neuro-epithe- 
lium. The  stroma  of  the  tumor  is  inade- 
quately developed  and  its  blood  supply  fails 
to  nourish  the  entire  mass.  Necrosis  is 
therefore  common. 

PROGNOSIS 

The  presence  of  a retinoblastoma  is  al- 
ways serious,  and  frequently  fatal.  Sponta- 
neous recovery  has,  however,  been  re- 
ported^). Ten  per  cent  of  the  tumors  reach 
the  intra-cranial  cavity  in  spite  of  enuclea- 
tion (10).  Many  of  the  patients  may  be  ex- 
pected to  survive,  providing  the  tumor  is 


completely  removed.  Fuchs  found  the  out- 
come to  be  favorable  in  about  one-half  of  his 
cases(11). 

TREATMENT 

Immediate  enucleation  should  be  done  if 
the  growth  seems  to  be  confined  to  the  eye- 
ball. A long  optic  nerve  must  be  secured 
and  examined  microscopically  for  evidence  of 
tumor  extension.  Should  exophthalmos  or 
other  evidence  of  perforation  be  present,  and 
the  growth  still  thought  to  be  confined  to 


FIG.  1 

G.  B.  at  15  months.  White  reflex  from  left  pupil  and  con- 
vergent squint. 


the  orbit,  exenteration  is  performed.  Opera- 
tive interference  is  useless  except  to  remove 
a painful  mass  if  metastasis  has  taken  place. 
In  order  to  eliminate  the  possibility  of  meta- 
stasis careful  general  physical  examination 
and  roentgenograms  of  the  skull,  face,  long 
bones  and  of  the  lungs  are  required. 

The  presence  of  bilateral  retinoblastoma 
creates  a different  problem.  Enucleation  of 
each  eye  should  be  advised,  but  this  is  invari- 
ably vetoed  if  a possibility  of  the  retention 
of  useful  vision  remains.  The  eye  containing 
the  larger  tumor  may  be  removed  and  the 
other  eye  treated  by  radium  or  x-ray.  Either 
method  incurs  the  risk  that  irradiation  may 
not  totally  destroy  the  neoplasm  and  a re- 
currence develop. 

Moore ( 12 ) and  his  co-workers  successfully 
treated  with  radon  seeds  two  children  in 
whom  the  glioma  was  adjacent  and  temporal 
to  the  optic  disc.  The  seeds  were  implanted 
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in  a strip  of  dental  wax  and  this  sutured  to 
the  sclera  overlying  the  tumor  mass.  The 
radon  seeds  were  removed  in  eight  days. 

Verhoeff(13)  in  1921,  and  more  recently 
Martin  and  Reese(14),  reported  a series  of 
cases  which  were  successfully  treated  by 
roentgen  rays.  Martin  and  Reese  used  a 
highly  fractionated  large  total  dose  through 
a 2.5  cm.  portal.  Individual  doses  of  250  or 

I 


FIG.  2 

Typical  Pfeiffer  calcium  shadows  in  each  orbit. 


400  r through  a filter  of  0.5  mm.  of  copper 
and  2 mm.  of  aluminum  were  given.  One  pa- 
tient received  54  treatments  over  a period  of 
five  months.  No  permanent  ocular  damage 
resulted  from  this  treatment. 

Enucleation  should  be  followed  by  prophy- 
lactic radium  or  roentgen  therapy  to  the  or- 
bit. 

The  implantation  of  spheres  or  fat  into 
tenons  capsule,  following  enucleation  for  gli- 
oma, is  contraindicated.  The  implant  would 
interfere  with  follow-up  inspection  and  irra- 
diation of  the  orbit. 

REPORT  OF  CASE 

G.  B.,  a 16  months  old,  white,  male  infant  was 
brought  to  our  office  on  June  6,  1939,  because  of 
an  inflamed  left  eye  of  several  days'  duration. 


The  parents,  healthy,  young  adults,  were  unable 
to  find  any  definite  history  of  ocular  disease  in 
either  of  their  families.  This,  their  only  child,  was 
delivered  normally  at  term. 

The  baby  developed  bronchial  pneumonia  during 
the  winter  of  1938-1939  and  since  then  had  not  been 
rugged.  At  about  the  age  of  ten  months,  the  left 
eye  began  to  turn  in  and  shortly  thereafter,  the 
pupil  of  the  left  eye  had,  at  times,  a definite  whitish 
appearance.  See  Fig.  1.  The  mother  of  the  child 
had  intended  several  months  earlier  to  have  the 
child’s  eye  examined  but  his  continuous  succession 
of  colds,  she  felt,  made  it  unwise  to  take  him  out. 

EXAMINATION 

The  infant  appeared  to  be  of  normal  size  and 
weight  fo:  his  age.  He  was  fretful  and  apparent- 
ly sensitive  to  light. 

The  right  eye  externally  was  not  remarkable. 
The  left  eye  was  about  fifteen  degrees  convergent 
and  the  bulbar  conjunctiva  very  injected.  There 
was  no  secretion  on  the  lid  margins.  Further  exami- 
nation was  impossible  because  of  the  child’s  sensi- 
tivity to  light.  Atropine,  one  per  cent,  one  drop  in 
each  eye,  three  times  a day,  was  p.  escribed  to  di- 


FIG.  3 

Calcium  shadow  in  enucleated  left  eye. 


late  the  pupils  and  thereby  facilitate  ophthalmos- 
copic observation.  A complete  examination,  under 
ether  anesthesia,  was  advised  because  of  the  his- 
tory of  a squint  and  of  the  white  reflex  from  the 
pupil.  The  left  eye  continued  to  be  injected  and 
the  child  began  to  lose  weight  and  was  unable  to 
sleep,  except  for  short  intervals. 

On  June  13,  1939,  at  the  Clarkson  Hospital,  the 
eyes  were  examined  under  ether  anesthesia.  Ex- 
ternally. the  right  eye  was  not  remarkable.  The 
left  eye’s  bulbar  conjunctiva  was  deeply  injected. 
This  injection  increased  as  the  limbus  was  reached. 
The  cornea  was  somewhat  hazy  and  the  anterior 
chamber  very  shallow. 

Ophthalmoscopic  examination  revealed  a pinkish- 
white  mass,  completely  filling  the  posterior  one- 
half  of  the  left  eyeball.  This  mass  was  irregular 
in  contour  and  had  what  appeared  to  be  blood  ves- 
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sels  running  over  its  surface.  The  tension,  as 
measured  by  a Gradle  Schiotz  tonometer,  was  fifty, 
nearly  twice  the  normal  intraocular  pressure.  The 
right  eye,  to  our  great  surprise,  also  contained  a 
similar  appearing  mass.  This  mass,  however,  filled 
only  the  nasal,  one-half  of  the  posterior  one-third 
of  the  eyeball.  The  tension  on  the  right  was  twenty- 
four  or  within  normal  limits.  While  the  child  was 
still  under  anesthesia,  Dr.  T.  T.  Harris,  took  an 
x-ray  of  the  orbits.  Typical  Pfeiffer,  calcium  shad- 
ows were  seen  in  the  region  occupied  by  each  globe. 
See  Fig.  2. 

A diagnosis  of  bilateral  retinoblastoma  was  made. 
The  right  eye  was  in  the  initial  stage  and  the  left 
eye  in  the  second  or  glaucomatous  stage.  The  par- 
ents would  not  consent  to  bilateral  enucleation  but 
did  consent  to  the  enucleation  of  the  left  eye.  The 
eye  was  removed  on  June  15,  1939.  X-ray  of  the 
eye  showed  the  opaque  area  seen  in  the  x-ray  of 


FIG.  4 

G.  B.  at  2 years,  7 months. 

the  left  orbit  to  be  definitely  in  the  left  bulb.  See 
Fig.  3.  The  eye  and  the  optic  nerve  were  sectioned 
and  examined  microscopically  by  Drs.  F.  L.  Dunn 
and  Charles  Baker.  The  nerve  failed  to  show  any 
evidence  of  extra-bulbar  extension  of  the  tumor. 
The  intra-ocular  mass  was  made  up  of  small,  round, 
dark  staining,  loosely  packed  cells.  These  cells  in 
many  places  grouped  themselves  in  circles,  the  so- 
called  Rosettes  of  Wintersteiner.  Blue  staining  cal- 
cium deposits  in  areas  of  necrosis  were  frequently 
seen.  The  pathological  diagnosis  was  unquestion- 
ably that  of  retinoblastoma. 

X-ray  treatment  as  outlined  by  Drs.  Martin  and 
Reese  was  instituted  by  Drs.  Tyler  and  Simonds. 
The  child  up  to  the  present  has  had  a total  of  10,000 


r units  divided  between  three  portals  of  entry  at  the 
rate  of  200  r per  treatment.  Treatments  have  been 
given  every  third  or  fourth  day  over  a period  of  fif- 
teen months.  The  dosage  factors  were  200  kilovolts 
through  a 0.5  mm.  copper  and  1 mm.  aluminum  fil- 
ter with  the  portals  each  2 cm.  in  diameter.  The 
beams  are  aimed  in  three  directions:  a straight  A.P., 
a right  Tateral  and  a left  oblique  through  the  nose 
from  the  inner  canthus  of  the  left  eye. 

The  skin  about  the  eye  has  held  remarkably  well. 
The  lashes  of  the  right  eye  were  lost  temporarily. 
The  eye  is  clear  and  the  retinoblastomic  mass  is  at 
least  no  larger  than  it  was  fifteen  months  ago.  The 
left  orbit  presents  no  visible  or  digital  evidence  of 
extra-ocular  extension  of  the  tumor.  The  child  com- 
fortably wears  a prosthesis,  (See  Fig.  4),  is  grow- 
ing normally  and  gets  about  with  ease.  His  cen- 
tral vision  is  apparently  normal  but  his  temporal 
field  is,  of  course,  lost. 

COMMENT 

The  eventual  outcome  of  this  patient  is  a 
moot  question.  His  skin  is  rapidly  approach- 
ing the  point  where  it  can  take  no  more  radi- 
ation. The  intra-ocular  tumor  mass,  while 
apparently  inactive  at  present,  is  still  nearly 
as  large  as  when  first  observed.  Radon  seeds 
implanted  in  dental  wax  may  be  sutured  to 
the  sclera  overlying  the  tumor  mass.  The 
parents  are  adverse  to  the  enucleation  of  the 
remaining  eye  since  the  child  is  apparently 
doing  so  well. 

SUMMARY 

This  preliminary  case  report  has  been  pre- 
sented because  bilateral  retinoblastoma, 
while  a rarity,  is  still  a condition  to  be  borne 
in  mind  when  examining  the  eyes  of  chil- 
dren. 

A squinting  eye,  and  particularly  an  eye 
showing  a white  reflex,  or  evidence  of  in- 
creased intra-ocular  tension,  must  be  ex- 
amined most  carefully. 

Fractionated  roentgen  radiation  has  in  our 
case,  so  far  (15  months)  controlled  the  dis- 
ease and  perserved  a useful  eye. 
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RHEUMATIC  FEVER  SHOULD  BE  MADE 

A STRICTLY  REPORTABLE  DISEASE 

Rheumatic  fever  and  rheumatic  heart  dis- 
ease should  be  made  strictly  reportable,  in  or- 
der that  the  public  may  come  to  realize  the 
seriousness  of  the  public  health  problems 
which  they  represent  and  the  necessity  of 
widely  extending  the  facilities  for  their 
treatment,  Homer  F.  Swift,  M.  D.,  New  York, 
recommends  in  The  Journal  of  the  American 
Medical  Association. 

Public  recognition  of  the  nature  and  re- 
quirements of  the  problems  of  such  disease, 
he  says,  has  lagged  far  behind  the  attention 
given  to  other  diseases  of  less  numerical  and 
economic  importance.  Some  idea  of  its  im- 
portance as  a cause  of  death  is  gained  from 
an  analysis  of  data  acquired  in  1938  in  New 
York,  with  requested  reporting  of  rheumatic 
fever  as  a causative  factor  in  death  from 
heart  diseases.  There  was  a ratio  of  4.5 
deaths  from  rheumatic  fever  and  rheumatic 
heart  disease  to  each  death  from  all  of  six 
reportable  infectious  diseases  combined. 
These  diseases  are  diphtheria,  measles, 
whooping  cough,  scarlet  fever,  epidemic  men- 
ingitis and  infantile  paralysis. 

The  most  extensive  efforts  made  in  Ameri- 
can cities  to  meet  this  problem  have  appar- 
ently only  scratched  the  surface.  For  ex- 
ample, in  New  York  City  there  are  about  300 
beds  available  to  meet  a situation  probably 
demanding  from  three  to  five  times  as  many 
for  children  alone.  In  such  a city  a perma- 
nent, supervisory  and  statistical  organization 
should  be  provided  which  will  have  as  its 
object  the  long-range  study  of  the  adequacy 
of  prevention  and  treatment. 

The  long  period  usually  consumed  in  the 


development  of  rheumatic  heart  disease  of- 
fers opportunity  for  interfering  with  that  de- 
velopment at  various  times,  Dr.  Swift  points 
out.  Obviously  it  is  extremely  important  to 
treat  adequately  the  younger  rheumatic  pa- 
tients in  order  that  the  dangers  of  serious 
heart  disease  later  in  life  may  be  lessened. 

The  chronic  nature  of  the  disease  is  ex- 
tremely significant  in  determining  proper 
facilities  to  combat  it.  For  example,  the  au- 
thor says  that  “under  existing  organizations 
a patient  who  requires  chronic  treatment  is 
placed  under  conditions  in  which  acutely  ill 
individuals  receive  special  attention.  Cer- 
tainly, transfer  to  outpatient  care  is  not  the 
proper  answer  to  his  requirements,  and  yet 
in  many  instances  this  is  the  only  way  of 
meeting  the  demands  imposed  by  a large 
number  of  patients  of  all  classes. 

“It  is  my  firm  conviction  that  at  this  stage 
the  average  child  would  be  best  treated  in 
an  institution  where  the  special  indications 
imposed  by  his  disease  can  be  adequately 
met.  Convalescence  from  rheumatic  cardi- 
tis should  be  chronic ; and  to  make  a child  in 
this  condition  compare  the  slowness  of  his 
recovery  with  that  of  a convalescent  from 
pneumonia  or  appendicitis  is  to  submit  his 
psyche  to  a strain  that  may  have  permanent 
implications.  An  ideal  sanatorium  would 
provide  for  both  the  patient  with  active  rheu- 
matic carditis  and  the  convalescent.” 

The  relapsing  nature  of  rheumatic  fever 
and  the  consequent  heart  disease  demand 
supervision  over  many  years.  Dr.  Swift  rec- 
ommends a central  registry  for  all  rheumatic 
fever  patients  to  supervise  and  record  their 
treatment  and  progress.  Such  a registry 
would  also  be  helpful  in  determining  the  rela- 
tive efficacy  of  various  treatments. 
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EDITORIAL 


PROFESSIONAL  UNITY 

November,  1940,  will  go  down  in  the  an- 
nals of  political  history  as  an  epoch  in  our 
democracy.  For  months  preceding  the  elec- 
tion the  voters  of  the  United  States  were 
engaged  in  one  of  the  most  spectacular  cam- 
paigns in  recent  times.  In  no  other  period 
has  the  physician  shown  such  an  active  in- 
terest in  a national  election.  Whether  for 
one  candidate  or  another,  practically  every 
doctor  showed  an  unprecedented  concern  over 
his  favorite  candidate  and  did  not  hesitate  to 
state  his  convictions. 

This  is  as  it  should  be,  indeed,  it  is  as  it 
will  have  to  be  in  the  future  if  our  institu- 
tions are  to  retain  their  integrity  and  self- 
discipline.  Which  candidate  became  the  vic- 
tor over  his  opponent  is  not  nearly  as  import- 
ant as  is  the  fact  that  fifty  million  people 
have  become  enthusiastic  over,  and  proceeded 
to  utilize  their  franchise.  Thousands  of  phy- 
sicians suddenly  became  inbued  with  a poli- 
tical consciousness.  What  effects  Mr.  Roose- 
velt’s reelection  will  have  on  organized  medi- 
cine remains  to  be  seen.  With  the  mounting 
national  debt  the  government  is  definitely 
not  in  a position  to  experiment  with  radical 


social  procedures.  It  will  be  interesting,  how- 
ever, to  watch  the  trends  in  general  and  par- 
ticularly those  affecting  the  medical  profes- 
sion. The  doctors,  as  all  good  citizens,  re- 
main eager  to  cooperate  with  the  administra- 
tion in  every  endeavor  that  is  consistent  with 
the  American  way  of  life  and  decent  living. 
The  medical  profession  remains  loyal  to  the 
principles  so  clearly  enunciated  by  the  Amer- 
ican Medical  Association,  now  known  as  the 
“Platform  of  the  A.  M.  A.”  These  principles 
are  good  for  the  public,  for  the  profession, 
and  it  is  sincerely  hoped  will  remain  good  in 
the  eyes  of  the  Administration. 


PUBLICITY  OF  DOUBTFUL  VALUE 

At  a recent  meeting  of  the  American  Col- 
lege of  Surgeons,  the  Associated  Press  broad- 
cast a statement  made  by  one  of  the  Fellows 
of  the  College  to  the  effect  that  there  are 
twenty  incompetent  surgeons  to  each  one 
surgeon  qualified  to  perform  operations,  and 
that  “in  the  United  States  hundreds  of  pa- 
tients are  operated  on  unnecessarily  every 
day.”  By  what  method  these  extravagant 
statistics  were  obtained  the  news  item  did 
not  specify.  It  is  difficult  to  arrive  at  a 
conclusion  over  what  positive  service  state- 
ments thus  made  and  news  thus  broadcast 
may  render.  That  some  surgeons  are  bet- 
ter trained  and  more  proficient  than  others 
is  undoubtedly  true.  Also  it  is  obvious  that 
no  conscientious  physician  or  surgeon  be- 
lieves that  he  has  reached  the  acme  of  per- 
fection and  knowledge,  and  therefore,  in  the 
vernacular,  “knows  it  all.”  The  fact  remains 
that  while  here  and  there  a charlatan  may 
practice  medicine  and  surgery,  by  far  the 
majority  of  physicians  who  advise  the  re- 
moval of  an  organ  are  both  honest  and 
competent  in  the  advice  thus  issued. 

It  is  unfortunate  that  of  late  there  has 
appeared  a tendency  on  the  part  of  some  of 
our  colleagues,  who  really  should  be  more 
considerate,  to  set  themselves  up  as  judges 
and  juries  and  executioners  over  the  profes- 
sion at  large;  to  shout  from  the  housetops 
that  none  but  a select  few  has  a moral  right 
to  practice  medicine  and  surgery.  They  ap- 
parently overlook  the  fact  that  every  phy- 
sician who  has  the  welfare  of  his  profession 
at  heart  is  eager  to  listen  to  constructive 
criticism  and  to  utilize  it  with  benefit  to  his 
patients.  In  the  lay  press  these  spectacular 
releases  serve  only  one  purpose.  They  under- 
mine the  confidence  of  the  patient  in  the 
honest  physician. 
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APPENDICITIS  IN  EARLY  CHILDHOOD 

It  is  well  known  that  the  mortality  from 
appendicitis  in  the  population  in  general  is 
higher  than  one  would  expect  from  the  in- 
dividual case  of  appendicitis  properly  treated. 
In  early  childhood  the  mortality  rate  from 
this  disease  is  much  higher  than  it  is  during 
later  years.  The  death  rate  under  five  years 
is  said  to  run  from  25  to  40%. 

A recent  article  by  Seham  and  Moss*  sug- 
gests four  main  factors  responsible  for  the 
high  mortality  in  this  preschool  group.  These 
are  roughly  stated  as: 

1.  The  inability  to  obtain  a satisfactory 
history  from  the  patient. 

2.  The  administration  of  laxatives. 

3.  The  anatomical  position  of  the  appendix 
(high  in  the  abdomen  with  little  protection 
from  the  omentum). 

4.  The  histological  structure  of  the  appen- 
dix; i.e.  thin  wall,  which  readily  perforates. 

These  factors  undoubtedly  are  clearly  re- 
sponsible for  the  unusually  high  mortality  in 
the  lower  age  groups  of  children.  On  the 
other  hand,  the  symptoms  and  signs  of  ap- 
pendicitis, even  in  the  pre-school  period,  are 
fairly  well  defined  and  the  physician  who  is 
mindful  of  the  possibility  of  appendicitis  will 
not  experience  too  much  difficulty  in  making 
a diagnosis.  The  fact  remains  that  even 
after  a diagnosis  has  been  made  the  delay  in 
operating  often  makes  recovery  doubtful  and 
not  infrequently  leads  to  peritonitis  from 
rupture,  and  death.  The  surgeon  who  fol- 
lows the  dictum,  “The  sun  shall  never  rise  or 
set  on  an  acute  appendix,”  will  have  little 
to  worry  about  in  the  prognosis  of  this  dis- 
ease in  the  young.  By  the  same  logic,  the 
physician  who  waits  for  classical  signs  will 
fare  badly  in  his  statistics  on  the  mortality 
from  appendicitis.  Most  pediatricians  follow 
a policy  that  it  is  safer  to  err  on  the  side  of 
removal  than  it  is  to  overlook  an  acutely  in- 
flamed appendix  that  may  perforate  with 
catastrophic  results.  No  other  condition  lends 
itself  better  to  the  exhortation — “If  in  doubt, 
operate.” 

*Max  Seham,  Arthur  J.  Moss,  Journal  Lancet,  Vol. 

60,  p.  444,  October,  1940. 
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The  Medical  and  Surgical  Supply  Commit- 
tee will  appreciate  receiving  old  surgical  in- 
struments. These  will  be  repaired  and  sent 
to  Great  Britain.  Parcels  may  be  sent  to  Dr. 
Alfred  Brown,  1618  Medical  Arts  Bldg.,  Oma- 
ha, or  Dr.  George  Covey,  805  Sharpe  Bldg., 
Lincoln,  Nebr. 


Dr.  Park  J.  White,  Lecturer  in  Profes- 
sional Conduct  and  Medical  Economics,  In- 
structor in  Pediatrics,  Washington  Univer- 
sity School  of  Medicine,  will  address  the  Lan- 
caster County  Medical  Society  December  10, 
on  “Doctors  in  a Changing  World.”  Members 
of  the  Nebraska  State  Medical  Association 
are  welcome  to  attend.  The  meeting  will  be 
held  in  the  Society’s  rooms,  16th  floor  Sharp 
Building,  Lincoln. 


The  Department  of  Obstetrics  and  Gynecology  of 
the  University  of  Chicago  and  the  Chicago  Lying-in 
Hospital  through  the  cooperation  of  the  Children’s 
Bureau,  U.  S.  Department  of  Labor  and  the  Illinois 
State  Department  of  Public  Health  offers  five  post- 
graduate courses  of  four  weeks  each  between  Janu- 
ary 6 and  June  21.  The  beginning  dates  of  each  are: 
January  6,  February  10,  March  17,  April  21,  and 
May  26.  All  the  members  of  the  department  and  all 
services  and  units  of  the  institution  participate  in 
the  instruction.  Only  a limited  number  of  postgrad- 
uate students  are  accepted  for  each  period.  A de- 
posit of  $25.00  is  required,  of  which  $10.00  is  re- 
turned on  completion  of  the  course.  All  communica- 
tions should  be  addressed  to:  Postgraduate  Course,. 
5848  Drexel  Avenue,  Chicago,  Illinois. 


The  Surgeon  General  announces  that  Au- 
thors’ reprints  are  gratefully  received  at  the 
Army  Medical  Library.  They  are  placed  in  a 
special  collection,  catalogued  by  author  and 
thus  form  a ready  bibliography  of  the  work 
of  any  given  writer  and  a valuable  supple- 
mentary source  of  material  when  the  volume 
of  original  publication  is  temporarily  unavail- 
able at  the  bindery  or  on  loan. 


CALL  FOR  PAPERS 

Any  member  who  wishes  to  read  a paper 
before  the  Nebraska  State  Medical  Assembly 
in  the  Spring  should  forward  the  title  to  Dr. 
R.  B.  Adams,  416  Federal  Securities  Bldg., 
Lincoln. 


(Continued  on  page  453) 
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Hear,  hear,  0 ye  nations,  and  hearing  obey 
The  cry  from  the  past  and  the  call  of  to-day! 

Earth  wearies  and  wastes  with  her  fresh  life  outpoured. 
The  glut  of  the  cannon,  the  spoil  of  the  sword. 

Lo,  dawns  a new  era,  transcending  the  old. 

The  poet’s  rapt  vision,  by  prophet  foretold! 

^ From  war’s  grim  tradition  it  maketh  appeal 

To  service  of  all  in  a world’s  commonweal. 

Home,  altar,  and  school,  the  mill,  and  the  mart, 

The  workers  afield,  in  science,  in  art, 

Peace-circled  and  sheltered,  shall  join  to  create 
The  manifold  life  of  the  firm-builded  state. 

Then,  then  shall  the  empire  of  right  over  wrong 
Be  shield  to  the  weak  and  a curb  to  the  strong; 

Then  justice  prevail  and,  the  battle-flags  furled. 

The  high  court  of  nations  give  law  to  the  world. 

And  thou,  0 my  country,  from  many  made  one, 
Last-born  of  the  nations,  at  morning  thy  sun, 

Arise  to  the  place  thou  art  given  to  fill. 

And  lead  the  world-triumph  of  peace  and  good  will! 

— Frederick^  Lucian  Hosmer 

% 
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ANNOUNCEMENTS 

(Continued  from  page  451) 

Following  are  the  announcements  by  the 
Lancaster  and  Omaha-Douglas  Counties 
Medical  Societies  of  the  scientific  programs 
for  the  remainder  of  the  year.  These  meet- 
ings are  open  to  all  members  of  the  Nebras- 
ka State  Medical  Association. 

Lancaster  County  Medical  Society — 16th 
floor  Sharp  Building,  Lincoln. 

December  10,  1940 — See  under  Announcements, 
page  451. 

January  7,  1941 — *Clinical-Pathological  Confer- 
ence, staff  of  Bryan  Memorial  Hospital. 

January  21,  1941 — “Background  and  Findings  in 
Sterility  Problems,”  Dr.  H.  E.  Harvey;  “Psychiatric 
Disorders  Associated  with  Internal  Medicine,”  Dr.  R. 
J.  Stein;  Pictures  of  Nebraska’s  Camp  for  Diabetic 
Children,  Dr.  F.  L.  Rogers. 

February  4,  1941 — *Clinical-Pathological  Confer- 
ence, staff  of  St.  Elizabeth’s  Hospital. 

February  18,  1941 — “Gallop  Rhythms;  Physiology 
and  Pathology,  with  Reproductions  of  Heart 
Sounds,”  Dr.  A.  L.  Smith;  “Tendon  Repair  of  Hand 
and  Arm,”  Dr.  L.  V.  Gibson;  “Newer  Anesthetic 
Agents,”  Dr.  S.  D.  Miller. 

March  4,  1941 — *Clinical-Pathological  Conference, 
staff  of  Lincoln  General  Hospital. 

March  18,  1941 — “Dermoids  of  the  Kidney,”  Dr.  F. 
M.  Andrus;  “Ocular  Fundus  in  Common  Medical 
Conditions,”  Dr.  Maynard  A.  Wood;  “Survey  of 
Leukemia  in  This  Community,”  Dr.  E.  B.  Reed. 

April  1,  1941 — *Clinical-Pathological  Conference, 
staff  of  Bryan  Memorial  Hospital. 

April  15,  1941 — “Osteotomy  for  Correction  of  De- 
formity,” Dr.  Fritz  Teal;  “Are  Flat  Feet  Normal 
in  Childhood,”  Dr.  C.  F.  Ferciot;  “Vitallium  Cup 
Arthroplasty,”  Dr.  J.  E.  M.  Thomson. 

May  6,  1941 — *Clinical-Pathological  Conference, 
staff  of  Nebraska  Orthopedic  Hospital. 

May  20,  1941 — “Teaching  Dermatology  with  Koda- 
chrome,”  Dr.  Everett  E.  Angle;  “Diverticulitis  of 
Colon  Simulating  Cancer,”  Dr.  R.  H.  Whitham; 
“Noma,”  Dr.  W.  Allan  Campbell. 

Papers  limited  to  20  minutes  each. 

(*)  Clinical-Pathological  Conferences  to  be  held  in 
Lancaster  County  Medical  Auditorium. 

Omaha-Douglas  County  Medical  Society — 
Medical  Arts  Building,  Omaha. 


December  10 — Case  Report:  Guest  speaker  in  gen- 
eral surgery,  name  of  guest  and  title  to  be  an- 
nounced. 

Christmas  Holidays. 

January  14,  1941 — Case  Report:  Guest  speaker  in 
field  of  obstetrics  and  gynecology,  name  of  guest 
and  title  to  be  announced. 

January  28 — Round  Table  Discussion:  Normal 
Labor  Including  Pre-  and  Post-Partum  Care,  Dr. 
Maurice  E.  Grier,  Chairman,  with  panel  of  five  ad- 
ditional speakers. 


February  11 — Case  Report:  The  Prevention  and 
Treatment  of  the  Contagious  Diseases,  Dr.  Albert 
V.  Stoesser,  Minneapolis,  Minnesota. 

February  25 — Case  Report:  Radiation  Therapy  of 
Cancer  of  the  Breast,  Dr.  A.  F.  Tyler.  Dr.  Frank 
Conlin:  Subject  to  be  announced. 

March  11 — Case  Report:  Dr.  Thomas  Leon  How- 
ard, Denver,  Colo.:  Subject  to  be  announced. 

Spring  Vacation. 

April  8 — Round  Table  Discussion:  The  Rheumatic 
State,  Dr.  J.  A.  Henske,  Chairman,  with  panel  of 
five  additional  speakers. 

April  22 — Case  Report:  Title  later.  The  Manage- 
ment of  Acute  Fractures  Including  Their  Emergency 
Care,  Dr.  Frank  D.  Dickson,  Kansas  City,  Mo. 

May  5,  6,  7,  8 — State  Meeting,  Cornhusker  Hotel, 
Lincoln,  Nebr. 

Annual  Meeting. 


NEWS  andt  mws 


Among  Nebraskans  attending  the  recent 
annual  meeting  of  the  American  College  of 
Surgeons  were:  Drs.  C.  G.  McMahon  of  Su- 
perior; H.  A.  Copsey,  Alliance;  J.  D.  Bradley, 
Pender;  C.  E.  Slagle,  Alliance;  D.  C.  Hilton, 
I.  C.  Munger,  Sr.,  and  J.  E.  M.  Thomson,  all 
of  Lincoln.  Dr.  Thomson  presented  a paper 
on  “First  Aid  in  Transportation  of  Compound 
Fractures.” 


Drs.  M.  H.  Carrig  of  Norfolk,  and  Dr.  H. 
Grimm  of  Sidney,  attended  the  Interstate 
Clinics  in  Cleveland  the  latter  part  of  Octo- 
ber. 


The  University  of  Nebraska  College  of 
Law  in  annonuncing  the  inauguration  of  a 
course  in  legal  medicine  makes  this  state- 
ment: 

“Increasing  importance  of  medical  evidence  in  the 
work  of  trial  lawyers  and  courts,  reforms  urgently 
needed  in  the  law  as  to  expert  witnesses,  and  desira- 
bility of  better  understanding  and  cooperation  be- 
tween the  medical  and  legal  professions  make  such 
a course  highly  desirable. 

Dr.  Clayton  F.  Andrews,  president  of  the  Nebras- 
ka State  Medical  association  and  holder  of  degrees 
from  Nebraska,  Creighton,  Pennsylvania  and  Min- 
nesota universities,  will  be  lecturer  for  the  course.” 


Dr.  J.  E.  M.  Thomson’s  paper,  “Outline  of 
Examination  for  Patient  With  Low-Back 
Pain,”  which  appeared  in  the  July  issue  of 
The  Nebraska  State  Medical  Journal  was  re- 
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garded  by  the  Editorial  Board  of  the  Inter- 
national Medical  Digest  “as  conveying  a very 
important  message  to  the  practicing  physi- 
cian,” and  was  abstracted  in  the  September 
issue  of  this  Prior  publication.  The  Journal 
feels  complimented. 


Drs.  R.  Russell  Best  and  F.  Lowell  Dunn 
of  Omaha  were  guest  speakers  before  the 
Sedgwick  County  Medical  Society  at  Wichi- 
ta, Kansas,  November  6.  Dr.  Best’s  subject 
was  “Biliary  Flush  and  Its  Place  in  the  Medi- 
cal-Surgical Management  of  Biliary  Tract 
Disease,”  and  Dr.  Dunn  spoke  on  “Modern 
Undemutrition.” 


New  Officers  of  Academy  of  Ophthalmology 
and  Otolaryngology 

Dr.  Ralph  Irving  Lloyd,  Brooklyn,  N.  Y.,  was 
named  president-elect  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  at  the  annual 
meeting  in  Cleveland,  October  6-10.  Vice  presidents 
elected  were  Drs.  Everett  L.  Goar,  Houston,  Texas; 
James  M.  Robb,  Detroit,  and  Ralph  0.  Rychener, 
Memphis,  Tenn.  Dr.  Frank  R.  Spencer,  Boulder, 
Colo.,  will  be  president  during  the  coming  year. 

Dr.  William  P.  Wherry,  Omaha,  Nebr.,  was  re- 
elected executive  secretary-treasurer  and  Dr.  Se- 
cord  H.  Large,  Cleveland,  comptroller. 


Organization  of  twelve  regional  districts,  each 
headed  by  a nationally  known  psychiatrist  to  coop- 
erate with  the  press  and  otherwise  to  foster  the 
dissemination  of  sound  psychiatric  information  to 
the  public,  was  announced  today  by  Dr.  C.  Charles 
Burlingame,  Chairman  of  the  Committee  on  Public 
Education  of  the  American  Psychiatric  Association. 

Regional  chairmen  are  as  follows: 

Dr.  Franklin  G.  Ebaugh,  Denver,  Colorado. 

Dr.  Ralph  C.  Hamill,  Chicago,  Illinois. 

Dr.  Titus  H.  Harris,  Galveston,  Texas. 

Dr.  Richard  H.  Hutchings,  Utica,  New  York. 

Dr.  George  S.  Johnson,  San  Francisco,  California. 

Dr.  William  C.  Menninger,  Topeka,  Kansas. 

Dr.  Merrill  Moore,  Boston,  Massachusetts. 

Dr.  Arthur  P.  Noyes,  Norristown,  Pennsylvania. 

Dr.  Winfred  Overholser,  Washington,  D.  C. 

Dr.  Thomas  A.  Ratliff,  Cincinnati,  Ohio. 

Dr.  Newdigate  M.  Owensby,  Atlanta,  Georgia. 

Dr.  Karl  M.  Bowman,  New  York,  New  York. 

In  announcing  these  appointments  Dr.  Burlingame 
stated,  “The  Association  has  long  felt  it  desirable 
to  have  decentralized  public  education  work  along 
psychiatric  lines.  Physicians  who  are  more  closely 
in  touch  with  local  conditions  and  local  needs  are  in 
a much  better  position  to  interpret  the  policies  and 
aims  of  the  Association,  and  with  beter  results  be- 
cause they  are  thinking  in  terms  of  the  realities  of 
local  conditions.” 

Dr.  Burlingame  expressed  the  hope  that  this  new 
setup  would  be  useful  to  the  press  of  each  commu- 
nity in  giving  them  an  authoritative  source  of  infor- 
mation on  psychiatric  matters.  He  indicated  also, 


that  an  important  phase  of  the  work  would  be  to 
make  known  the  Association’s  policy  with  regard  to 
mental  hospital  standards  as  the  occasion  required. 
“There  are  few  mental  hospitals  in  the  country 
which  even  now  attain  the  minimum  standards  of 
care  as  outlined  by  the  Association,”  he  said,  “and 
from  time  to  time  there  is  danger  of  still  further 
lowering  of  standards  by  reason  of  political  manipu- 
lation, or  through  a lack  of  understanding  that  men- 
tal patients  need  and  deserve  to  have  the  same  high 
standard  of  medical  care  as  obtained  in  the  general 
hospital.  One  of  the  principal  aims  of  this  organiza- 
tion will  be  to  acquaint  the  public  with  the  fact  that 
a well-staffed,  well-equipped  hospital  for  the  care 
of  the  mentally  ill  is  not  a luxury,  but  a basic  ne- 
cessity in  any  civilized  community.” 


NEBRASKANS  REGISTERED  AT  OMAHA  MID- 
WEST CLINICAL  SOCIETY  DURING 
ITS  LAST  SESSION 
Adams — Swartwood,  F.  M. 

Alliance — Kuncl,  Joseph;  Kennedy,  James  F.;  Seng, 
0.  L. 

Arlington — Bloch,  David  M. 

Arnold — Burnham,  Frank  A. 

Ashland — Packer,  J.  McKinley. 

Auburn — Edgar,  Cline;  Krampert,  R.  L.;  Lutgen, 
C.  A.;  Irvin,  I.  W. 

Aurora — Blizard,  Eldon  C.;  Steenburg,  Donald  B. 
Beatrice — Penner,  L.  E.;  Penner,  H.  G. 

Beaver  City — Shaughnessy,  E.  J. 

Beemer — Pierson,  C.  A. 

Belgrade — Penry,  R.  E. 

Bellevue — Betz,  W.  H.;  Carrithers,  Pauline. 

Bellwood — Matheny,  Z.  E. 

Benkelman — Morehouse,  G.  A. 

Bennington — Hickey,  C.  W. 

Blair — Howrard,  Clifford  D.;  Monrad,  Bach;  Goering, 
Walter  E. 

Blue  Springs — Warnen,  E.  A. 

Brady — Schneider,  J.  L. 

Broken  Bow — Bailey,  N.  E.;  Bowman,  J.  E.;  Copsey, 
H.  G.;  Koefoot,  T.  H. 

Calloway — Bryson,  R.  D. 

Cambridge— Minniek,  Clarence. 

Cedar  Rapids — Reeder,  W.  J. 

Central  City — Fouts,  F. 

Chadron — De  Flon,  E.  G. 

Chappell — McFee,  John  L. 

Columbus — Koebbe,  E.  E.;  Neumarker,  W.  R. 

Craig — Allen,  James  G. 

Crete — Lightbody,  K.  A. 

Curtis — Lierman,  C.  E. 

David  City — Burdick,  D.  E.;  Rich,  R.  G. 

Dodge — Kenney,  B.  V. 

Elgin — McClelland,  E.  E. 

Elkhorn— Holden,  W.  J. 

Emerson — Kildebeck,  J.  C. 

Falls  City — Crook,  Guy  H.;  Hustead,  C.  L.;  Miner, 
H.  R.;  Youngman,  R.  A. 

Famam — Reeves,  A.  E. 

Franklin— Rosenberg,  D.  S. 

Fremont — Eagle,  Frank  L.;  Fasser,  A.  0.;  Heine, 
L.  H.;  Heine,  W.  Howard;  Merrick,  A.  J.;  Mor- 
row, H.  H.;  Moore,  C.  G.;  Morris,  Robert  E.;  Sei- 
ver,  Charlotte  P. 

Fullerton — Purvis,  Donald  F. 

Geneva — Peterson,  Paul  L. 

Genoa — Davis,  Homer;  Newton,  R.  A. 
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Gering — Gentry,  W.  Max;  Harvey,  W.  C. 
Gothenburg — Harvey,  H.  M. 

Grand  Island — Johnson,  Earle  G.;  Reilly,  John. 
Hallam — Spradling,  C.  R. 

Hartington — Hahn,  J.  P. 

Hastings — Anderson,  Herbert  T.;  Anderson,  Martin 
F.;  Hardt,  George  William;  Kostal,  O.  A.;  Nielsen, 
Juul  C.;  Nutzman,  William  E.;  Swanson,  Leonard; 
Venner,  Robert  B. 

Henderson — Friesen,  Harold  F. 

Henry — Krieg,  Jacob,  Jr. 

Hickman — Stapleton,  H.  B. 

Hordville — Holmes,  Lee  C. 

Howells — Novak,  Joseph  J. 

Humboldt — Heim,  H.  S. 

Humphrey — Salsburg,  Herbert  E. 

Hyannis — Howell,  W.  L. 

Imperial — Hoffmeister,  Geo.;  Wiley,  Clare  C. 
Indianola — Mackechine,  W.  D. 

Ingleside — Coen,  Robert  A.;  Geshell,  S.  W.;  Marx, 
Johann  R.;  Simonsen,  Marie  N. 

Kearney — Albertson,  L.  C.;  Robbins,  Emma  E. 
Kenesaw — Guildner,  C.  W. 

Kimball — Lipp,  Frank  E.;  Miller,  A.  L. 

Laurel — Carroll,  R.  P.;  Cedarblade,  V.  G.;  Embick, 
James  F. 

Lincoln — Blum,  Henry;  Boucher,  C.  S.;  Campbell,  Al- 
lan; Cochran,  Robert  M.;  Drew,  Roger  T.;  Fechner, 
A.  H.;  Finney,  L.  E.;  Frary,  R.  A.;  Frazer,  Maurice 

D.;  Gray,  Richard  W.;  Greenslit,  Frank  S.;  Han- 
cock, E.  W.;  Hollister,  William  G.;  Jones,  T.  K.; 
Moyer,  Torrence  C.;  Neely,  J.  M.;  Owen,  L.  J.; 
Rausten,  David  S.;  Rausten,  Mrs.  D.  S.;  Reese, 
Sidney  0.;  Rembolt,  R.  R.;  Rowe,  Edward;  Shirey, 
Paul  F.;  Stoll,  Edward  M.;  Thomson,  J.  E.  M.; 
Thompson,  T.  R.;  Walker,  A.  B.;  Warner,  Ruth; 
Webb,  Adin  H.;  Wegner,  E.  S.;  Werner,  Henry; 
Whitham,  Roy;  Wermer,  Olga  S. 

Long  Pine — Prescott,  K.  E. 

Loup  City — Amic,  Carl  G. 

Marion — Redfern,  William  E. 

Minden — Sutton,  Bruce  B. 

Nebraska  City — Ewing,  Ben  E. 

Norfolk — Barry,  O.  C.  Schwedhelm,  A.  J.;  Stark, 
Lucien;  Suber,  Estel  G. 

North  Bend — Keiser,  A.  F.;  Merselis,  Harold  K. 
North  Loup — Hemphill,  W.  J. 

North  Platte — Flebbe,  Richard  A.;  Platt,  Otis  R.; 

Selby,  C.  A.;  Valentine,  L.  F. 

Oakland — Benson,  Harry  W. 

Ogallala — Harvey,  E.  A.;  Weyer,  S.  M. 

Omaha— Abts,  Eugene  J.;  Adams,  P.  S.;  Allen,  John 
F.;  Andersen,  M.  C.;  Anderson,  H.  E.;  Armbrust, 
Walter;  Attwood,  N.  H.;  Baker,  Chas.  P.;  Barry. 
M.  W.;  Bantin,  C.  F.;  Bantin,  E.  W.:  Bean,  Fran- 
cis J.;  Bennett,  A.  L.;  Bennett,  A.  E.;  Best,  R.  R.; 
Binder,  C.  T.;  Bisgard,  J.  D.;  Black,  E.  W.;  Block, 
Max;  Bliss,  R.  W.;  Boetel,  Geo.  H.;  Boler,  T.  D.; 
Borghoff,  J.  A.;  Boyne,  H.  N.;  Brazer,  John  G.; 
Brodkey,  M.  H.;  Brown,  Alfred;  Brown,  Willis  E.; 
Bushman,  L.  B.;  Cameron,  0.  J.;  Campbell,  Gil- 
bert C.;  Cash,  Paul  T.;  Carnazzo,  S.  J.;  Carp,  Os- 
car; Cassidy,  W.  A.;  Christie,  B.  W.;  Clarke, 
Floyd;  Cloyd,  A.  D.;  Coakley,  Leo  P.;  Conlin, 
Frank;  Cook,  Lyman  J.;  Christlieb,  J.  M.;  Clark, 
Geo.  L.;  Colien,  F.  E.;  Connolly,  E.  A.;  Courtney, 
J.  E.;  Davis,  H.  H.;  Davis,  Edwin;  Davis,  J.  C.; 
De  Long,  Henry;  Dietz,  Nicholas,  Jr.;  Distefano, 
C.;  Dowell,  D.  A.;  Downing,  J.  E.;  Duncan,  J.  W.; 
Dunn,  F.  L.;  Donelan,  James  P.;  Dow,  A.  G.; 


Dworak,  H.  L.;  Dwyer,  J.  R.;  Egan,  Richard  L.; 
Ellis,  Paul  H.;  Elston,  H.  R.;  Ensor,  R.  R.;  Ever- 
itt,  Neill  J.;  Ewing,  Ben;  Faier,  S.  Z.;  Farrell, 
Robert  F.;  Fellman,  A.  C.;  Finegan,  James  F.; 
Fitzsimons,  A.  W.;  Fleishman,  Max;  Frandsen, 
Charles;  Freymann,  J.  J.;  Fouts,  R.  W.;  Fuqua, 
P.  A.;  Garcia,  Hector;  Gatewood,  J.  W.;  Gardiner, 
J.  F.;  Gedgoud,  J.  L.;  Gerald,  H.  F.;  Gerish,  Net- 
tie L.;  Gifford,  Harold;  Green,  M.  C.;  Greenburg, 
A.;  Greene,  Arthur  M.;  Grier,  M.  E.;  Griffith,  W. 
0.;  Grodinsky,  M.;  Hahn,  W.  N.;  Hall,  Lynn  T.; 
Hamsa,  W.  R.;  Hanisch,  L.  E.;  Hansen,  C.  H.; 
Hansen,  Geo.  M.;  Hardy,  C.  C.;  Harris,  A.  M.; 
Harris,  T.  T.;  Hayes,  Jack  M.;  Henry,  E.  C.; 
Henske,  J.  A.;  Heumann,  J.  M.  F.;  Hey  wood,  L. 
Thomas;  Hill,  F.  C.;  Hirschmann,  Jerome  H.; 
Hoffman,  L.  0.;  Holyoke,  E.  A.;  Hollenbach,  C.  F.; 
Holmes,  Wm.  E.;  Holovtchiner,  E.;  Howard,  M.  C.; 
Hunt,  H.  B.;  Hyde,  J.  F.;  Isacson,  Sven;  Iwersen, 
Frank;  Jahr,  Herman  M.;  Jensen,  Werner  P.; 
Johnson,  A.  C.;  Johnson,  H.  F.;  Johnson,  J.  A.; 
Jones,  Wesley;  Judd,  Delbert  K.;  Judd,  J.  H.; 
Kadavy,  G.  J.;  Keegan,  J.  J.;  Kelley,  Ernest;  Kel- 
ly, J.  F.;  Kelley,  William  E.;  Kelley,  J.  Whitney; 
Kemp,  W.  T.;  Kennedy,  John  C.;  Kerr,  Geo.  R.; 
Kiltz,  R.  C.;  Kirk,  E.  J.;  Klabencs,  F.  J.;  Kleyla, 
J.  R.;  Korth,  Z.  N.;  Koutsky,  Joseph  J.;  Kraybill, 
William;  Kroupa,  W.  E.;  Kully,  H.  E.;  Langdon, 
J.  F.;  Latta,  U.  S.;  Leeds,  Robert  H.;  Le  Mar, 
J.  D.;  Lennox,  G.  B.;  Levine,  V.  E.;  Lewis,  Ray- 
mond; Loder,  Roland;  Luikart,  Ralph;  Lynch, 
Delia  A.;  McAvin,  James;  McCarthy,  Joseph  D.; 
McCurdy,  T.;  McDermott,  Arnold;  McEachen, 
Esther  I.;  McGee,  J.  W.;  McGill,  A.  A.;  McGoogan, 
L.  S.;  McGuire,  L.  D.;  McIntyre,  A.  R.;  Mc- 
Laughlin, C.  W.;  McMartin,  Charles;  McMartin, 
W.  J.;  MacQuiddy,  E.  L.;  Madsen,  C.  C.;  Manning, 

E.  T.;  Margolin,  M.;  Marr,  Madeline;  Marble,  R. 

E. ;  Marsh,  F.  E.;  Martin,  Gordon  M.;  Martin,  J.  W.; 
Mason,  C.  W.;  Millett,  Clinton  C.;  Moody,  W.  B.; 
Moon,  C.  F.;  Moon,  L.  E.;  Moore,  Clyde;  Moran, 
C.  S.;  Morgulis,  S.;  Morrison,  W.  H.;  Morrow, 
Paul  N.;  Morton,  Cynthia;  Moser,  R.  A.;  Moss- 
man,  Frank  D.;  Muehlig,  Wilbur  A.;  Muldoon, 
John  K.;  Murphy,  Albert  V.;  Murphy,  F.  P.;  Mur- 
phy, J.  H.;  Murray,  F.  J.;  Neely,  0.  A.;  Nelson, 
Floyd;  Nemec,  E.  C.;  Newell,  C.  H.;  Niehaus,  F. 
W.;  Novak,  Wm.  F.;  Nilsson,  John  F.;  Nilsson, 
John  R.;  Nuernberger,  Robert  E.;  O’Brien,  D.  J.; 
O’Connor,  W.  E.;  Offerman,  A.  J.;  O’Neil,  Gerald 
C.;  Oppen,  R.  L.;  Owen,  C.  A.;  Phillips,  Roberta; 
Pinkerton,  W.  J.;  Pinto,  A.  S.;  Pleiss,  Joseph  A.; 
Pollard,  C.  W.;  Potter,  G.  B.;  Pratt,  G.  P.;  Prich- 
ard, Geo.  W.;  Quigley,  D.  T.;  Randall,  Reginald; 
Read,  Paul  S.;  Redgwick,  J.  P.;  Reed,  S.  G.;  Rhea, 
David;  Rich,  C.  0.;  Riley,  B.  M.;  Robertson,  G.  E.; 
Rose,  F.  I.;  Rosenbaum,  W.  M.;  Rubnitz,  A.  S.; 
Russum,  B.  C.;  Sachs,  A.;  Sage,  E.  C.;  Schmitz, 
W.  H.;  Schonberger,  Stanley;  Schrock,  R.  D.; 
Schwertley,  F.  J.;  Shamberg,  A.  H.;  Sharpe,  J.  C.; 
Shearer,  W.  L.;  Shramek,  C.  J.;  Simanek,  Geo.  F.; 
Simkins,  Cleveland  S.;  Simmons,  E.  E.;  Simonds, 

F.  L.;  Simpson,  John  E.;  Slaughter,  H.  C.;  Slutzky, 
Ben;  Smith,  R.  A.;  Sobota,  J.  E.;  Solomon,  W.  W.; 
Stastny,  Olga;  Staubitz,  H.  F.;  Stearns,  R.  J.; 
Steinburg,  A.  A.;  Steinberg,  M.;  Stokes,  H.  B.; 
Stokes,  W.  H.;  Strickland,  W.  R.;  Sucha,  W.  L.; 
Swab,  C.  M.;  Swoboda,  J.  P.;  Tamisiea,  J.  A.; 
Taylor,  W.  H.;  Tipton,  Paul  W.;  Thomas,  John  M.; 
Thompson,  Chester;  Thompson,  Edward;  Thomp- 
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son,  Warren;  Thomsen,  J.  H.;  Tollman,  J.  P.; 
Tomlinson,  C.  C.;  Tompkins,  Charles  A.;  Traynor, 
R.  L.;  Tyler,  A.  F.;  Vetter,  James  G.;  Walsh,  E. 
M.;  Waters,  C.  H.;  Watke,  Fred  M.;  Wearne,  F.  J.; 
Weinberg,  J.  A.;  Westfall,  Ralph  N.;  Whalen,  Ed- 
ward P.;  Wherry,  W.  P.;  Wherry,  Walter;  Whis- 
ton,  Gordon;  Whittlesey,  F.  R.;  Whitcomb,  Glenn 
D.;  Wigton,  H.  A.;  Wilson,  D.  J.;  Wilder,  Violet; 
Wilhelmji,  C.  M.;  Willard,  W.  A.;  Wright,  W.  D.; 
Wyrens,  Raymond  J.;  Young,  G.  A.;  Young,  G. 
A.,  Jr.;  Young,  R.  A. 

O’Neill — Biglin,  Robert  F.;  Brown,  J.  P. 

Ord — McGinnis,  Kenneth  T.;  Weekes,  C. 

Osceola — Eklund,  H.  S. 

Osceola — Hill,  W.  Ray. 

Otoe — Dieter,  L.  D. 

Palmer — Racines,  J.  Y. 

Pawmee  City — Barr,  J.  Harold;  Flory,  Paul  J. 
Randolph — Johnson,  Frank  G. 

Rushville — Hook,  R.  L. 

Salem — McArdle,  G.  P. 

Sargent — McDaniel,  V.  S. 

Scottsbluff — Cooper,  A.  L. 

Schuyler — Myers,  H.  D. 

Scribner — Stehl,  C.  H. 

Seward — Carr,  J.  W. 

Shelby — Brillhart,  E.  G. 

Shubert — Shook,  W.  E. 

Sidney — Roche,  Riley  E. 

South  Sioux  City — Blume,  W.  R. 

Sprague — Lamb,  W.  E. 

Staplehurst — Meisenbach,  J.  E. 

St.  Paul — Hanisch,  E.  C. 

Sutherland — White,  Charles  M. 

Syracuse — Hillis,  W.  E.;  Williams,  C.  R. 

Talmage — Gritzka,  C.  T.;  Martinson,  L.  F. 

Tekamah — Sauer,  L.  E. 

Tecumseh — Lempka,  Arnold;  Lanspa,  J.  A. 

Tekamah — Wood,  M. 

Tilden — Barr,  Carl  C. 

Valparaiso — Chism,  Carl  E. 

Valley — Marsh,  Charles  L.;  Parsons,  S. 

Wakefield — Coe,  C.  B.;  Coe,  C.  M.;  Kilian,  L.  J. 
Wauneta — Fitzgerald,  R.  P. 

Wausa — Swenson,  Samuel  A.,  Jr. 

Wahoo — Kasper,  R.  J.;  Lauvetz,  F.  R.;  Rogers,  E.  A. 
West  Point — Anderson,  A.  W.;  Robbins,  H.  M.; 

Thompson.  I.  L.;  Thompson,  R.  Y. 

Wisner — Hansen,  W.  D. 

Wood  River — Hoekstra,  Clarence. 

York — Anderson,  Leo  E.;  King,  Dexter  D. 


HOSPITAL  NEWS 
From  the  Nebraska  Hospital  News 
The  Lutheran  Hospital  in  Omaha  contemplates  the 
addition  of  a new  wing  for  maternity  patients. 
Plans  are  in  the  blue-print  stage. 


The  Lincoln  General  Hospital  had  its  formal 
opening  of  the  new  R.  E.  Moore  addition  on  October 
6 between  the  hours  of  2 and  5 p.  m.  More  than 
500  guests  attended. 


The  Clarkson  Hospital  in  Omaha  has  just  com- 
pleted the  addition  of  a new  wing  to  house  path- 
ology laboratories  and  interns’  quarters.  Remodel- 
ing of  the  pharmacy  is  also  under  way. 


Dodge  County’s  new  Community  Hospital  in  Fre- 
mont is  now  open.  Reports  are  current  that  it  has 
not  been  fully  occupied  although  county  cases  are 
needing  attention. 


Members  of  the  medical  profession  in  the  state  of 
Nebraska  were  entertained  by  the  Pathological  Con- 
ference of  the  staffs  of  Bryan  Memorial  and  Lincoln 
General  Hospitals  on  Tuesday,  October  8.  Meetings 
were  held  at  Bryan  Memorial  Hospital. 


The  Nicholas  Senn  Hospital,  Omaha,  has  recently 
installed  fluorescent  lights  in  their  operating  room. 
Its  superintendent,  A.  R.  Landers,  is  said  to  be  re- 
sponsible for  the  detail  of  this  installation. 


The  Associated  Hospital  Service,  Nebraska’s  only 
non-profit  hospital  insurance  plan,  reports  a total 
enrollment  of  almost  9,000  subscribers.  From  all 
indications,  this  movement  is  bound  to  play  a large 
part  in  the  future  of  the  voluntary  hospitals. 


The  Methodist  Hospital,  Omaha,  during  the  last 
summer  completely  refurnished  its  radiology  de- 
partment with  the  installation  of  modem  x-ray 
equipment. 


The  Omaha  Hospital  Council  recently  had  its  first 
fall  meeting  at  the  Clarkson  Hospital. 


Of  interest  in  the  construction  field  is  the  use  of 
glass  brick  in  the  University  Hospital’s  operating 
rooms.  These  were  remodeled  the  past  summer. 


The  Douglas  County  Hospital  is  still  striving  for 
approval  by  the  national  organizations.  Dr.  Fred- 
erick Wearne  has  recently  been  elected  chief  of  staff. 


The  Auburn  Hospital  recently  enlarged  its  facili- 
ties. 
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WOMAN'S  AUXILIARY 


President — Mrs.  A.  D.  Brown 

Central  City 

President-Elect — Mrs.  M.  C.  Green 

Omaha 

First  Vice  President — Mrs.  F.  Ferciot 

Lincoln 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary, 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of 
Chairman  for  the  Bulletin. 


Second  Vice  President — Mrs.  G.  Pinney 

Hastings 

Secretary — Mrs.  Howard  Royer 
Grand  Island 

Treasurer — Mrs.  Harley  Anderson 
Omaha 

is  $1.00  per  year.  It  affords  valuable  information  for  both 
every  doctor's  wife.  Mrs.  H.  R.  Miner,  Falls  City,  is  State 


Lancaster  County  Medical  Auxiliary  met 
November  4th  at  the  home  of  Mrs.  Wesley 
Becker,  3040  Stratford  Ave.  Mrs.  A.  D. 
Brown  of  Central  City  was  a guest,  and  spoke 
briefly.  Mr.  M.  C.  Smith,  Executive  Secre- 
tary to  the  Nebraska  State  Medical  Associa- 
tion, talked  to  the  group  on  Medical  Legisla- 
tion. 


The  Adams  County  Medical  Association 
and  the  Woman’s  Auxiliary  met  for  a dinner 
meeting  at  Ingleside,  November  6th.  Judge 
Blackledge,  who  was  after  dinner  speaker, 
spoke  on  “The  Story  of  a Witness.”  Each 
organization  then  retired  for  their  own  busi- 
ness meeting.  The  program  was  on  Current 
Events.  The  Auxiliary  is  doing  knitting  and 
crocheting  for  the  Red  Cross. 


The  next  regular  meeting  of  the  Omaha- 
Douglas  County  Auxiliary  will  be  held  on 
November  19th  at  1 p.  m.  at  the  home  of  Mrs. 
James  Kelly.  Members  will  bring  a box 
lunch,  with  dessert  and  coffee  served  by  the 
hostess. 


The  Six  County  Medical  Auxiliary  officers 
were  entertained  at  a luncheon,  October  9th, 
at  the  Perkins  Hotel  in  David  City,  by  Mrs. 
R.  C.  Gramlich,  President.  Mrs.  A.  D.  Brown 
of  Central  City  was  an  honor  guest.  Plans 
for  the  year  were  discussed. 


(STATE)  DEPARTMENT  OF  HEALTH 

Lincoln,  Nebraska 
November,  1940 


MORBIDITY  SUMMARY— PRINCIPAL 
DISEASES 


Oct. 

1940 

Sept. 

Total 
to  Date 

Oct. 

1939 

Sept. 

Total 
to  Date 

Chicken-pox 

49 

15 

743 

12 

12 

848 

Diphtheria  

9 

4 

66 

3 

9 

96 

Influenza 

2 

0 

35 

0 

0 

140 

Measles 

48 

36 

997 

14 

4 

3891 

Meningtis,  C.  S._ 

2 

3 

15 

1 

1 

14 

Poliomyelitis 

55 

75 

154 

6 

9 

32 

Scarlet  fever 

60 

20 

568 

49 

52 

955 

Smallpox 

5 

0 

30 

1 

4 

216 

Tuberculosis 

25 

19 

195 

28 

26 

192 

Typhoid  fever 

3 

6 

25 

1 

2 

15 

Whooping  cough 

18 

25 

342 

14 

18 

470 

Gonorrhea 

61 

103 

539 

52 

73 

580 

Syphilis 

43 

82 

660 

68 

62 

630 

Chicken-pox 

Buffalo 1 

Dawson  7 

Douglas  34 

(Omaha  34) 

Hall 2 

(Grand  Island  2) 

Howard  1 

Jefferson  1 

Lancaster 2 

(Lincoln  2) 

Morrill  1 

Diphtheria 

Douglas  1 

(Omaha  1) 


Franklin 1 

Gosper  4 

Lancaster 1 

(Lincoln  1) 

Phelps 1 

Scotts  Bluff 1 

Influenza 

Boyd  2 

Measles 

Boyd  2 

Douglas  2 

(Omaha  2) 

Gage  4 


(Beatrice  4) 


Hall 2 

(Grand  Island  2) 

Keith 33 

Lancaster 2 

(Lincoln  2) 

Lincoln  1 

(North  Platte  1) 
Scotts  Bluff 2 

Meningitis,  C.  S. 

Nemaha  1 

Scotts  Bluff 1 

Poliomyelitis 

Boyd  2 

Buffalo 1 

Burt 2 

Butler 3 

Custer 1 

Dawson 1 

Douglas  4 

(Omaha  4) 

Fillmore  1 

Gage  16 

(Beatrice  16) 

Gosper  1 

Harlan  1 

Keith 1 

Lancaster  2 

(Lincoln  2) 

Lincoln  4 

(North  Platte  3) 

Nemaha  1 

Perkins 1 

Phelps 4 

Pierce  2 

Richardson  3 

Scotts  Bluff 2 


Thayer  1 

York  1 

Scarlet  Fever 

Adams  1 

(Hastings  1) 

Burt 2 

Clay 2 

Douglas  21 

(Omaha  21) 

Dundy 1 

Franklin 2 

Hall 1 

(Grand  Island  1) 

Johnson  2 

Keith 1 

Knox 1 

Lancaster 10 

(Lincoln  10) 

Madison  1 

Morrill  3 

Pawnee  2 

Pierce  1 

Richardson  5 

Scotts  Bluff 4 

Smallpox 

Douglas  1 

(Omaha  1) 

Lancaster 1 

(Lincoln  1) 

Nance  3 

Tuberculosis 

Adams  1 

Boyd  1 

Cherry  1 

Colfax 1 
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Custer 1 

Dawson  1 

Dixon  1 

Douglas  5 

Furnas  1 

Hall 1 

Hamilton  1 


Jefferson  2 

Morrill  1 

Nemaha  1 

Polk 1 

Scotts  Bluff 3 

Thurston  1 

Washington 1 


Typhoid  Fever 

Douglas  1 

(Omaha  1) 

Morrill  2 

Whooping  Cough 

Douglas  2 

(Omaha  2) 


Fillmore 2 

Gage  5 

(Beatrice  5) 

Keith 2 

Lancaster 3 

(Lincoln  3) 

Nemaha  1 

Saline  3 


SPEAKERS’  BUREAU 

The  following  addresses  have  been  arranged  through  the  Speakers’  Bureau  of  the  Educational  Com- 
mittee of  the  Nebraska  State  Medical  Association,  September  18th  to  November  15,  1940. 


Date  Place 

Sept.  18 — Columbus 


Oct.  7 — Kearney 


Oct.  17 — Geneva 


Oct.  17 — Tecumseh 


Nov.  7 — Crete 


Date  Place 

Sept.  4 — Oakdale 


Organization  Addressed 


SCIENTIFIC  PROGRAMS 


Speaker 


Platte-Loup  Valley 
Medical  Society 


Ninth  Councilor  Dis- 
trict Medical  Society 


Seventh  Council  Dis- 
trict Medical  Society 


Third  Councilor  Dis- 
trict Medical  Society 


Organization  Addressed 

Federated  Woman’s 
Club 


Dr.  M.  C.  Andersen 
Omaha 

Dr.  Lynn  T.  Hall 
Omaha 

Dr.  A.  L.  Miller 
Kimball 

Dr.  H.  B.  Morton 
Lincoln 

Dr.  H.  E.  Harvey 
Lincoln 

Dr.  E.  J.  Kirk 
Omaha 

Dr.  J.  H.  Murphy 
Omaha 

Dr.  M.  C.  Andersen 
Omaha 

Dr.  J.  R.  Nilsson 
Omaha 

Dr.  J.  D.  Bisgard 
Omaha 

Dr.  Fritz  Teal 
Lincoln 

Dr.  J.  E.  M.  Thomson 
Lincoln 

Dr.  Fritz  Teal 
Lincoln 

Dr.  J.  E.  M.  Thomson 
Lincoln 

Dr.  C.  Fred  Ferciot 
Lincoln 

Drs.  Thomson  and 
Teal 

LAY  PROGRAMS 

Speaker 

Dr.  H.  W.  Benson 
Oakland 


Title  of  Address 

“The  Clinical  Importance  of  Cardiac 
Arrhythmias” 

“Modern  Methods  in  the  Management 
of  Pneumonia” 

“What  Price  Victory?” 

“Adynamic  Ileus” 

“Surgical  Procedures  in  Obstetrical 
Emergencies” 

“The  Correlation  of  the  Physiological 
and  Chemical  Changes  in  Nephritis 
and  Their  Relation  to  Treatment” 
“Poliomyelitis — Diagnosis  and  Treat- 
ment” 

“Practical  Application  of  Heart  Trac- 
ings” 

“The  Emergency  Care  of  Fractures  of 
the  Lower  Extremity” 

“Fractures  in  the  Ankle  and  Foot” 

“Fractures  About  the  Knee” 

“The  Aims  of  Fracture  Treatment” 

“Fractures  About  the  Knee” 

“Fractures  of  the  Foot  and  Ankle” 

“First  Aid  to  the  Lower  Extremities” 

Demonstration  of  Methods 


Title  of  Address 

Tuberculosis 


MARRIAGES 

Dr.  Charles  Craig  Gass  of  Kearney  to  Miss  Doris 
Edna  Griffiths  of  Omaha,  in  Omaha,  October  19, 
1940. 

Dr.  Gene  L.  Teply,  Howells,  to  Miss  Agnes  Jose- 
phine Eusterbrock  of  Howells,  at  Howells,  October 
26,  1940. 


DEATHS 

Hubbell,  Abraham  Turner,  Wood  River.  Born  in 
1878,  graduated  from  the  Chicago  Homeopathic 


Medical  College  in  1903  and  Northwestern  Univer- 
sity College  of  Medicine  in  1905.  He  was  a member 
of  the  Nebraska  State  Medical  Association  and  ac- 
tive in  the  professional  functions  of  his  district.  He 
died  October  18,  1940  from  heart  disease.  Surviving 
are  his  wife  and  two  daughters. 

Loechner,  William  Henry,  Omaha.  Born  in  1877, 
graduated  from  Nebraska  Medical  College  in  1901. 
Following  an  extended  European  trip  he  located  in 
Omaha  where  he  remained  until  his  death  October 
28,  1940.  Surviving  are  his  mother  and  widow. 
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Hess,  George  J.,  Wayne.  Born  in  Canada  in  1868. 
He  was  graduated  from  the  Detroit  College  of  Medi- 
cine in  1894,  came  to  Nebraska  in  1898  and  located 
in  Chambers  where  he  remained  until  1908.  Follow- 
ing a year’s  postgraduate  work  at  Tulane  University, 
New  Orleans,  Dr.  Hess  returned  to  Nebraska  and 
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settled  in  Wayne  where  he  remained  until  his  death, 
October  24,  1940.  Dr.  Hess  was  active  in  profession- 
al and  civic  affairs  and  leaves  a host  of  friends  in 
the  profession.  Survivors  are  his  widow  and  a 
daughter. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  on  Tuesday,  October  8, 
1940,  in  the  Medical  Arts  Auditorium,  and  was  called 
to  order  at  8 p.  m.,  by  President  Fouts. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  September  24,  1940,  which  were  approved 
as  read. 

A resolution  in  memory  of  the  passing  of  Dr.  Av- 
ington  A.  Edgington,  who  died  October  2,  1940,  was 
read  by  Dr.  Sven  Isacson. 

Announcement  was  made  by  President  Fouts  of 
the  Harvest  Home  Dinner  sponsored  by  the  Wom- 
an’s Auxiliary  at  the  home  of  Dr.  and  Mrs.  C.  C. 
Tomlinson  on  October  9,  open  to1  all  members  of 
the  Society  and  their  friends. 

Dr.  J.  D.  McCarthy,  secretary-director  of  the  Oma- 
ha Mid-West  Clinical  Society,  called  attention  to  the 
Eighth  Annual  Assembly  of  this  Society  to  be  held 


October  28  to  November  1,  inclusive,  at  the  Paxton 
Hotel,  Omaha.  Special  mention  was  made  of  the 
joint  meeting  of  the  Omaha-Douglas  County  Medi- 
cal Society  and  Mid-West  Clinical  Society,  on  Thurs- 
day evening,  October  31,  to  which  all  members  of 
the  Medical  Society  were  invited,  whether  or  not 
they  had  previously  registered. 

Dr.  Earl  C.  Sage  made  a brief  announcement  of 
the  forthcoming  annual  Community  Chest  drive. 

The  Scientific  program  was  opened  by  Dr.  Earl 
C.  Sage,  with  a case  report  on  “Pregnancy  with 
Toxemia  Complicated  by  Marked  Obesity.”  This 
was  followed  by  a paper  read  by  Dr.  J.  P.  Redgwick, 
“The  Diagnosis  and  Management  of  Ectopic  Preg- 
nancy; Report  of  Thirty-two  Cases;”  discussion  by 
Drs.  Sage,  Gardiner  and  M.  E.  Grier.  Dr.  W.  A. 
Muehlig  closed  the  program  with  a talk  on  “The  Use 
of  Psychometric  Tests  in  Neuropsychiatry;”  discus- 
sion by  Drs.  Levine  and  Pinkerton. 

Meeting  adjourned  9:30  p.  m. 


Members  of  the  Lancaster  County  Medical  Society, 
together  with  the  staff  members  of  the  Lincoln 
Hospitals,  held  a joint  meeting  November  5,  1940, 
fifty-three  members  attending.  Dr.  E.  S.  Wegner 
presided.  In  the  absence  of  the  secretary,  Dr.  W. 
W.  Carveth  was  asked  to  act  in  that  capacity. 

The  staff  of  St.  Elizabeth’s  Hospital  presented  two 
clinical-pathological  case  reports,  with  Dr.  R.  C. 
Olney  in  charge. 

At  the  business  meeting  Dr.  J.  J.  Hompes  recom- 
mended that  the  secretary  of  the  Society  keep  a rec- 
ord of  the  members  present,  and  send  a copy  to  the 
secretary  of  each  hospital  staff.  Motion  seconded 
by  Dr.  E.  B.  Reed,  and  it  carried  unanimously. 

The  president  announced  the  appointment  of  the 
following  members  to  serve  on  a committee  to  study 
and  report  with  recommendations,  on  the  Medical 
Aid  Society,  an  Association  under  the  Farm  Secur- 
ity Administration:  Dr.  R.  H.  Whitham,  chairman; 
Dr.  W.  C.  Becker,  and  Dr.  H.  B.  Stapleton. 

Dr.  F.  F.  Teal,  chairman,  and  Drs.  E.  W.  Rowe 
and  E.  B.  Finney  will  make  up  the  Medical  Prepared- 
ness Committee  as  announced  by  the  president. 

Dr.  M.  D.  Frazer’s  transfer  from  the  Scotts  Bluff 
County  Medical  Society,  and  that  of  Dr.  C.  C.  Peli- 
kan  from  the  Dawson  County  Medical  Society,  was 
announced.  Drs.  James  A.  Barker  and  R.  M.  Still 
were  elected  to  membership  in  this  society  by  unani- 
mous vote  of  the  members  present. 

Dr.  Park  J.  White  of  St.  Louis,  will  speak  at  a 
meeting  to  be  held  December  10th. 

W.  W.  Carveth,  M.  D.,  Acting  Secretary. 


Members  of  the  Lancaster  County  Medical  Society 
were  invited  to  be  the  guests  of  the  staff  of  the 
Veterans’  Hospital,  at  their  first  fall  meeting  on 
October  15,  1940.  Seventy-five  were  in  attendance 
with  President  E.  S.  Wegner  in  the  chair.  Minutes 
of  the  last  meeting  were  read  and  approved.  The 
following  program  was  presented:  Welcome,  Dr.  E. 
R.  Benke,  Manager,  and  Dr.  J.  A.  Barker,  Chief 
Medical  Officer;  A Case  of  Brain  Tumor,  Dr.  Harold 
E.  Foster;  Gastric  Ulcer,  Dr.  R.  R.  Haley;  Ileus, 
Drs.  R.  D.  Green  and  G.  R.  Jewett. 

Dr.  J.  W.  Thomas  was  elected  by  ballot  to  serve 
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as  a representative  of  our  Society  on  the  Advisory 
Health  Board. 

Dr.  S.  G.  Zemer  moved,  and  it  was  seconded  and 
caried,  that  the  president  appoint  a committee  to 
study  and  report  with  recommendations,  on  the 
Medical  Aid  Society,  an  Association  under  the  Farm 
Security  Administration. 

Dr.  Grace  Loveland  read  the  resolutions  on  the 
death  of  Dr.  E.  J.  Angle  which  were  accepted  and 
are  herewith  added  to  the  minutes. 

Everett  E.  Angle,  M.  D.,  Secretary. 


Five  County  and  Madison  Six  County  Medical  So- 
cieties held  a joint  meeting  Tuesday,  Nov.  19th,  at 
the  Hotel  Norfolk  in  Norfolk.  Dinner  at  seven  was 
followed  by  a symposium  on  Fractures.  Leader,  Dr. 
Robert  Schrock,  Vice-Chairman  of  the  Fracture 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion. (1)  “The  Aims  of  Fracture  Treatment;”  (2) 
“Dangers  in  the  Treatment  of  Fractures,”  Dr. 
George  Haslam,  Fremont;  (3)  “Fractures  About  the 
Ankle  and  Foot,”  Dr.  James  Martin,  Omaha;  (4) 
“Fractures  About  the  Knee,”  Dr.  Robert  Shrock, 
Omaha;  (5)  “Demonstration  of  Methods,”  Drs. 
Schrock  and  Martin. 


Platte-Loup  Medical  Society  met  at  the  Evans 
Hotel  in  Columbus,  October  16.  The  Society  was  ad- 
dressed by  Dr.  Harold  Swanberg  of  Quincy,  111.,  on 
“The  Radium  Treatment  of  Uterine  Hemorrhage.” 
Dr.  Swanberg  also  addressed  the  Tri-County  Medi- 
cal Society  on  the  same  subject  on  October  15,  at 
the  Hotel  Pathfinder,  Fremont. 


The  Tenth  Councillor  District  Medical  Society  met 
at  Ingleside,  October  25.  Thirty-five  doctors  and 
their  wives  attended.  There  was  a luncheon  meet- 
ing at  noon  and  the  afternoon  was  given  over  to  a 
general  discussion  of  problems  pertaining  to  the  Dis- 
trict. The  meeting  was  then  addressed  by  Dr.  Clay- 
ton Andrews,  president  of  the  Nebraska  State  Medi- 
cal Association  on  “Medical  Preparedness.”  The  sci- 
entific program  consisted  of  a paper  on  “Anterior 
Poliomyelitis,”  by  Dr.  Paul  T.  Cash  of  Omaha.  Dr. 
Lee  W.  Rork  of  Hastings  was  elected  president  and 
Geo.  L.  Pinney  was  reelected  secretary.  Dr.  H.  S. 
Andrews,  Minden  was  reelected  to  serve  on  the 
Council. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  D.  D.  Stonecypher,  Nebraska  City,  visited  his 
mother,  in  Vernal,  Utah,  the  latter  part  of  October. 

Dr.  and  Mrs.  G.  E.  Charlton,  Norfolk,  spent  two 
weeks  in  New  York  City,  during  October,  visiting 
relatives. 

Drs.  J.  C.  and  Georgia  Wade,  who  spent  the  past 
summer  in  Wisconsin,  returned  to  their  home  in 
Oconto,  November  6. 


The  Journal  extends  its  sympathy  to  Dr.  James 
F.  Kelly,  Omaha,  upon  the  recent  death  of  his  moth- 
er, Mrs.  Margaret  Kelly. 

The  Omaha  branch  of  the  American  Medical  Wom- 
en Association  was  recently  entertained  at  break- 
fast by  Dr.  Harriett  Hamilton  of  Council  Bluffs. 

Dr.  B.  I.  Mills,  Maywood,  was  recently  honored 
at  a community  gathering  in  recognition  of  his 
thirty-one  years’  service  in  that  locality. 

Dr.  Carl  F.  Hollenback,  Omaha,  was  elected  grand 
master  of  the  Nebraska  Grand  Lodge  of  Odd  Fel- 
lows, at  the  state  convention  held  in  Omaha  in  Octo- 
ber. 

Dr.  Joseph  Weinberg,  Omaha,  has  been  appointed 
director  of  the  speakers’  bureau  of  the  1940  Christ- 
mas Seal  Sale  of  the  Nebraska  Tuberculosis  associa- 
tion. 

“The  Application  of  Mental  Hygiene  to  Everyday 
Living,”  was  the  subject  of  Dr.  Richard  Young’s 
talk  before  a P.  T.  A.  meeting  at  Fremont,  Novem- 
ber 12. 

Dr.  A.  D.  Cloyd,  Sr.,  Omaha,  discussed  “Medicine 
Among  the  Americans  Before  the  Coming  of  the 
Whites,”  before  the  Pan-American  Alliance  meeting, 
November  14. 

Changes  in  location:  Dr.  M.  0.  Anderson,  Fuller- 
ton to  Billings,  Mont.;  Dr.  B.  Charles  Pease  from 
Diller  to  Dawson,  Nebr.,  and  Dr.  H.  E.  Salsburg 
from  Humphrey  to  Tilden. 

Dr.  David  C.  Hilton,  Lincoln,  brigadier  general,  re- 
tired, of  the  Nebraska  National  Guard,  spoke  on  the 
topic  “Is  America  Physically  Fit  for  National  De- 
fense,” at  the  Y.  M.  C.  A.  on  October  14. 

At  a health  lecture  sponsored  by  the  Lincoln  city 
health  department  and  the  P.  T.  A.,  Dr.  A.  L.  Smith 
discussed  means  of  keeping  the  heart  healthy.  A 
film  “How  the  Heart  Functions”  was  shown. 

Dr.  George  W.  Ainlay,  Fairbury,  spoke  before  the 
American  Honey  Producers  League  Convention  in 
Omaha,  October  22.  He  discussed  the  value  of  bee 
venom  in  the  treatment  of  arthritis  and  rheumatism. 


MEDICAL  TECHNICIANS  SOUGHT  FOR 
WAR  DEPARTMENT 

Medical  technicians  experienced  in  surgical  and 
x-ray  work  are  needed  by  the  War  Department. 
The  United  States  Civil  Service  Commission  has  an- 
nounced an  examination  to  fill  these  positions  in 
the  following  grades  and  optional  subjects:  Senior 
medical  technician  (roentgenology),  $2,000  a year; 
medical  technician  (roentgenology  and  surgical),  $1,- 
800  a year;  assistant  medical  technician  (roentgen- 
ology and  surgical),  $1,620  a year.  The  salaries 
are  subject  to  a retirement  deduction  of  3%  percent. 

Applications  must  be  on  file  with  the  Commis- 
sion’s Washington  office  not  later  than  November 
28,  if  received  from  States  east  of  Colorado  and  not 
later  than  December  1,  1940,  if  received  from  Colo- 
rado and  States  westward. 

Applicants  must  have  completed  a 4-year  high- 
school  course,  unless  they  pass  a written  general 
test,  and  in  addition,  they  must  have  had  responsible 
experience  in  surgical  duties  in  an  operating  room 
or  clinic,  or  in  x-ray  work  including  x-ray  photogra- 
phy and  posturing,  and  in  the  installation  and  main- 

continued  on  page  xvii) 
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Medical  Technicians  Sought  in 
War  Department 

(Continued  from  page  460) 
tenance  of  x-ray  apparatus.  Appropriate  college 
study  may  be  substituted  for  part  of  the  required 
experience.  With  the  exception  of  those  who  have 
not  completed  the  high-school  course,  applicants 
will  not  be  given  a written  test.  All  competitors 
will  be  rated  on  their  qualifications  as  shown  in 
their  applications  and  on  corroborative  evidence. 

Detailed  information  regarding  the  examinations 
and  proper  application  forms  may  be  obtained  from 
the  Secretary  of  the  U.  S.  Civil  Service  Examiners 
at  any  first-  or  second-class  post  office  or  from  the 
United  States  Civil  Service  Commission,  Washing- 
ton, D.  C. 


Examination — American  Board  of  Obstetrics 
and  Gynecology 

The  written  examination  and  review  of  case  his- 
tories (Part  I)  for  Group  B candidates  will  be  held 
in  the  various  cities  of  the  United  States  and  Canada 
on  Saturday,  January  4,  1941,  at  2:00  p.  m.  Formal 
notice  of  the  place  of  examination  will  be  sent  each 
candidate  several  weeks  in  advance  of  the  examina- 
tion date.  No  candidate  will  be  admitted  to  exam- 
ination whose  examination  fee  has  not  been  paid  at 
the  Secretary’s  Office.  Candidates  who  successfully 
complete  the  Part  I examination  proceed  automati- 
cally to  the  Part  II  examination  to  be  held  in  June, 
1941. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  at  Cleve- 
land, Ohio,  from  May  28  to  June  1,  1941,  immediate- 
ly prior  to  the  opening  of  the  annual  meeting  of 
the  American  Medical  Association. 

Application  for  admission  to  Group  A,  (Part  II) 
examinations  must  be  on  file  in  the  Secretary’s  Of- 
fice not  later  than  March  15,  1941. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  required 
to  take  the  Part  I and  Part  II  examinations. 

The  Board  wishes  to  announce  a modification  of 
the  case  record  ruling  (effective  January  1,  1942), 
as  it  appears  in  the  September,  1940,  issue  of  the 
Board  booklet.  This  ruling  should  read:  “It  is  pref- 
erable that  the  number  of  cases  submitted  should  not 
be  more  than  half  (25)  of  the  total  number  of  fifty 
(50)  cases  required.” 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


The  following  item  is  quoted  from  the 
Columbus  Telegram: 

Lincoln,  Oct.  21  — (UP) — Miss  Elin  Anderson  of 
the  University  of  Nebraska  recommends  a unified 
health  program  for  the  state  to  promote  preventive 
medicine  and  to  expand  medical  services  for  indigent 
residents. 

Miss  Anderson  conducted  a survey  under  the  joint 
auspices  of  the  state  extension  service  and  several 
other  organizations. 

“The  investment  in  a health  program  would  pay 
for  itself  many  times,”  she  said,  “not  only  in  the  re- 
( Continued  on  page  xviii) 
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(Continued  from  page  xvii) 
duced  burden  of  the  cost  of  sickness,  but  also  in  the 
returns  it  would  bring  in  a people  physically  and 
mentally  strong  to  meet  increasingly  complex  prob- 
lems. 

Her  report  said  the  state  appropriation  for  public 
health  for  1939-40  was  little  more  than  the  cost  of 
one  mile  of  concrete  highway. 

Other  facts  cited  in  the  report  were  that  39  coun- 
ties have  no  registered  hospital,  five  have  no  physi- 
cian, and  one  county  of  6,000  square  miles  has  but 
six. 


PHYSICIANS  ARE  ASKED  TO 
VOLUNTEER  FOR  ARMY  MEDICAL 
INDUCTION  BOARDS 

“After  registrants  are  accepted  by  local 
draft  boards  they  will  be  sent  for  physical 
examination  to  medical  induction  boards,” 
The  Journal  of  the  American  Medical  Association 
explains  in  an  announcement  asking  for  vol- 
unteers for  army  medical  induction  boards. 
“About  one  hundred  such  boards  will  be  set 
up  throughout  the  country,  about  half  of 
them  near  army  posts  and  stations.  Each 
board  will  consist  of  three  internists,  one 
general  surgeon,  one  orthopedic  surgeon,  two 
ophthalmologists,  one  otorhinolaryngologist, 
one  neuropsychiatrist,  one  clinical  patholo- 
gist and  one  dentist. 


“As  has  been  explained  by  Colonel  Albert 
G.  Love  (United  States  Army  Medical  Corps), 
the  specialists  to  be  assigned  to  such  service 
will  probably  include  civilian  specialists  as 
well  as  reserve  officers,  who  will  be  on  temp- 
orary duty.  Civilian  physicians  will  be  on  a 
per  diem  basis  and  will  be  used  as  long  as 
their  services  are  required.  It  has  been  pro- 
posed that  they  be  paid  at  the  base  pay  of 
major  with  allowances  for  travel  and  sub- 
sistence while  on  duty.  Physicians  preferred 
for  this  service  are  those  who,  on  account 
either  of  age  or  of  physical  infirmities  or 
because  of  reasons  affecting  their  civil  life, 
cannot  go  into  military  camp.  It  has  been 
tentatively  estimated  that  the  time  required 
for  this  service  might  approximate  twenty 
to  thirty  days  in  the  period  between  October 
16  and  February  1. 

“In  order  to  aid  the  Army  Medical  De- 
partment in  securing  physicians  for  this 
service,  the  Committee  on  Medical  Prepared- 
ness ^of  the  American  Medical  Association) 
requests  physicians  who  wish  to  volunteer 
to  write  at  once  to  the  Committee  on  Medical 
Preparedness,  535  North  Dearborn  Street, 
Chicago,  marking  the  envelop  ‘Induction 
Boards’.” 
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A BACTERIAL  FIFTH  COLUMN 
From  Omaha  World-Herald 

Sulfanilamide,  sulfapyridine  and  other  members  of 
that  chemical  family  have  achieved  sensational  re- 
sults in  combating  human  infection,  particularly 
pneumonia.  But  until  recently  nobody  seemed  ex- 
actly clear  on  how  they  did  it.  Medicine  only  knew 
that  the  new  drugs  worked. 

Now  comes  word  that  Dr.  John  S.  Lockwood  of 
the  University  of  Pennsylvania,  a pioneer  in  the  use 
of  sulfanilamide,  has  completed  experiments  which 
he  believes  point  to  an  answer. 

The  theory  is  that  these  drugs  do  not  kill  bacteria 
by  direct  lethal  action,  but  by  a subtle  “Trojan 
horse”  technique. 

The  germs  of  pneumonia  and  other  infections 
must  have  nourishment  to  survive.  A certain  sub- 
stance found  in  the  body  is  believed  to  be  the  agent 
which  permits  them  to  “digest”  their  food.  Sulfanil- 
amide, chemically,  is  a close  cousin  of  this  substance. 
When  it  presents  itself  in  the  human  system,  bac- 
teria are  deceptively  induced  to  combine  with  it. 
Once  combined,  they  are  no  longer  able  to  receive 
nourishment,  and  so  they  die. 

Scientists  attending  the  recent  bicentennial  con- 
ference of  the  University  of  Pennsylvania  saw  hori- 
zons broadening  as  a result  of  these  new  studies. 
That  line  of  approach  may  provide  a way  of  get- 
ting at  cancer  and  tuberculosis  through  development 
of  a “fifth  column”  chemical  which  will  do  to  those 
diseases  what  sulfanilamide  and  its  derivatives  do  to 
others. 
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BACKGROUND 

Three  Decades  of  Clinicai  Experience 


THE  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in 
this  system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of 
authoritative  clinical  experience  as  Dextri-Maltose. 


DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated 
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chronic  constipation.  It  may  be  taken  over  an  ex- 
tended period  of  time  without  increasing  the  dosage. 

Any  of  the  Five  Types  of  Petrolagar  will  be  sent 
to  physicians  on  request. 
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Karo  is  ideal  in  concentrated  milk  mixtures  because 
it  is  saturated  with  maltose-dextrins,  easily  digested, 
not  readily  fermented  and  does  not  cloy  the  appetite 
for  other  foods. 

rC/ii/(tien  . 

Karo  provides  60  calories  per  tablespoon,  added  to 
foods  and  fluids,  when  the  child  fails  to  gain  in  weight 
on  an  adequate  diet  or  his  vitality  is  depleted  during 
convalescence. 

cen  6 . 

Karo  is  invaluable  with  each  meal  to  help  fulfill  the 
enormous  energy  requirements  of  adolescence.  Acces- 
sory meals  may  be  prescribed  with  advantage  and 
Karo  added  to  foods  and  fluids. 

CORN  PRODUCTS  REFINING  COMPANY 

Invites  inquiries  from  Physicians 
. . - for  further  information 
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10  and  50  cc.  brown  bottles  in  light-proof  cartons.  Not  less  than 
60,000  vitamin  A units,  8,500  vitamin  D units  (U.S.P.)  per  gram. 

OLEUM  PERCOMORPHUM  (Capsules) 

Especially  convenient  when  prescribing  vitamins  A and  D for  older 
children  and  adults.  As  pregnancy  and  lactation  increase  the  need  for 
vitamin  D but  may  be  accompanied  by  aversion  to  large  amounts  of 
fats,  Mead’s  Capsules  of  Oleum  Percomorphum  offer  maximum 
vitamin  content  without  overtaxing  the  digestive  system.  25  and  100 
10-drop  soluble  gelatin  capsules  in  cardboard  box.  Not  less  than 
13,300  vitamin  A units,  1,850  vitamin  D units  (U.S.P.)  per  capsule. 

Capsules  have  a vitamin  content  greater  than 
minimum  requirements  for  prophylactic  use, 
in  order  to  allow  a margin  of  safety  for  excep- 
tional cases. 


Uses : For  the  prevention  and  treatment  of 
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ciency; for  pregnant  and  lactating  women;  to  aid 
in  the  control  of  calcium-phosphorus  metabol- 
ism; to  promote  growth  in  infants  and  children; 
to  aid  in  building  general  resistance  lowered  by 
vitamin  A deficiency;  for  invalids,  convalescents, 
and  persons  on  restricted  diets;  for  the  preven- 
tion and  treatment  of  vitamin  A deficiency  states 
including  xerophthalmia;  and  wherever  cod  liver 
oil  is  indicated. 
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or  over  the  counter.  They  are  ad- 
vertised only  to  the  medical  pro- 
fession and  are  supplied  without 
dosage  directions  on  labels  or  pack- 
age inserts.  Samples  are  furnished 
only  upon  request  of  physicians. 

If  You  Approve  This  Policy 
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the  50  cc.  size  of  Oleum 
Percomorphum  is  now 
supplied  with  Mead’s 
patented  Vacap- Drop- 
per. It  keeps  out  dust 
and  light,  is  spill-proof, 
unbreakable,  and  deliv- 
ers a uniform  drop.  The 
10  cc.  size  of  Oleum 
Percomorphum  is  still 
offered  with  the  regu- 
lation type  dropper. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Joh~sqn  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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The  infant  starts  life  with  a store  of  iron. 
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and  cow’s  milk  are  poor  in  iron,  it  is  becoming 
the  practice  to  feed  iron-bearing  foods  at  as 
early  an  age  as  possible.  As  shown  in  the  above 
chart,  from  about  the  fourth  month  Pabltim 
alone  supplies  more  than  the  infant’s  daily 
iron  requirements.  In  this  chart,  the  require- 


ments are  based  on  the  conservative  estimate  of 
the  Council  on  Foods,  i.e.,  0.5  milligram 
per  kilogram  of  body  weight.  The  iron  sup- 
plied by  Pablum  is  calculated  on  the  basis  of 
8.5  mg.  per  ounce.  On  account  of  its  thorough 
cooking  Pablum  is  well  tolerated,  having  been 
fed  without  gastrointestinal  upset  as  early  as 
the  first  month.  Bibliography  on  request. 
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